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This  psychoneurotic 

often  responds 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation  ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy. spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders fnot  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication ; abrupt  withdrawal  may 
be  associated  with  temporary  in- 
crease in  frequency  and/or  severity 
of  seizures.  Advise  against  simul- 
taneous ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  ab- 
dominal and  muscle  cramps,  vomiting 
and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveil- 
lance because  of  their  predisposition 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 
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depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  gready  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


symptom  complex 

to  Valium  (diazepam) 


Precautions:  If  combined  with 
other  psychotropics  or  anticonvul- 
sants, consider  carefully  pharma- 
cology of  agents  employed ; drugs 
such  as  phenothiazines,  narcotics, 
barbiturates,  MAO  inhibitors  and 
other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions 
indicated  in  patients  severely  de- 
pressed, or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice ; periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium*  2-mg,  5-mg,  io-mg  tablets 

(diazepam) 
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NEWSLETTER  . . . 

THE  RHODE  ISLAND 


MEDICAL  SOCIETY 


Hospital  Precertification  Is 
Opposed  by  House  of  Delegates 


HEALTH  FINANCE 
SILL  REPORT 
HEARD  BY  HOUSE 

Dr.  Edmund  T.  Hackman,  President 
>f  the  R.  I.  Medical  Society,  read  a let- 
er  to  the  delegates  from  Governor 
'Joel  in  which  the  Governor  granted 
. time  extension  until  January  29th  for 
iociety  review  and  response  to  his 
tealth  finance  legislation.  The  Presi- 
lent  of  the  Society  mentioned  that  Dr. 
oseph  E.  Caruolo,  die  Society’s  repre- 
entative  on  the  Policy  Committee  of 
he  Governor’s  Task  Force  on  Health 
finance,  had  received  a draft  of  the 
-ill  with  a deadline  of  January  22  for 
iociety  response.  Doctor  Caruolo  dis- 
ussed  in  detail  the  work  of  the  Gov- 
rnor’s  Task  Force  on  Health  Finance 
nd  the  effort  of  a special  Ad  Hoc  Com- 
aittee  of  the  Society  comprised  of  the 
members  of  the  Delivery  of  Medical 
'are  Committee  and  other  Society 
aembers.  This  group,  Doctor  Caruolo 
mphasized,  has  reviewed  this  most  re- 
ent  legislative  draft. 

The  House  supported  Doctor  Caru- 
lo’s  recommendation  that  the  Ad  Hoc 
'ommittee  be  authorized  to  respond  to 
iovernor  Noel’s  request  for  specific 
amments  and  constructive  suggestions 
) the  bill.  The  motion  also  called  for 
ncouragement  of  participation  by  So- 
iety  members  to  offer  their  own  sug- 
estions  concerning  the  health  finance 

ill.  

ANNUAL  MEETING 
of 

THE  RHODE  ISLAND 
MEDICAL  SOCIETY 

March  13,  1974 

Please  circle  the  date 
on  your  calendar 


At  its  January  23rd  meeting,  the 
House  of  Delegates  of  the  R.  I.  Medi- 
cal Society  recorded  itself  in  opposition 
to  the  implementation  of  precertifica- 
tion  of  elective  hospital  admissions  in 
Rhode  Island.  The  delegates  also  voted 
that  such  opposition  be  conveyed  to  the 
Department  of  HEW,  the  Federal  Reg- 
ister and  to  the  state’s  congressional 
delegation  in  Washington,  D.  C. 

The  Society  is  in  the  process  of  pro- 
viding a response  outlining  the  reasons 
for  such  opposition. 

The  House  also  supported  a resolu- 
tion by  Dr.  Joseph  E.  Caruolo,  Chair- 
man of  the  Delivery  of  Medical  Care 
Committee,  requesting  the  delegates 
continued  support  of  his  commit- 
tee’s study  of  a “foundation  without 
walls”  concept.  Doctor  Caruolo’s  reso- 
lution was  voted  as  follows: 

“Whereas,  the  House  of  Delegates, 
of  the  R.  I.  Medical  Society  recog- 
nizes that  experiments  in  changes  in 
the  system  of  the  delivery  of  medical 
care  should  be  carried  out  to  be  kept 
abreast  of  changes  which  are  taking 
place  in  the  milieu  in  which  we  must 
deliver  medical  care,  therefore  be  it 
Resolved,  that  the  House  of  Dele- 
gates goes  on  record  as  approving 
the  continual  development  of  a 
group  plan  under  the  auspices  of  the 
R.  I.  Medical  Society.” 

In  other  action,  the  committee  agreed 
to  a recommendation  of  Dr.  Melvyn 
Gelch  that  an  Ad  Hoc  Committee  on 
Hand  Gun  Control  be  formed  to  study 
the  medical  aspects  of  hand  gun  injur- 
ies with  the  purpose  of  developing  ap- 
propriate hand  gun  legislation. 

A motion  to  poll  the  membership  of 
the  R.  I.  Medical  Society  to  obtain  their 
views  for  or  against  the  implementa- 
tion of  the  Professional  Standards  Re- 
view Organization  was  rejected  on  a 


voice  vote.  The  House  heard  a report 
that  die  Council  on  Medical  Staffs  had 
mailed  a flier  to  the  membership  of  the 
Society  urging  non-implementation  of 
the  PSRO  law.  The  Council  on  Medi- 
cal Staffs  received  a response  of  200 
physicians  favoring  such  a referendum, 
it  was  reported. 

Physician  s Service 
Nominees  Elected 

In  accordance  with  the  bylaws  of  the 
Rhode  Island  Medical  Society  Physi- 
cians Service  Corporation,  the  House  of 
Delegates  nominated  four  physicians 
to  serve  three  year  terms  each  as  mem- 
bers of  the  board  of  directors. 

Named  as  nominees  to  the  corpora- 
tion were:  Dr.  Paul  E.  Barber  of  War- 
wick, a general  practitioner,  Dr. 
Thomas  F.  Head  of  Providence,  an  ob- 
stetrician and  gynecologist,  Dr.  Robert 
V.  Lewis  of  Providence,  an  internist 
and  Dr.  Leonard  E.  Staudinger  of 
Woonsocket,  a general  surgeon. 

Elected  by  the  House  as  representa- 
tives to  serve  on  the  Professional  Ad- 
visory Committee,  which  consists  of 
six  physicians  and  three  non-physi- 
cians, were  Drs.  J.  Robert  Bowen,  Jo- 
seph DMiase  and  John  P.  Grady.  Doc- 
tor DiMase  is  a newly  elected  member 
to  the  committee.  Currently  the  non- 
physician members  of  this  committee 
and  Chelcie  Bosland,  Ph.D.,  former 
professor  of  economics  at  Brown  Uni- 
versity, now  retired,  Daniel  H.  Ford, 
a labor  organization  official,  and  Judge 
Florence  K.  Murray  of  the  R.  I.  Su- 
perior Court. 

The  Physicians  Service  representa- 
tives are:  Drs.  Joseph  E.  Caruolo, 
Thomas  F.  Head  and  Stanley  D. 
Simon. 
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NEWSLETTEI 


House  Supports  Suggestions 
For  Uniform  Drug  Control 


The  House  voted  approval  of  a rec- 
ommendation from  the  Council  of  the 
Society  that  the  report  of  Dr.  John  E. 
Farley,  Jr.,  Chairman  of  the  Society’s 
Drug  Abuse  Committee,  be  adopted  as 
the  Society’s  official  position  on  bill 
73-H  6369  (As  Amended).  Doctor  Far- 
ley in  his  report  emphasized  that  cer- 
tain provisions  of  the  bill  opened  up 
new  inroads  on  privacy  at  the  time  of 
national  resurrection  of  concern  in  this 
area.  Doctor  Farley  also  said  “It  is  in- 
teresting that  the  Governor  of  our 
neighboring  state  along  with  the 
Mayor  of  Boston  were  so  concerned 
with  this  aspect,  even  when  it  involved 
convicted  offenders  in  any  criminal 
case,  along  with  abusers,  that  he  was 
willing  to  forego  $9  million  in  federal 
assistance  rather  than  cooperate  in  fed- 
eral data  collecting.  In  the  case  of  per- 
sons affected  by  this  bill  by  the  report- 
ing systems,  we  are  not  dealing  with 
offenders  but  with  the  patients  under- 
going accepted  medical  treatment.” 

“The  face  of  the  urgent  need  for  ma- 
jor revision  of  our  drug  laws,  which  we 
urge,  and  the  need  for  a stringent 
punishment  for  traffickers,  as  we  as 
physicians  desire,  the  legislature  must 
balance  the  needs  of  enforcement 
against  the  rights  of  its  citizens  and 
their  need  for  privacy.  We  feel  that 
there  would  be  adequate  assurance  of 
both  if  legislation  were  adopted  which 


was  more  in  line  with  the  Uniform 
Code  and  which  recognized  that  fed- 
eral statutes  by  their  constraints  on 
prescribing  practices  eliminate  the  need 
for  offensive  reporting  methods.” 

“We  emphasize  that  this  is  a major 
basic  revision  and  definitely  a needed 
one.  We  want  to  see  that  it  is  just  and  a 
fair  law.  We  feel  that  it  should  be 
carefully  scrutinized  before  passage. 
We  don’t  feel  that  because  a section  is 
in  the  present  statute  that  it  should  be 
categorized  as  sacrosanct.  This  law 
should  be  a contemporary  one.” 

# # * 

The  House  voted  that  it  would  meet 
at  the  Medical  Society  on  Wednesday, 
March  6,  1974  at  2 p.m.  and  that  it 
would  adjourn  in  time  for  a meeting 
with  the  Corporation  of  Physicians 
Service  at  the  Blue  Cross  building  at  5 
p.m. 

In  other  action  the  House  approved 
and  placed  on  file  the  following  re- 
ports: Benevolence  Fund,  Occupation- 
al Health,  Peer  Review,  Mental  Health, 
Allied  Health  Professions  and  Services, 
Alcoholism,  Physicians  and  Carriers 
Workmen’s  Compensation,  Medical 
Aspects  of  Sports,  Scientific  Work  and 
Annual  Meeting,  Liaison  Committee 
with  Brown  University,  Emergency 
Medical  Services,  Highway  Safety  and 
Social  Welfare. 


EXPO  SCIENCE  74 
SEEKS  PHYSICIANS 
FOR  JUDGING 

Mr.  Vincent  H.  Vallone,  Chairmai, 
of  the  Judging  Committee  of  Exp 
Science  74,  has  announced  the  nee 
for  physicians  to  act  as  judges  in  th 
25th  Annual  Science  Fair,  sponsors 
by  the  Rhode  Island  Science  Teacher 
Association  and  the  Greater  Prov 
dence  Chamber  of  Commerce.  Th 
Fair  will  be  held  March  23rd  and  24t 
at  Rhode  Island  Junior  College  i 
Warwick. 

Mr.  Vallone  said  that  the  goal  of  th 
Science  Fair  is  to  obtain  the  services  c 
60  to  65  people  to  judge  assuring  tht 
no  more  than  5 or  6 projects  would  bi 
assigned  to  any  participant.  If  this  got 
is  obtained  no  judge  would  be  require 
to  spend  much  more  than  one  hou 
observing  the  exhibits  and  interview 
ing  the  exhibitors. 

If  any  physician  is  interested  in  sen 
ing’ as  a judge,  please  contact  Mr.  Va 
lone,  Veterans  Memorial  High  Schoo 
West  Shore  Road,  Warwick,  R.  I. 

This  request  for  judges  is  not  to  fc 
confused  with  the  Society’s  Sciencj 
Fair  Committee  which  annually  r< 
views  exhibits  and  chooses  three  wii 
ners  from  the  senior  and  three  froi1 
the  junior  high  schools.  The  Sociei 
then  awards  treasury  bonds  to  the  wii, 
ning  students. 


SPORTS  CONFERENCE  FUNDS  SOUGHT 


At  a recent  meeting  of  the 
House  of  Delegates,  a $500  Society 
guarantee  was  approved  for  use  by  the 
Medical  Aspects  of  Sports  Committee 
in  conjunction  with  this  Summer’s 
Medical  Aspects  of  Sports  Conference 
held  at  the  University  of  Rhode  Island. 


This  nationally  known  sports  confer- 
ence is  sponsored  jointly  by  the  Uni- 
versity of  Rhode  Island  and  the  com- 
mittee chaired  by  Dr.  A.  A.  Savastano. 
The  members  of  the  Society  are  urged 
to  contribute  to  the  support  of  this 


most  important  conference.  If  tl1 
$500  allocation  is  met,  there  will  be  r 
charge  for  Rhode  Island  physicians  i 
attend  the  seminars  except  for  meal 
Will  you  kindly  fill  out  the  form  belo1 
and  mail  it  with  your  check  payable  > 
The  Rhode  Island  Medical  Society  ti 

Sports  Committee  Conference  Fun<| 
Rhode  Island  Medical  Society 
106  Francis  Street 
Providence,  R.  I.  02903 


(please  print  name) 


(address) 


NEWSLETTER 


SECRETARY  REPORTS  COUNCIL  ACTIVITIES 


The  Council  has  held  two  meetings 
ince  the  previous  meeting  of  the 
iouse  of  Delegates  on  October  3,  1973, 
Stephen  J.  Hoye,  M.D.,  Secretary  of 
he  Society,  reported.  He  said  that  the 
ollowing  actions  were  taken: 

Delegates  to  State  Meetings 
The  President  was  authorized  to  ap- 
point delegates  to  represent  the  Society 
t the  annual  meetings  in  1974  of 
leighboring  New  England  state  medi- 
al associations. 

IMA  National  Leadership  Conference 
The  Council  authorized  the  Presi- 
lent  to  name  four  representatives  to 
he  1974  AMA  National  Leadership 
Conference  (January  25-27,  1974  at  the 
Harriott  Hotel  in  Chicago)  which 
yould  include  a $50  registration  charge 
er  participant.  They  were:  William  J. 
dacDonald,  M.D.,  Delegate,  Edmund 
r.  Hackman,  M.D.,  President,  Ted 
„ynch,  staff,  and  Tim  Norbeck,  staff. 
leferral  of  Medical  Complaint  to 
' ouncil 

The  Council  received  a complaint 
oncerning  an  alleged  Medicare  viola- 
ion  relating  to  charges  by  a physician 
a excess  of  the  assignment  fee,  and  it 
elegated  the  investigation  of  the  prob- 
;m  to  a subcommittee  of  the  Council. 
Che  chairman  of  the  subcommittee 
iscussed  this  problem  with  the  physi- 
ian  involved  and  the  matter  was  re- 
lived. 

’ icentennial  Health  Fair 
The  Council  was  informed  that  the 
ociety’s  application  for  50  per  cent 
latching  funds  for  the  Bicentennial 
lealth  Fair  had  been  rejected  by  the 
-hode  Island  Bicentennial  Commis- 
on.  A motion  was  approved  that  let- 
:rs  of  appreciation  and  commendation 
e sent  to  Saul  Fern  of  Alden  Ad  ver- 
sing and  Dr.  Seebert  J.  Goldowsky 
ir  their  admirable  efforts  in  promot- 
lg  this  project. 
ension  Reform  Bill 
Mr.  John  Casey,  President  of  the 
lew  England  Physicians  Retirement 
ervices,  made  a brief  presentation  re- 
arding  the  pension  reform  bill  and 
is  report  was  accepted  for  information 
y the  Council. 


Council  Service  of  Dr.  Robert  L. 
Bestoso 

The  Council  acknowledged  the  past 
distinguished  service  of  Dr.  Robert  L. 
Bestoso  as  Councillor  from  the  New- 
port District  Medical  Society.  The 
Council  also  welcomed  Dr.  John  E. 
Carey  as  Doctor  Bestoso’s  successor. 
Annual  Report  of  the  Treasurer 

The  annual  report  of  the  Treasurer 
was  reviewed  and  approved  subject  to 
a professional  audit. 

No-Fault  Insurance 

The  Council  considered  Governor 
Noel’s  No-Fault  Auto  Insurance  Bill, 
H 5855  along  with  his  request  for  en- 
dorsement and  adopted  the  following 
motion : 

“The  Council  of  the  Rhode  Island 
Medical  Society  endorses  the  concept 
of  no-fault  auto  insurance  since  it  more 
equitably  serves  our  patients’  needs.” 

R.  1.  Interagency  Council  on  Smoking 

As  authorized  by  the  Council,  the 
President  again  named  Drs.  John  C. 
Lathrop,  Leland  W.  Jones  and  Seebert 
J.  Goldowsky  as  the  Society’s  voting 
delegates  to  the  Interagency  Council 
on  Smoking. 

Benevolence  Fund  Annual  Report 

The  annual  report  from  the  Trustees 
of  the  Benevolence  Fund  was  received 
and  placed  on  file. 

Child-School  Health  Committee 
Chairman 

The  Council  approved  of  Dr.  Jay  M. 
Orson  to  serve  as  Chairman  of  this 
committee  replacing  Dr.  Wilson  Utter 
who  asked  to  be  relieved  of  this  posi- 
tion. A letter  of  commendation  to  Doc- 
tor Utter  for  his  diligent  efforts  was 
also  approved  by  the  Council. 

AM  A- AMP  AC  Public  Affairs 
Workshop 

The  President  was  authorized,  with 
the  help  and  counsel  of  the  RIMPAC 
Chairman,  Dr.  John  J.  Cunningham, 
to  select  the  Society’s  representatives  to 
this  workshop. 

Executive  Office 

The  Council  approved  the  change  of 
titles  for  staff  from  executive  secretary 
and  assistant  executive  secretary  to  ex- 


ecutive director  and  associate  executive 
director. 

PSRO 

The  Council  was  informed  that 
PSRO  area  designations  were  pub- 
lished in  the  December  20  Federal 
Register.  Rhode  Island  received  a sin- 
gle, statewide  PSRO  designation. 

Next  Council  Meeting 

The  Council  agreed  that  its  next 
meeting  be  held  on  Monday,  February 
25,  1974  at  the  Hope  Club  beginning 
at  6 p.m. 

Commissioner  Status  on  Peer  Review 
Committee 

The  Council  approved  of  a motion 
whereby  the  State  Peer  Review  Com- 
mittee be  removed  from  the  jurisdic- 
tion of  a commissioner,  and  that  the 
only  ex  officio  officer  for  peer  review 
matters  will  be  President  of  the  Rhode 
Island  Medical  Society  who  would 
serve  as  the  link  between  the  Peer  Re- 
view Committee  and  the  Council. 

Annual  Meeting 
Program  Outlined 
In  House  Report 

The  Scientific  Program  for  the  An- 
nual Meeting  of  the  Rhode  Island 
Medical  Society  on  Wednesday,  March 
13,  will  consist  of  a panel  discussion  on 
arteriosclerotic  heart  disease  and  an- 
gina, Dr.  Henry  T.  Randall  reported 
to  the  House  of  Delegates  on  January 
23rd.  Doctor  Randall,  Chairman  of  the 
Scientific  Work  and  Annual  Meeting 
Committee  of  the  Society,  said  that  the 
panel  discussion  would  include  Rich- 
ard Gorlin,  M.D.,  of  the  Peter  Bent 
Brigham  Hospital,  Herman  K.  Heller- 
stein,  M.D.,  of  Case  Western  Reserve 
and  Lakeside  Hospitals,  Cleveland, 
representing  internal  medicine  and 
cardiology,  and  Thomas  P.  Hackett, 
of  the  Massachusetts  Hospital,  repre- 
senting psychiatry. 

Doctor  Randall  reported  that  the 
panel  is  scheduled  for  approximately 
(Continued  on  Page  4) 
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ANNUAL  MEETING  PROGRAM 

(Continued  from  page  3) 
one  hour  and  twenty  minutes  of  presen 
tations  from  the  point  of  view  of  th< 
internist,  cardiologist,  and  psychiatris 
of  coronary  heart  disease  and  the  ef 
fects  of  management  on  the  quality  o 
life  on  these  patients. 

The  Chapin  Oration  will  be  deliv 
ered  by  Donald  B.  Effler,  M.D.,  of  th( 
Cleveland  Clinic  who,  Doctor  Randal 
stated,  has  had  a very  extensive  experi 
ence  over  more  than  five  years  in  thi 
treatment  of  patients  with  angina  b; 
arterial  bypass  surgery.  Doctor  Effler’ 
oration  is  scheduled  for  4 p.m. 

The  evening  session  will  consist  of  ; 

6 p.m.  reception  followed  by  dinner  a 

7 p.m.  Russell  B.  Roth,  M.D.,  of  Erie 
Pennsylvania,  President  of  the  Ameri 
can  Medical  Association,  will  delive 
the  dinner  address. 


Symposium : 

“KEYTONE  METABOLISM  IN  MAN” 

Speakers : 

PHILIP  FELIG,  M.D. 

Associate  Professor  of  Medicine,  Director  of  Clinical 
Research  Center,  Yale  University 

GEORGE  F.  CAHILL,  JR.,  M.D. 

Professor  of  Medicine,  Harvard  Medical  School  and 
Director,  Eliott  P.  Joslin  Research  Laboratory, 
Boston 

Place: 

Sopkin  Auditorium,  The  Miriam  Hospital,  Providence, 

R.  I. 

Date: 

Monday,  March  25,  1974 

Time: 

8 P.M. 

Sponsor: 

Clinical  Diabetes  Association  of  Rhode  Island 

All  Physicians  and  Medical  Students  are  cordially  invited. 

lAJoman  j 

-Auxiliary,  to  the  l^hode  *3diand  If^jedical  Society 

DATES  TO  REMEMBER 

February  25,  1974  . 

. . . State  Board  Meeting,  Home  of  A.  Marion  Hager.  Please  bring  article  for 
Newsletter  and  Revised  Roster  of  Members. 

March  13,  1974  ... 

. . . . W.A.R.I.M.S.  will  be  hostesses  at  the  Annual  Dinner  Meeting  of  the  Rhode 
Island  Medical  Society,  Colonial  Hilton,  Cranston.  (Invitation  will  be  sent 
to  doctors’  offices.) 

March  22,  1974  . . . 

. . . . Conference  on  Rights  for  Children  (medical,  legal,  educational  rights)  ■ — 
co-sponsored  with  several  community  organizations.  (Program  announce- 
ment will  be  sent  to  all  auxiliary  members.) 

Social  and  Scholarship  Event  at  Chateau  de  Ville.  Fashion  Show,  Food, 

March  31,  1974  . . . 

. . . . Other  Attractions.  (Program  announcement  will  be  sent  to  all  auxiliary 
members.) 

April  4,  1974  

Luncheon,  Providence  County  at  Rhode  Island  School  of  Design.  (Call 

Carolyn  Gauthier,  President,  272-2323.) 

April  9,  1974  

Luncheon,  Newport  County.  (Call  Dorothy  Durudogan,  President,  847-0456.) 

April  16,  1974  .... 

....  Luncheon,  Kent  County.  (Call  Jo  Barber,  President,  821-9280.) 

April  22,  1974  . . . . 

....  State  Board  Meeting  and  Luncheon  for  President.  Reports  for  National  are 
due. 

April  30,  1974  . . . . 

Luncheon,  Woonsocket  County  (Call  Marie  Pope,  President.) 

May  7,  1974  

....  Annual  State  Meeting  and  Luncheon.  (Program  announcement  will  be  sent 
to  all  auxiliary  members.) 

BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


Friday,  February  11,  1974 

THE  NEWEST  POLITICAL  GAME  IN  TOWN,  ALIAS  THE  Miriam  Hospital 

HEALTH  INDUSTRY  Sopkin  Auditorium 

Lawrence  A.  Hill,  Vice  President  8:15  p.m. 

The  American  Hospital  Association 
Chicago 

Wednesday,  February  13,  1974 

ELECTROMYOGRAPHY 

Henri  L.  Pache,  M.D. 

Department  of  Rehabilitation  Medicine 
Rhode  Island  Hospital 

MID-WiNTER  SCIENTIFIC  SEMINAR 

Rhode  Island  Thoracic  Society 

PITFALLS  IN  CHEST  ROENTGENOGRAPHIC 

DIAGNOSES 

Panelists 

Barbara  L.  Carter,  M.D. 

Department  of  Radiology 
New  England  Medical  Center 

George  N.  Cooper,  Jr.,  M.D. 

Assistant  Surgeon 
Division  of  Surgical  Research 
Division  of  Cardio-Thoracic  Surgery 
Rhode  Island  Hospital 

Stephen  H.  Zinner,  M.D. 

Assistant  Professor  of  Medical  Science 
Brown  University 

Head,  Division  of  Infectious  Disease 
Roger  Williams  General  Hospital 


Rhode  Island  Hospital 
George  Auditorium 
1:30-4:30  p.m. 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 :Q0  p.m. 


MEDICAL  EVENTS  CALENDAR 


Guest  Consultant 
Sol  Katz,  M.D. 

Professor  of  Medicine 

Chairman,  Department  of  Pulmonary  Medicine 
Georgetown  University  Hospital 

Friday,  February  15,  1974 


CHRONIC  DIARRHEA  IN  INFANCY 

Dr.  Richard  J.  Grand 

Boston,  Massachusetts 

Roger  Williams  General 
Hospital 

Kay  Auditorium 

10:30  a.m.  to  12:00  p.m. 

PROBES  OF  MEAABRANE  STRUCTURE  AND  FUNCTION 

Professor  Britton  Chance 

Director  of  The  Johnson  Foundation  for  Bio-Physics 
University  of  Pennsylvania  School  of  Medicine 
Philadelphia,  Pennsylvania 

Barus  and  Holley  166 

Brown  University 

4:00  p.m. 

Wednesday,  February  20,  1974 

LOCAL  AND  NERVE  BLOCK  ANESTHESIA  IN  ORTHOPAEDICS 
Joseph  Akers,  M.D. 

Department  of  Anesthesia 

Rhode  Island  Hospital 

Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 :00  p.m. 

Wedneday,  February  27,  1974 

GENETIC  DISORDERS 

Paul  LaMarche,  M.D. 

Director,  Child  Development  Center 

Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 :00  p.  m. 

Wednesday,  March  6,  1974 

BIOMECHANICS 

Donald  Pierce,  M.D. 

Boston,  Massachusetts 

Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 :00  p.m. 

BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 


Providence,  Rhode  Island  02912 
863-3231 
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RHODE  ISLAND  STUDENTS  ATTENDING  FOREIGN  MEDICAL  SCHOOLS 


In  an  earlier  issue  (Rhode  Island  Medical 
Journal  56,  43,  February  1973),  the  problems 
surrounding  Americans  studying  medicine  abroad 
were  outlined.  At  that  time  it  was  stated  that  it  is 
in  the  best  interests  of  our  community  to  provide 
these  students  with  appropriate  training  oppor- 
tunities as  a means  of  enhancing  the  quality  of 
their  future  practice.  Brown  is  now  taking  steps 
towards  the  provision  of  such  opportunities. 

An  ad  hoc  discussion  group  of  Brown  faculty 
and  community  physicians  was  convened  on  No- 
vember 26,  1973,  to  discuss  the  feasibility  of 
Brown  University  assuming  the  responsibility  for 
a limited  program  of  supervised  clinical  education 
involving  Rhode  Island  citizens  attending  foreign 
medical  schools  in  lieu  of  their  usual  final  year  of 
foreign  postgraduate  clinical  experience. 

The  Educational  Council  for  Foreign  Medical 
Graduates  (ECFMG)  will  now  accept  a period  of 
supervised  clinical  education  in  the  United  States 
as  a substitute  for  foreign  postgraduate  experience; 
this  clinical  experience,  in  the  past,  has  been  in 
fulfillment  of  the  ECFMG  educational  require- 
ments for  those  American-born  physicians  whose 
medical  education  was  in  such  countries  as  Italy, 
Austria  and  Germany.  It  should  be  noted  that  this 
new  policy  is  applicable  only  in  those  countries 
where  a period  of  clinical  experience  is  mandated 
after  the  medical  degree  is  awarded  but  before 
the  physician  is  eligible  for  licensure. 

The  ECFMG  has  stipulated  the  following  with 
regard  to  such  periods  of  supervised  clinical  edu- 
cation : 

1.  The  program  must  be  sponsored  by  an  ac- 
credited United  States  medical  school  and 
conducted  in  health  facilities  subject  to  the 
professional  supervision  of  the  accrediting 
school. 

2.  The  period  of  supervised  clinical  education 


must  be  for  a period  not  less  than  the  time- 
equivalent  of  an  academic  year,  normally 
nine  months. 

3.  The  period  of  supervised  clinical  education 
need  not  be  continuous  but  all  such  periods 
must  be  under  the  sponsorship  of  a single 
medical  school. 

4.  The  period  of  supervised  clinical  education 
may  be  started  before  the  medical  degree  is 
granted. 

5.  The  United  States  medical  school  must  at- 
test to  the  fact  that  the  candidate  has  com- 
pleted the  equivalent  of  one  academic  year 
of  supervised  clinical  education  to  the  satis- 
faction of  the  sponsoring  school. 

The  Brown  University  ad  hoc  group  resolved 
to  form  a planning  committee  to  explore  further 
the  implications  of  such  a program  within  the  total 
medical  education  effort  of  the  University  and  to 
devise  the  specifics  of  it  in  a manner  so  as  not  to 
deprive  our  own  students  of  any  of  the  institu- 
tional or  instructional  resources  currently  available 
to  them. 

The  ad  hoc  committee  has  suggested  the  follow- 
ing additional  premises: 

1.  That  the  program  be  confined  to  residents 
of  the  State  of  Rhode  Island. 

2.  That  a central  admissions  committee  be 
created  by  the  planning  committee  to  estab- 
lish uniform  standards  of  acceptance,  screen 
candidates  and  to  insure  that  the  numbers 
of  those  accepted  are  in  compliance  with  the 
numbers  determined  by  the  planning  com- 
mittee. 

3.  That  all  candidates  shall  have  successfully 
completed  those  premedical  courses  ordinarily 
regarded  as  necessary  for  admission  to  an 
American  medical  school  and,  at  the  time 
of  application  to  this  program,  that  they 
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Message  From  The  Dean 


be  in  good  academic  standing  with  the  for- 
eign medical  school. 

4.  That  successful  completion  of  Part  I of  the 
National  Board  of  Medical  Examiners  be 
regarded  as  one  of  the  requisites  for  admis- 
sion to  the  program,  and  that  successful  com- 
pletion of  Part  II  of  the  National  Board  of 
Medical  Examiners  be  required  before  Brown 
University  attests  to  the  successful  comple- 
tion of  the  academic  year  of  supervised  clini- 
cal education. 

5.  That  the  nine  months  may  be  taken  either 
in  one  block  of  time  or  in  three  consecutive 
three-month  modules  given  in  the  summers 
between  the  fourth  and  fifth  year,  fifth  and 
sixth  year  and  at  the  completion  of  the  sixth 
year  of  foreign  medical  education. 

6.  That  these  three-month  modules  coincide 


with  the  Brown  University  clerkship  quarter 
(which  begins  about  the  first  week  of 
August)  and  that  these  special  students  be 
incorporated  into  the  Brown  University 
clerkship  groups,  subject  to  the  same  educa- 
tional experiences  and  to  the  same  levels  of 
academic  expectation. 

7.  That  a maximum  of  four  special  students  be 
accepted  for  the  first  year  of  the  program 
and  four  additional  students  in  each  suc- 
ceeding year  to  a maximum  of  12. 

If  the  faculty  planning  committee  recommends 
adoption  of  such  a special  program  and  if  this 
recommendation  is  then  accepted  by  the  Univer- 
sity, there  is  a likelihood  that  it  can  be  activated 
by  August,  1974. 

Stanley  M.  Aronson,  m.d. 

Dean  of  Medical  Affairs 


& 

Needed  By  Our  Medical  Schools — 

MONEY  NOT  “TIED  DOWN”! 

Our  medical  schools  need  flexible  financial  aid  — the  kind  that  AMA 
Education  and  Research  Foundation  funds  provide.  Medical  Schools  receive 
AMA-ERF  money  WITHOUT  STRINGS  ATTACHED.  It  may  be  used  as 
they  see  fit  to  solve  their  most  pressing  financial  problems. 

LOAN  GUARANTEE  FUND 

Have  you  tried  to  borrow  money  lately?  More  specifically,  a long-term 
unsecured  loan?  Most  lending  institutions  do  not  make  that  kind  of  loan, 
even  for  a worthy  reason  like  medical  education.  The  Loan  Guarantee 
Fund  was  established  to  aid  medical  students,  interns  and  residents.  If 
all  other  resources  are  exhausted,  they  can  borrow  up  to  $1,500  a year 
($10,000  maximum).  AMA-ERF  guarantees  repayment  of  both  principal 
and  interest  to  the  participating  banks,  who  make  students  loans  as  a public 
service.  Contributions  to  AMA-ERF  are  tax  deductible. 

AMA-ERF  DONATION  FORM 

Name  of  person  to  be  honored  or  memorialized : 

Name  and  address  of  member  of  family  to  be  notified:  


Amount  of  gift: 

Designated  for:  □ Loan  Guarantee  Fund 

□  Name  of  Medical  School 

□ Fund  for  Medical  Schools  (to  be  divided  equally  among 

all  medical  schools) 

Contributor 

Address 

Mail  to  your  county  AMA-ERF  Auxiliary  Chairman 

Mrs.  Daniel  G.  Calenda,  296  Taber  Avenue,  Providence,  R.  I.  02906 

Make  Checks  payable  to  AMA-ERF. 
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Rhode  Island  Medical  Journal 


featuring... 


Dr.  John  G.  Wagner,  Dr.  Louis  Lasagne, 


Professor  of  Pharmacy 
College  of  Pharmacy 
The  University  of  Michigan 
Ann  Arbor,  Michigan 


Professor  of  Medicine 
Professor  and  Chairman, 
Pharmacology  and  Toxicology 
University  of  Rochester, 

School  of  Medicine  and  Dentistry 
Rochester,  New  York 


Dr.  John  L.  Loch, 

Associate  Dean 

Director  of  Pharmaceutical  Services 
College  of  Pharmacy 
The  University  of  bwa 
Iowa  City,  bwa 


dealing  with  the 
effect  of  drug 
formulations, 
bioassay  and 
clinical  response 


Narrated  by  Frank  Biair  (Commentator  with  the  NBC  "Today”  Show) 


To  schedule  a showing  of 
"Biopharmaceutics”, 
fill  out  and  return 
this  coupon  to: 

"Biopharmaceutics”  Film 
Warner/Chilcott 
201  Tabor  Road 
Morris  Plains,  New  Jersey 
07950 

“1 

Please  schedule  a showing  of  your  film,  "BIOPHARMACEUTICS”  for 

or 

(DATE)  (ALTERNATE  OATE) 

Name  Title 

Organization 

Address 

(STREET)  (CITY)  (STATE)  (Zir) 

Signature  1 

Mi  cr  n 

The  Rhode  Island  Medical  Society  Necrology-1973 


GEORGE  E.  BOWLES,  M.D. 

George  E.  Bowles,  M.D.,  a retired  Providence 
physician,  died  December  3,  1973.  He  was  65 
years  old. 

Born  in  Boston,  he  was  graduated  from  Tufts 
University  and  Tufts  University  Medical  School. 

Specializing  in  gynecology  and  obstetrics,  he 
served  on  the  staffs  of  Rhode  Island,  Providence 
Lying-In,  and  South  County  Hospitals,  and  was 
on  the  consulting  staff  of  Roger  Williams  General 
Hospital. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 
the  American  Medical  Association,  the  Boston  Ob- 
stetrical Society,  and  the  Hope  Club.  He  was  also 
a diplomate  of  the  American  Academy  of  Gyne- 
cology and  Obstetrics. 

▲ ▲ ▲ 

JOSEPH  CASTRONOVO,  M.D. 

Joseph  Castronovo,  M.D.,  a Providence  physi- 
cian, died  June  11,  1973.  He  was  73  years  old. 

Born  in  Providence,  he  was  graduated  from 
Providence  College  and  the  University  of  Okla- 
homa School  of  Medicine. 

Doctor  Castronovo  was  a former  district  health 
officer  in  the  Department  of  Health  for  the  State 
of  Rhode  Island  until  retiring  in  1969.  He  was 
also  a member  of  the  Providence  Park  Commission, 
serving  as  its  chairman. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 
the  American  Medical  Association,  the  American 
Public  Health  Association,  and  the  National  As- 
sociation of  Sanitarians. 

▲ ▲ ▲ 

FRANK  W.  DIMMITT,  M.D. 

Frank  W.  Dimmitt,  M.D.,  an  eye,  ear,  nose,  and 
throat  specialist  for  more  than  45  years,  died  Octo- 
ber 17,  1973.  He  was  80  years  of  age. 

Born  in  Nevada,  he  was  a graduate  of  Texas 
Medical  School  in  1920. 

He  interned  at  John  Sealy  Hospital  in  Galveston 
and  served  his  residency  at  the  Brooklyn  (New 
York)  Eye  and  Ear  Hospital. 

He  moved  to  Providence  in  1927  where  he  served 
on  the  staffs  of  the  Charles  V.  Chapin  and  Rhode 
Island  Hospitals,  serving  as  chief  of  the  Eye  Serv- 
ice in  the  latter.  He  was  also  on  the  staff  of  the 
Emma  Pendleton  Bradley  Home  of  East  Provi- 
dence. 


He  had  been  a member  of  the  Agawam  Hunt 
Club  and  of  the  Acoxet  Club  of  Acoxet,  Massa- 
chusetts. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 
the  American  Medical  Association,  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
and  of  the  New  England  Ophthalmological  Society. 

He  was  vice  president  of  the  Rhode  Island  Medi- 
cal Society  in  1960  and  had  been  president  and 
secretary  of  the  Providence  Medical  Association. 

▲ ▲ ▲ 

DUNCAN  H.  C.  FERGUSON,  JR.,  M.D. 

Duncan  H.  C.  Ferguson,  Jr.,  M.D.,  died  May  11, 
1973.  He  was  58  years  of  age. 

Born  in  Lincoln,  Rhode  Island,  he  was  gradu- 
ated from  Brown  L'niversity  in  1934  and  the  Har- 
vard Medical  School  in  1938. 

A specialist  in  anesthesiology,  he  was  a senior 
anesthesiologist  on  the  staff  of  the  Memorial  Hos- 
pital in  Pawtucket,  Rhode  Island. 

He  was  a member  of  the  Pawtucket  Medical  As- 
sociation, the  Rhode  Island  Medical  Society,  the 
American  Medical  Association,  and  the  American 
Society  of  Anesthesiologists. 

A lecture  fund  in  his  honor  was  established  at 
the  Peter  Bent  Brigham  Hospital  in  Boston,  Mas- 
sachusetts. 

▲ A ▲ 

CARLOTTA  N.  GOLINI,  M.D. 

Carlotta  N.  (Manente)  Golini,  M.D.,  the  first 
Italian  woman  physician  in  Rhode  Island,  died 
March  14,  1973.  She  was  90  years  of  age. 

Doctor  Golini  wfas  the  proprietor  of  the  now 
defunct  McAlpine  Memorial  Hospital  at  371 
Broadway.  She  was  the  founder  in  1930  of  the 
Mnemosyne  Society  of  Fine  Arts,  a Rhode  Island 
association  of  women  of  Italian  background  to 
promote  the  arts.  She  helped  found  the  Providence 
Community  Concern  Association  and  in  1961  wras 
chairman  of  the  Fine  Arts  Opera  Theatre,  Inc. 

Born  in  Sorrento,  Italy,  she  was  graduated  from 
Tufts  LTniversity  Medical  School.  She  served  her 
internship  at  the  Women’s  Hospital  in  Roxbury, 
Massachusetts. 

Doctor  Golini  wras  cited  by  the  National  Federa- 
tion of  Business  and  Professional  Women’s  Clubs 
in  1952  and  in  1964  she  was  the  recipient  of  the 
awrards  presented  by  the  International  Institute  of 
Providence  and  the  Mnemosyne  Society. 
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She  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society,  the 
American  Medical  Association,  the  Association  of 
American  Physicians  and  Surgeons,  the  Providence 
Plantations  Club,  the  Rhode  Island  Philharmonic 
Association,  and  the  Salve  Regina  College  Guild, 
and  was  honorary  president  of  the  Mnemosyne 
Society. 

Doctor  Golini  was  also  listed  in  Who’s  Who  of 
American  Women. 

Doctor  Golini  was  the  widow  of  Dr.  D.  Nicola 
Golini  and  of  Dr.  Alfred  F.  McAlpine,  a Provi- 
dence urologist.  She  was  the  mother-in-law  of 
Chief  Judge  Raymond  J.  Pettine  of  the  United 
States  District  Court  and  sister  of  the  noted  Italian 
composer  and  conductor  Giuseppe  Manente,  among 
whose  compositions  is  the  waltz  “Rhode  Island”. 

▲ A ▲ 

ROY  E.  HALLETT,  M.D. 

Roy  E.  Hallett,  M.D.,  a psychiatrist,  died  April 
11,  1973  in  Key  West,  Florida,  in  his  40th  year. 

Doctor  Hallett,  a native  of  Saskatchewan,  Can- 
ada. attended  the  University  of  British  Columbia 
in  Vancouver  and  Queen's  University  in  Kingston, 
Ontario.  He  graduated  from  the  Medical  School 
of  the  University  of  Toronto  in  1959. 

He  served  his  internship  at  the  Tampa  (Florida) 
General  Hospital  and  a general  practice  residency 
in  Ventura  County  (California)  General  Hospital. 
He  completed  a diploma  course  in  psychiatry  at 
the  University  of  Toronto  and  served  on  the  staff 
of  the  Psychiatric  Centre  of  Yorktown,  Saskatche- 
wan from  1964  to  1966. 

After  a brief  period  in  the  private  practice  of 
neuropsychiatry  in  Providence  in  1966,  he  joined 
the  staff  of  the  Rhode  Island  State  Institute  of 
Mental  Health  at  Howard,  Rhode  Island. 

He  was  a member  of  the  Providence  Medical 
Association  and  the  Rhode  Island  Medical  So- 
ciety. 

Doctor  Hallett,  while  on  vacation,  disappeared 
in  the  waters  off  Key  West,  Florida,  in  a scuba 
diving  accident.  A 30-hour  air  and  sea  search  was 
unsuccessful. 

AAA 

MANUEL  HORWITZ,  M.D. 

Manuel  Horwitz,  M.D.,  a radiologist  for  more 
than  30  years,  died  September  30,  1973.  He  was 
63  years  old. 

Born  in  Brooklyn,  New  York,  he  was  graduated 
from  City  College  of  New  York  in  1932  and  the 
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Long  Island  College  of  Medicine  in  1936.  He 
had  served  as  an  associate  of  the  late  Dr.  Isaac 
Gerber,  eminent  Providence  radiologist. 

During  World  War  II  he  served  in  the  Army 
as  a lieutenant  colonel  and  was  chief  radiologist 
at  the  165th  General  Hospital  in  France. 

He  was  throughout  his  life  active  in  Boy  Scout 
affairs  and  was  to  the  end  a tennis  enthusiast.  He 
died  on  the  tennis  courts  at  Roger  Williams  Park 
in  Providence  after  having  engaged  in  his  favorite 
sport. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 
and  the  New  England  Roentgen  Ray  Society  and 
was  a diplomate  of  the  American  Board  of  Radi- 
ology. He  was  also  a member  of  Temple  Beth  El, 
where  he  had  served  as  a v:ce  president. 

AAA 

VITALIJS  KASPARI,  M.D. 

Vitalijs  Kaspari,  M.D.,  a urologist,  died  August 
4.  1973.  He  was  53  years  of  age. 

Born  in  Russia,  he  was  graduated  from  the  Uni- 
versity of  Riga  in  Latvia  and  of  the  University 
of  Heidelberg  in  Germany  in  1947.  He  came  to  the 
United  States  in  1950  and  to  Rhode  Island  in 
1953. 

He  was  a captain  in  the  Army  Reserve. 

He  served  on  the  staffs  of  Woonsocket  Hospital, 
Fogarty  Memorial  Hospital  in  North  Smithfield, 
the  Memorial  Hospital  of  Pawtucket,  and  St.  Jo- 
seph’s, Our  Lady  of  Fatima,  and  Rhode  Island 
Hospitals  of  Providence. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 
and  the  American  Medical  Association. 

AAA 

RAYMOND  LANCASTER,  JR.,  M.D. 

Raymond  Lancaster,  Jr.,  M.D.,  a practicing 
pediatrician,  died  July  23,  1973.  He  was  39  years 
old. 

Bom  in  Woonsocket,  he  was  a graduate  of  Provi- 
dence College  and  Tufts  University  School  of  Medi- 
cine. He  interned  and  served  a residency  at  Rhode 
Island  Hospital.  In  1963  he  was  named  junior 
medical  inspector  of  the  Woonsocket  school  system, 
a post  he  held  for  less  than  a year. 

He  was  a captain  in  the  Rhode  Island  Air  Na- 
tional Guard  during  the  Berlin  crisis  of  1961-62 
and  was  stationed  at  Celle,  West  Germany,  as  a 
(Continued  on  Next  Page) 
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physician  for  the  102nd  Aircraft  Control  and 

Warning  Squadron. 

He  was  a member  of  the  Woonsocket  and  Rhode 
Island  Medical  Societies  and  of  the  American 
Medical  Association,  and  was  a certified  fellow  in 
the  American  Academy  of  Pediatrics. 

Doctor  Lancaster  died  in  the  Massachusetts 

General  Hospital  from  head  injuries  sustained 

when  he  was  struck  by  an  automobile  while  he 
and  his  son  walked  along  a road  in  Hampton 
Beach.  New  Hampshire. 

▲ ▲ A 

HERMAN  A.  LAWSON,  M.D. 

Herman  A.  Lawson,  M.D.,  a retired  Providence 
physician,  died  July  11,  1973.  He  was  76  years 
old. 

Born  in  Newport,  he  was  graduated  from  Brown 
University  in  1920  and  Harvard  Medical  School 
in  1924. 

He  served  his  internships  at  Charles  V.  Chapin 
Hospital  and  Rhode  Island  Hospital,  and  was  resi- 
dent physician  in  internal  medicine  at  the  Collis 
P.  Huntington  Memorial  Hospital  in  Boston,  Mas- 
sachusetts. 

Commissioned  a lieutenant  colonel  in  the  Army 
Medical  Corps  during  World  War  II,  Doctor  Law- 
ton  was  assigned  to  active  duty  in  1942  as  chief 
of  medical  services  for  the  48th  Evacuation  Hos- 
pital and  served  as  commanding  officer  of  that  unit 
from  October,  1943  to  May,  1945.  He  served  for 
il/>  years  in  the  Burma  Theater  and  was  deco- 
rated. 

Doctor  Lawson  left  private  practice  in  1949  to 
accept  the  post  of  chief  of  medical  sendees  at  the 
Veterans  Administration  Hospital  in  Providence. 
He  was  named  Director  of  Professional  Sendees  in 
August,  1957,  and  served  concurrently  as  chief  of 
staff  at  the  Boston  VA  Hospital,  retiring  in  1965. 
Doctor  Lawson  was  a pioneer  in  this  area  in  the 
field  of  hematology. 

He  was  a diplomate  of  the  National  Board  of 
Medical  Examiners,  and  sen-ed  as  visiting  physi- 
cian at  the  Charles  V.  Chapin  and  Rhode  Island 
Hospitals  as  well  as  on  the  consulting  staffs  of  the 
Provddence  Lying-In  Hospital  and  the  Emma  Pen- 
dleton Bradley  Home  in  East  Providence. 

He  was  a member  of  the  Providence  Medical 
.Association,  and  the  Rhode  Island  Medical  Society 
of  which  he  had  sen-ed  as  President  and  Secre- 
tary. He  was  also  a member  of  the  American  Medi- 
cal .Association  and  a Fellow  of  the  .American  Col- 
lege of  Physicians. 

▲ ▲ ▲ 
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SALVATORE  MIANO,  M.D. 

Salvatore  Miano,  M.D.,  a practicing  Warwick 
physician,  died  December  16,  1973.  He  was  45 
years  of  age. 

Born  in  New  Britain,  he  was  graduated  from 
A'ale  University  in  1951  and  the  University  of 
Bologna  in  Italy  in  1958. 

He  interned  at  New  Britain  General  Hospital. 
New  Britain,  Connecticut. 

He  was  a member  of  the  Kent  County  Medical 
Society,  the  Rhode  Island  Medical  Society,  and 
the  .American  Medical  Association. 

▲ A A 

PATRICK  F.  O'MAHONY,  M.D. 

Patrick  F.  O'Mahony,  M.D..  a Providence  psy- 
chiatrist and  neurologist,  died  January  7,  1973. 
He  was  53  years  old. 

Born  in  Dublin,  Eire,  Doctor  O’Mahony  was 
educated  at  Belvedere  College  in  Dublin,  gradu- 
ating in  1936.  He  was  also  a graduate  of  the  Uni- 
versity College  Medical  School  in  Dublin. 

Doctor  O'Mahony  came  to  Providence  in  1952 
and  served  as  a resident  psychiatrist  at  Butler 
Hospital  until  1954  and  as  rotating  intern  at  Roger 
Williams  General  Hospital  from  1954  to  1955. 

He  was  senior  associate  physician  in  the  depart- 
ment of  neuropsychiatry  at  Rhode  Island  Hospital, 
senior  associate  psychiatrist  at  Butler  Hospital  in 
Providence,  consulting  psychiatrist  at  the  Vet- 
erans Adminisration  Hospital  at  Davis  Park,  and 
consulting  neuropsychiatrist  at  the  State  Mental 
Health  Institute  at  Howard,  Rhode  Island. 

He  was  director  of  the  diagnostic  clinic  for  the 
mentally  retarded  in  the  State  Department  of  So- 
cial Welfare  from  1955  to  1958. 

He  was  also  previously  in  charge  in  the  depart- 
ment of  neuropsychiatry  at  Roger  Williams  Gen- 
eral Hospital  in  Providence,  senior  physician  in 
the  department  of  neuropsychiatry  in  Charles  V. 
Chapin  Hospital  in  Providence,  president  of  the 
Butler  Hospital  staff  association,  and  associate 
physician  in  neuropsychiatry  at  Newport  Hos- 
pital. He  had  published  several  papers  on  psy- 
chiatric and  neurological  subjects. 

He  was  a member  of  the  Providence  Medical 
.Association,  the  Rhode  Island  Medical  Society,  the 
American  Medical  .Association,  the  British  Medical 
.Association,  the  Royal  Medical  Psychiatry  Asso- 
ciation in  England,  the  American  Psychiatric  As- 
sociation, and  the  American  Association  of  Mental 
Deficiency. 

He  was  also  a fellow  of  the  Royal  College  of 
Rhode  Island  Medical  Journal 


Physicians  in  Canada  and  the  Royal  College  of 
Psychiatrists. 

Doctor  O’Mahony  was  killed  in  a one-car  skid- 
ding accident  in  Bartlett.  New  Hampshire. 

▲ A A 

CHARLES  A.  POPE,  M.D. 

Charles  A.  Pope.  M.D.,  a physician  in  Cumber- 
land, died  December  19,  1973.  He  was  50  years 
old. 

Born  in  Everett,  Massachusetts,  he  was  a gradu- 
ate of  the  premedical  program  at  Boston  College, 
attended  Toronto  University  and  the  University 
of  Rome,  and  received  his  medical  degree  from 
the  University  of  Pisa,  Italy. 

He  served  his  internship  at  Newton- Wellesley 
Hospital  in  Massachusetts. 

He  was  vice  president  of  the  medical  staff  at 
Fogarty  Hospital. 

He  was  a member  of  the  Woonsocket  District 
Medical  Society,  the  Rhode  Island  Medical  So- 
ciety, and  the  American  Medical  Association. 

AAA 

JOSEPH  A.  ST.  ANGELO,  M.D. 

Joseph  A.  St.  Angelo,  M.D.,  of  North  Provi- 
dence, died  January  27,  1973.  He  was  91  years 
old. 

Born  in  Providence,  he  was  graduated  from  the 
former  Physicians  and  Surgeons  College  of  Medi- 
cine of  Boston.  He  interned  at  the  Boston  City 
and  Long  Island  Hospitals,  both  of  Boston,  Massa- 
chusetts. 

Doctor  St.  Angelo  was  former  town  medical 
examiner  and  health  commissioner. 

He  was  a member  of  the  Providence  Medical 
Association,  the  Rhode  Island  Medical  Society, 
the  American  Fellowship  of  the  Israeli  Medical 
Society,  and  the  Malpighi  Medical  Society  of  Bos- 
ton. 

Doctor  St.  Angelo  was  an  accomplished  ballroom 
dancer. 

AAA 

EVELYNE  L.  SLABEY,  M.D. 

Evelyne  L.  Slabey,  M.D.,  an  obstetrician  and 
gynecologist  for  more  than  25  years,  who  retired 
in  June,  1969,  died  November  13,  1973.  She  was 
66  years  old. 

Born  in  New  York  City,  she  was  graduated  from 
Smith  College  and  the  New  York  University  Medi- 
cal School.  She  interned  at  Bellevue  Hospital  in 


New  York,  where  she  was  the  first  woman  resident 
in  obstetrics. 

Before  retiring,  Doctor  Slabey  had  been  medi- 
cal director  of  Planned  Parenthood  of  Rhode  Is- 
land for  10  years. 

Honored  by  the  American  Cancer  Society  for 
her  contribution  in  breast  cancer  detection,  she 
had  been  administrative  chairman  of  Bristol 
County  Cancer  Detection  Day. 

She  was  a member  of  the  Providence  Medical 
Association  and  the  Rhode  Island  Medical  So- 
ciety. 

A former  board  member  of  the  Rhode  Island 
Country  Club,  she  was  a recent  winner  in  the 
Louise  Gross  Golf  Tournament.  She  was  also  a 
member  of  the  Barrington  Presbyterian  Church 
and  a former  admissions  chairman  of  the  Smith 
College  Club  of  Rhode  Island.  Doctor  Slabey  was 
also  president  of  the  Barrington  Women’s  Club, 
conservation  legislation  chairman  of  the  Barring- 
ton Garden  Club,  and  horticultural  chairman  of 
the  state  Federation  of  Garden  Clubs. 

AAA 

LEONARD  L.  SPEARMAN,  M.D. 

Leonard  L.  Spearman,  M.D.,  the  oldest  prac- 
ticing physician  in  Warwick,  died  November  12, 
1973.  He  was  69  years  old. 

Born  in  Providence,  he  was  graduated  from 
Providence  College  and  Georgetown  University 
Medical  School. 

He  served  his  internship  at  St.  Joseph’s  Hos- 
pital, Providence,  Rhode  Island. 

He  was  on  the  staffs  of  Kent  County  Memorial, 
St.  Joseph’s,  and  Rhode  Island  Hospitals.  He  was 
the  physician  for  the  Warwick  Police  Association, 
a member  of  the  Warwick  Lodge,  Fraternal  Order 
of  Police,  and  a charter  member  of  the  Warwick 
Lodge  of  Elks. 

He  was  a member  of  the  Kent  County  Medical 
Society,  the  Rhode  Island  Medical  Society,  and 
the  American  Medical  Association. 

AAA 

HENRY  E.  TURNER,  M.D.. 

Henry  E.  Turner,  M.D.,  Chief  of  Obstetrics  and 
Gynecology  at  the  Memorial  Hospital  in  Paw- 
tucket, died  July  23,  1973.  He  was  58  years  old. 

Born  in  Newport,  he  was  graduated  from  the 
University  of  Rhode  Island  and  Boston  University 
School  of  Medicine. 

(Concluded  on  Page  38) 
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Keogh  Liberalization  And  Pension  Reform 


By  John  J.  Casey,  Esq. 


The  long-awaited  liberalization  of  the  Keogh 
Law  has  been  shelved  again. 

A part  of  the  Pension  Reform  Bill,  the  provi- 
sion which  would  have  liberalized  Keogh  to  a 
contribution  of  15%  of  earned  income  or  $7,500 
— - whichever  is  less  — passed  the  United  States 
Senate  on  September  18,  1973  by  a unanimous 
vote  of  93-0. 

However,  when  the  bill  was  sent  to  the  House 
Ways  and  Means  Committee,  it  was  shelved  after 
a few  days  of  consideration.  This  move  took  every- 
one by  surprise.  It  was  generally  believed  the 
House  Committee  would  merely  alter  the  bill 
slightly  and  report  it  out  for  Congressional  ap- 
proval with  the  intent  that  it  become  law  by 
January  1,  1974. 

It  is  now  apparent  the  House  Committee  de- 
layed the  bill  because  of  the  loss  of  tax  revenues 
($320  million)  that  Keogh  liberalization  and  pen- 
sion reform  represented,  and  because  of  opposition 
from  the  Nixon  administration  and  organized  busi- 
ness which  objected  to  the  limitation  of  cor- 
porate pension  plans  built  into  the  provision. 

In  abandoning  the  bill,  the  House  Committee 
stated  their  intention  to  write  their  own  version 
of  the  Keogh  and  Pension  Bill  rather  than  editing 
the  Senate  version. 

The  bill  was  important  to  the  physician,  not 
only  because  its  contents  effected  the  tax-sheltered 
retirement  plan  under  both  the  Keogh  Law  and 
the  corporate  pension  plan,  but  also  as  an  indi- 
cation of  the  general  Congressional  attitude  toward 
the  practice  of  medicine. 

JOHN  J.  CASEY,  Esq.,  is  the  president  of  New 
England  Physicians  Advisory  Services,  Inc.  which 
provides  a full  range  of  financial  services  for  phy- 
sicians. Its  subsidiary,  New  England  Physicians 
Retirement  Services,  Inc.  carries  the  endorsement 
of  the  Council  of  the  New  England  State  Medical 
societies  to  provide  tax  sheltered  Keogh  and  pen- 
sion plans  for  physicians  in  New  England. 


In  order  to  understand  these  developments,  one 
must  go  back  to  1968  when  the  Keogh  Bill  was 
liberalized,  allowing  physicians  to  deduct  the  en- 
tire contribution  of  10%  of  their  income  or  $2,500 
— whichever  was  less.  This  was  done  after  many 
years  of  pressure  to  finally  give  the  self-employed 
physician  the  ability  to  have  a tax-sheltered  pen- 
sion plan. 

The  then  liberalized  Keogh,  while  better  than 
anything  that  had  been  provided  before,  wasn’t 
nearly  as  attractive  as  the  tax-sheltered  pension 
plan  that  could  have  been  provided  for  the  same 
physician  were  he  a corporate  employee. 

After  having  this  pointed  out  by  their  ad- 
visors, some  physicians  started  to  incorporate  their 
practices  to  take  advantage  of  the  more  attrac- 
tive corporate  pension  plans.  (The  IRS,  of  course, 
had  concurrently  been  fighting  the  concept  of  in- 
corporation by  professionals  in  the  courts.  But  on 
August  8,  1969,  the  IRS  lost  its  final  legal  battle 
and  conceded  to  the  principle  of  professional  in- 
corporation.) 

The  concept  again  came  under  attack  in  early 
October,  1969.  Senator  Russell  B.  Long  (D-La.) 
attempted  to  control  the  type  of  pension  plan  a 
professional  could  have.  In  an  amendment  he 
called  for  a plan  to  equalize  professional  corpora- 
tion pension  plans  and  self-employed  Keogh  plans 
at  a level  of  10%  of  earned  income  or  $2,500  — 
whichever  was  less. 

The  intended  effect  was  to  do  away  with  the 
professional  corporation.  By  a vote  of  65-25,  how- 
ever the  Senate  roundly  defeated  Senator  Long’s 
amendment. 

It  should  be  understood,  however,  that  in  de- 
feating the  amendment,  the  Senate  was  not  really 
ooncerned  with  protecting  the  privilege  of  profes- 
sional incorporation.  Instead,  they  felt  the  amend- 
ment was  discriminatory,  since  it  legislated  pen- 
sion laws  for  only  one  type  of  corporation. 

(Concluded  on  Page  37) 
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Book  Review 

A SURGEON’S  ODYSSEY  by  Loyal  Davis.  Gar- 
den City,  N.Y.,  Doubleday  & Company,  Inc. 

1973.  $8.95. 

This  slender  book  is  the  autobiography  of  the 
eminent  Chicago  neurosurgeon  who  for  the  past 
35  years  has  been  the  editor  of  Surgery,  Gyne- 
cology, & Obstetrics.  The  son  of  a locomotive 
engineer  of  Galesburg,  Illinois,  he  grew  up  to  be 
an  important  figure  in  American  surgery  and 
rubbed  shoulders  with  the  great  and  near  great. 
Although  he  had  had  only  one  year  of  college  at 
Knox  plus  a few  courses  at  the  University  of  Chi- 
cago, he  was  admitted  to  the  Class  of  1918  at 
Northwestern  University  Medical  School,  where 
ultimately  he  was  to  make  his  career.  He  interned 
at  Cook  County  Hospital  and  then  returned  to 
his  home  town  for  a spell  of  private  practice.  He 
eventually  returned  to  Chicago  to  accept  a sur- 
gical residency  at  Wesley  Memorial  Hospital, 
where  he  trained  under  the  eminent  Doctor  Allen 
B.  Kanavel.  He  helped  his  Chief  prepare  a new 
edition  of  his  famed  textbook  on  infections  of 
the  hand  by  reading  proof,  an  early  training  for 
his  later  editorial  career.  He  earned  a Master  of 
Science  degree,  the  first  to  do  so  in  the  department 
of  surgery.  Later  he  was  also  the  first  to  acquire 
a Ph.D.  there  in  surgery. 

About  this  time  he  decided  upon  a career  in 
neurological  surgery  and  was  among  the  first,  cer- 
tainly the  first  in  the  west,  to  enter  this  specialty 
directly  without  a period  of  practice  in  general 
surgery.  While  he  now  began  to  receive  a modest 
salary,  his  internship  years,  in  accordance  with  the 
custom  of  the  time,  which  this  writer  well  remem- 
bers, had  been  without  stipend.  He  writes:  “We 
received  no  remuneration  from  the  hospital,  wTe 
were  there  to  continue  our  education  and  training 
to  become  good  doctors.  Our  biological  urges  were 
the  same  as  they  are  today,  and  if  we  considered 
marriage,  we  also  had  to  plan  how  to  finance  the 
adventure;  we  did  not  hold  the  attending  staff, 
or  the  administration  of  the  hospital,  responsible 
for  our  personal  ambitions.” 

In  preparation  for  his  career  in  neurosurgery 
he  studied  under  Lewis  Pollack,  the  neurologist, 
and  Ranson,  the  neuroanatomist.  Eventually  he 
went  on  to  Boston  to  spend  a year  with  Harvey 
Cushing  as  a voluntary  assistant. 

(Continued  on  Next  Page) 


PHYSICIANS  OFFICE  BUILDING 
FOR  RENT 

We  are  offering  an  office  building  formerly 
occupied  by  an  agency  of  the  Federal  Gov- 
ernment. It  is  located  on  Public  Street  near  the 
Rhode  Island  Hospital. 

This  facility  is  adaptable  for  medical  of- 
fices or  a clinic,  etc.  The  government  spent  in 
the  excess  of  $186,000  and  the  facilities  that 
they  installed  are  very  suitable  for  a medical 
clinic. 

If  there  are  any  Doctors  that  would  be  in- 
terested in  forming  this  clinic,  we  are  willing 
to  assist.  It  can  be  shown  by  appointment  if 
you  call  our  office  943-2800. 

WEBB-STONE  CORPORATION 

Post  Office  Box  8142 
Cranston,  R.  I.  02920 
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During  his  training  and  career  his  path  crossed 
those  of  many  great  names,  such  as  John  Homans, 
Henry  Christian.  Walter  B.  Cannon,  Franklin 
Martin,  Donald  Balfour,  Dallas  Phemister,  Arthur 
Allen.  Paul  B.  Magnuson.  Charles  Frazier.  Charles 
Elsberg,  Fred  Rankin.  Elliott  Cutler,  James  Bar- 
rett Brown,  Wilder  Penfield,  and  many,  many 
more. 

In  World  War  II  he  became  the  Senior  Neuro- 
surgical Consultant  on  the  staff  of  the  Surgeon  of 
the  Eurcpeon  Theater  of  Operations.  While  this 
experience  was  often  frustrating,  his  services  were 
valued  by  Paul  R.  Hawley,  Chief  Surgeon  of  the 
theater.  During  this  period  he  designed  the  Air 


CAPE  COD-HOUSE  FOR  SALE 
Dennis  on  the  Bay 

Lovely  split-level  year  around  furnished 
home.  5 bedrooms,  2 baths,  2 fireplaces,  sun- 
deck  and  many  extras.  Landscaped,  5 min- 
utes walk  to  beautiful  private  beach.  Ideal 
for  large  family. 

Excellent  investment  possibilities.  Middle 
$50's. 

CALL  (401)  738-9692 


"MANUAL  OF  ROUTINE  ORDERS  FOR 
MEDCAL  AND  SURGICAL  EMERGENCIES" 


NEW  CONCEPT  IN  TREATMENT 
OF  EMERGENCIES 


AVOID  MALPRACTICE  SUITS 


WARREN  GREEN,  INC. 

10  SOUTH  BRENTWOOD  BLVD. 
ST.  LOUIS,  MISSOURI  63105 


Force  helmet  which  is  still  in  use,  and  also  the 
protective  plastic  armored  vest,  which  is  now 
standard  equipment  in  all  branches  of  military 
service. 

Among  his  many  honors  he  has  been  Chairman 
of  the  Board  of  Regents  and  President  of  the 
American  College  of  Surgeons  and  President  of  the 
American  Surgical  Association.  His  writings  in- 
clude a biography  of  John  B.  Murphy,  the  tower- 
ing. but  controversial  Chicago  surgeon,  and  the 
recently  published  “Neurosurgical  Contributions 
of  Loyal  Davis,'-’  a selection  of  15  papers  from 
among  the  more  than  200  which  he  has  written 
in  his  lifetime.  He  has  also  edited  recent  editions 
of  Christopher's  Textbook  of  Surgery. 

In  1963  at  the  age  of  67  after  31  years  as  Chair- 
man of  the  Department  of  Surgery  at  Northwest- 
ern. he  retired  from  his  academic  responsibilities 
and  from  the  operating  room  as  well.  He  writes: 
•‘There  comes  a time  when  a surgeon  should  take 
stock  of  himself  and  decide  that  it  is  time  to  stop 
operating.”  “Surgery,"  he  continues,  “is  not  an 
exact  science  in  the  narrow  sense.  It  is  also  an  art. 
The  surgeon  must  translate  his  knowledge  and 
apply  his  skills  by  a series  of  mental,  moral,  and 
physical  acts  into  their  highest  potential  for  the 
care  of  the  individual  patient  under  certain  limited 
circumstances  and  at  a specific  time.  Age  in- 
exorably slows  some  or  all  of  these  actions.  I de- 
cided early  that  I did  not  wish  a committee  of 
my  peers  in  the  hospital  to  tell  me  that  I shouldn’t 
operate.  I would  make  that  decision  for  myself  and 
did.” 

He  writes  with  some  impatience  of  the  sloppi- 
ness and  arrogance  of  today’s  youth,  but  con- 
eludes:  “If  at  some  time  in  the  future  my  rela- 
tives, my  contemporaries,  and  my  young  friends 
in  surgery  speak  with  each  other  about  my  fail- 
ings, my  virtues,  and  my  accomplishments,  I shall 
have  made  it.” 

It  is  reassuring  to  find  the  name  of  Loyal  Davis. 
Editor,  on  the  masthead  of  the  current  issue  of 
S,  G & O. 

This  charming  book  can  be  recommended  to 
the  lay  reader  and  to  all  physicians,  but  more 
particularly  to  those  disciplined  in  the  rigors  of 
surgery. 

Seebert  J.  Goldowsky,  m.d. 
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Peripatetics 

The  following  delegation  attended  the  meeting 
of  the  American  Medical  Association  in  Anaheim 
in  December:  EDMUND  T.  HACKMAN,  Presi- 
dent of  the  Society;  NATHAN  CHASET,  Presi- 
dent-Elect; WILLIAM  J.  MAC  DONALD,  Dele- 
gate; JOHN  J.  CUNNINGHAM,  Alternate  Dele- 
gate, and  TIMOTHY  B.  NORBECK,  Executive 
Director.  Doctor  MacDonald  was  asked  to  serve 
on  Reference  Committee  G (Miscellaneous  Busi- 
ness) at  the  AMA  clinical  convention.  He  was  one 
of  45  physicians  from  the  House  of  Delegates  who 
were  selected  to  serve  as  a reference  committee, 
member.  * * * 

ROBERT  V.  LEWIS  and  JOHN  J.  WALSH 
are  members  of  the  Blue  Cross-Blue  Shield  Bene- 
fits Review  Committee. 

* * * 

Journeys  are  undertaken  by  objects  as  well  as 
men:  One  Faradic  Battery  Case,  one  orthopedic 
traction  device,  and  one  Arnold  Motor  Vibrator 
have  been  borrowed  from  the  Medical  Library’s  ex- 
tensive instrument  collection  by  the  Smithsonian 
Institution.  They  will  be  on  display  for  some 
months  in  the  exhibit  “Triumph  Over  Disability” 
which  opened  on  October  21.  Another  item  from 
the  collection  a spring-lancet  engraved  1775  and 
given  to  us  by  Doctor  Burge,  was  borrowed  by  the 
Smithsonian  for  a special  study  being  made  of 
blood-letting  instruments. 

* * * 

The  Board  of  Directors  of  Marathon  House  has 
a new  member.  He  is  GEORGE  KRIEBEL,  Chief 
of  Intensive  Inpatient  Programs  of  the  Butler 
Hospital. 

* * * 

The  first  winner  of  an  annual  award  of  the  New- 
port Area  Alumni  Club  of  Providence  College  is 
a Rhode  Island  physician.  LOUIS  E.  BURNS,  a 
physician  in  Newport  for  almost  40  years,  was 
honored  at  a recent  dinner.  In  special  recognition 
of  Doctor  Burns  who  founded  the  Newport  chap- 
ter of  the  Alumni  Club  the  name  of  the  honor 
will  be  “Dr.  Louis  E.  Burns  Award”.  Doctor  Burns 
is  a former  chief  of  medicine  at  Newport  Hos- 
pital. * * * 

J.  D.  KEITH  PALMER,  of  Barrington,  Rhode 
Island,  recently  gave  an  invited  paper  at  the 
Southern  Medical  Association’s  67th  Annual  Scien- 
tific Meeting  in  San  Antonio,  Texas.  The  subject 
was  “Architectural  Barrier  Legislation  — an  as- 


sistive device  on  a large  scale”.  Doctor  Palmer  is 
a member  of  a Massachusetts  board  appointed  by 
the  Governor  to  implement  a law  to  facilitate  the 
use  of  public  buildings  by  the  physically  handi- 
capped. He  is  Associate  Professor  of  Medicine  at 
Brown  University,  responsible  for  the  Clinical 
Methodology  and  Rehabilitation  Medicine  pro- 
grams; and  directs  the  Division  of  Continuing 
Care  and  Rehabilitation  at  The  Miriam  Hospital. 
* * * 

The  41st  Annual  John  F.  Kenney  Clinic  Day 
was  held  at  The  Memorial  Hospital.  ALTON  M. 
PAULL  served  as  Chairman  of  Kenney  Day  as- 
sisted by  MICHAEL  E.  SCALA  and  DAVID  R. 
HALLMANN.  Three  lectures  on  acupuncture  were 
presented;  the  first  at  the  morning  session  by  Doc- 
tor Scala  on  “Medicine  and  Acupuncture  in  Indo- 
nesia”, the  others  at  the  afternoon  session  by 
Tsung  O.  Cheng,  on  “Acupuncture  and  Acupunc- 
ture Anesthesias  in  the  Peoples  Republic  of  China”, 
and  “Acupuncture  in  the  United  States”  by  Tenuo 
Matsumoto.  Doctor  Cheng  is  Professor  of  Medi- 
cine at  George  Washington  University  School,  and 
Doctor  Matsumoto,  who  also  spoke  on  “Manage- 
( Continued  on  Next  Page) 

FOR  SALE 

IVES  ROAD,  Adjacent  to  East  Greenwich 


5-6  Bedroom  Contemporary  as  Featured  in 
The  Sunday  Journal  Accent  Home  Section. 
One  Acre  With  Waterfront 

Also  Available 

Waterfront  Estates  of  6-12  Acres  on 
Neighboring  Property 

All  Utilities  and  Planning  Furnished 

W.  HENRY  COLEMAN,  Realtors 

19  First  Avenue,  East  Greenwich,  R.  I.  02818 
401-884-5522 
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J'lonLini 


Profile 


Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph..  D B.S.  M.T.  (ASCP) 


ment  of  Shock’-  is  Professor  of  Surgery  at  Hahne- 
mann Medical  College,  Lester  F.  Williams,  Jr., 
M.D.,  Professor  of  Surgery  at  Boston  University 
School  of  Medicine,  presented  the  question  “Is 
Surgery  for  Gallstones  Obsolete?” 

WALTER  COTTER,  JAMES  YASHAR,  JOHN 
YASHAR,  HANNIB  AL  HAMLIN,  and  LELAND 
JONES  of  the  active  and  consulting  staff  of  the 
hospital,  presented  papers  during  the  morning  ses- 
sion. 

MANFRED  STEINER  described  ‘‘The  Divi- 
sion of  Hematologic  Research  and  Its  Activities”. 
A visit  to  the  Division  of  Pulmonary  and  Ventila- 
tion Therapy  followed  a presentation  of  the  facil- 
ity by  RALPH  REDDING  and  MOHAMMED 
KHAN. 

* * * 

A large  group  of  Rhode  Island  physicians  are 
involved  in  the  Rhode  Island  Health  Science  Edu- 
cation Council.  JOHANNES  VIRKS  is  the  Presi- 
dent of  the  Council,  while  EDWARD  A.  IAN- 
NUCCILLI  and  EDWARD  F.  LOVERING  are 
members  of  the  Recruitment  and  Retention  task 
force  of  RIHSEC.  ALBERT  MOST,  HOWARD 
S.  BROWNE,  ROBERT  P.  DAVIS,  MARGARET 
DE  BENEDETTO,  WILLIAM  J.  H.  FISCHER, 
JR.,  and  MATHEW  ROSS  are  members  of  the 
Continuing  Education  Committee  task  force.  Mem- 
bers of  the  Manpower  task  force  included  PIERRE 
M.  GALLETTI  and  ROBERT  V.  LEWIS,  while 
GEORGE  F.  MEISSNER  is  on  the  Curriculum 
task  force.  Physicians  who  serve  on  the  Licensure 
group  include  ALEX  M.  BURGESS,  JR.,  HER- 
BERT P.  CONSTANTINE,  SEEBERT  J.  GOL- 
DOWSKY,  and  CHARLES  MILLARD. 

* * * 


JOEL  K.  WELTMAN,  Director  of  the  Division 
of  Infectious  Diseases  and  Allergy  at  The  Miriam 
Hospital  and  Associate  Professor  of  Medicine  (Re- 
search) at  Brown  University,  was  elected  to  mem- 
bership in  the  American  Society  of  Biological 
Chemists. 

* * * 


At  the  October  meeting  of  the  Pawtucket  Lodge 
of  Elks,  THOMAS  S.  MICOLONGHI,  Acting 
Chief  of  Pathology,  at  The  Memorial  Hospital, 
spoke  to  the  members  of  modern  blood  replace- 
ment technology,  especially  in  regard  to  blood 
platelets,  which  exists  at  Memorial  Hospital.  Doc- 
tor Micolonghi  discussed  problems  of  patients  suf- 
fering from  leukemia  and  of  Dr.  Mario  Baldini’s 
research  breakthrough  in  the  freezing  of  blood 
platelets  for  future  use. 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
bums,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDlCATtONS:Tfterapeut/cal/y;  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
. organisms,  asjn:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and  / 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN  Ointment 


(POLYMYXIN  BWITOMEOMYCIN) 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  jnits;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  *62  oz.  (approx.)  foil  packets. 


3* 

Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


your  choice  of  sleep  medication 
is  wisely  based  on  more  than 
sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Daln 
...  r i (flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  turn 

T 6 1 allV©  Sat  ©TV  was  notecl  in  patients  administered  recommended  or  higherd 

J for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldor 
quired  discontinuance  of  therapy.  Morning  "hang-over"  with  Dalmanehas  been  relatively  infrequent.  [ 
ness,  drowsiness,  lightheadedness  and  the  like 
have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


sleep  for  7 to  8 hou 
without  need  to 


repeat  dosage  No  sleep  r 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  pat 
given  one  30- mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  n 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  re 
dosage  during  the  night. 


iep  with 


Dalmane  has  been  shown  to  be  con- 
- . , sistently  effective  even  during  con- 

)nSIStenCV  secutive  ni9hts  of  administration, 

y with  no  need  to  increase  dosage. 
Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication-a 
odiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
ate  or  methagualone,  nor  is  it  related  chemically  to  any  other 
able  hypnotic. 

\/Vhen  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
ication,  consider  Dalmane-a  single  entity  nonnarcotic,  non- 
urate agent  proved  effective  and  relatively  safe  for  relief  of 
mnia. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  —usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g . operating  machinery  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness 
lightheadedness.  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults:  30  mg  usual  dosage.  15  mg  may 
suffice  in  some  patients  Elderly  or  debilitated 
patients  15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div.,  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution . 

u. 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations 

The  American  Academy  of  Dermatolo* 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 
The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associatic 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
tions and  professional  traditions  which 
prohibit  the  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
rists  and  pharmacists  have  worked 
;ooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
ion  has  been  achieved  through 
mutual  respect  as  well  as  a common 
:oncern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
eflected,  in  part,  by  joint  support 
iver  the  years  for  the  adoption  and 
■nforcement  of  laws  and  regulations 
pecifically  prohibiting  unauthorized 
ubstitution  and  encouraging  joint 
iscussion  and  selection  of  the 
ource  of  supply  of  drug  products, 
he  basic  principles  of  medical,  den- 
3l  and  pharmacy  practice  are  thus 
i til ized  and  preserved  in  the  interest 
f patient  welfare. 

The  antisubstitution  laws  have 
ot  obstructed  enhancement  of  the 
irofessional  status  of  pharmacy  any 
tore  than  they  have  in  and  of  them- 
Jlves  guaranteed  absolute  protec- 
3n  from  unsafe  drugs,  or  freed 
lysicians,  dentists  and  pharmacists 
om  their  responsibilities  to  patients. 
;a  practical  matter,  however,  such 
ws  and  regulations  encourage  inter- 
ofessional  communications  regard- 
g drug  product  selection  and  assure 
ch  profession  the  opportunity  to 
ercise  fully  its  expertise  in  drug 
age,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
urged  to  increase  the  frequency 
d regularity  of  their  contacts  with 
armacists  in  selection  of  quality 
Jg  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  servingtheir 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.  C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 


can 


“Just  right"  amounts  of  llosone  Liquid  250 
be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients  precise  needs 
without  regard  to  package  size. 


ILOSONE  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg  erythromycin  per  5-ml  teaspoon  u ) 


Additional  information  available  to  the  profession  on  request. 
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The  PSRO  Amendment 


Author  Of  The  Amendment  Revieivs  Its 
Legislative  History  And  Interprets  Its 
Provisions 


By  Senator  Wallace  I.  Bennett 

It  is  a pleasure  for  me  to  visit  with  you  to  dis- 
cuss a matter  near  and  dear  to  my  legislative  heart 
— Professional  Standards  Review  Organizations. 
It  is  a particular  pleasure  because  Massachusetts 
is  one  of  the  states  where  the  principal  issue  with 
respect  to  PSRO  is  how  the  job  should  be  done, 
and  not  whether  it  should  be  done! 

Regrettably,  as  you  know,  in  a number  of  states 
there  has  developed  substantial  organized,  but  by 
no  means  total  opposition  to  both  the  PSRO  con- 
cept and  its  implementation. 

FIRMLY  ON  THE  STATUTE  BOOKS 

I understand  that  the  opponents  of  PSRO  in- 
tend to  lead  a charge  at  the  AMA  convention  in 

Since  this  paper  was  delivered  on  November 
30,  1973,  the  AMA  has  held  its  Clinical  Meeting 
in  Anaheim,  California  (December  2-5),  and  the 
Secretary  of  HEW  has  published  in  the  Federal 
Register  (December  20)  the  PSRO  area  designa- 
tions. While  the  AMA  House  of  Delegates  recom- 
mended repeal  or  amendment  of  the  PSRO  pro- 
visions of  PL  92-603  (the  Bennett  Amendment), 
it  provided  nevertheless  for  continued  participa- 
tion by  the  AMA  in  the  development  of  medical 
criteria,  and  guidelines  for  the  implementation 
of  the  PSRO  amendment.  The  State  of  Rhode 
Island  has  been  designated  a single  PSRO  area. 


HON.  WALLACE  I.  BENNETT,  Senator  from 

Utah. 

Read  before  the  Hampden  District  Medical  Society, 
Springfield,  Massachusetts,  November  30,  1973. 


Disneyland  next  month  in  an  effort  to  get  the 
AMA  formally  to  adopt  a policy  calling  for  the 
repeal  of  PSRO.  If  such  a resolution  were  adopted, 
it  would  be  most  regrettable  because  it  would  only 
work  to  the  detriment  of  the  many  sincere  and 
concerned  physicians  who  have  planned  and  as- 
sisted in  the  effort  to  make  PSRO  a reality,  and 
it  would  not  in  any  way  bring  about  the  repeal 
of  the  PSRO  legislation,  which  is  now  firmly  on 
the  statute  books.  A resolution  of  this  nature  would 
simply  mean  that  the  AMA  would  become  power- 
less to  serve  in  any  kind  of  representational  or 
semi-official  capacity  with  respect  to  the  implemen- 
tation of  the  PSRO  program.  It  is  inconceivable 
to  me  that  government  in  administering  the  PSRO 
program  would  seek  the  assistance  of  any  organiza- 
tion formally  committed  to  repeal  of  that  program. 

In  such  an  unfortunate  event  what  would  hap- 
pen, of  course,  is  that  the  government  would  deal 
with  sympathetic  state  and  local  organizations  of 
physicians  and  with  the  various  national  specialty 
groups  ignoring  the  AMA.  As  I have  said,  that  to 
me  would  be  a highly  regrettable  consequence.  Fur- 
ther, the  public  relations  effects  of  passage  of  a 
resolution  calling  for  PSRO  repeal  would  be  al- 
most tragic.  I could  foresee  in  such  a situation 
stories  headlined  “Doctors  Refuse  to  Review 
Medical  Care-’  or  “AMA  Rejects  Responsibility 
For  Quality  of  Care”. 

(Continued  on  Next  Page) 
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This  matter  is,  as  you  know,  up  in  the  air,  and 
I am  simply  speculating  on  the  negative  implica- 
tions of  success  by  the  negative  forces  at  Anaheim 
next  month.  Fortunately,  such  a result  is  in  my 
opinion  highly  unlikely. 

Be  that  as  it  may;  despite  all  of  the  game  play- 
ing, back-biting,  and  jockeying  for  position,  the 
snail's  pace  of  PSRO  implementation  has  quick- 
ened in  recent  weeks.  I must  say  that  you  have 
been  no  less  disappointed  than  I at  HEWs  limited 
and  lagging  efforts  to  get  PSRO  off  the  ground. 
The  department's  unjustified  delay  has  led  to  much 
confusion  and  commotion  and  has  thwarted  the 
efforts  of  the  many  who  have  made  plans  to  im- 
plement PSRO,  almost  driving  them  up  the  walls 
by  the  lack  of  guidelines,  direction,  and  support. 

GUIDELINES  IN  PREPARATION 

But  a new  day  is  dawning,  he  said  hopefully! 
I understand  drafts  of  proposed  guidelines  for  im- 
plementation of  PSRO  were  provided  to  the  Na- 
tional Professional  Standards  Review  Council  on 
November  27  and  are  being  worked  on  right  now. 
I have  every  hope  that  guidelines  will  emerge  from 
the  darkness  within  the  month. 

I assure  you  that  I will  continue  to  do  all  that 
I can  to  encourage,  stimulate,  goad,  harass,  moti- 
vate, or  whatever  else  it  may  take  to  get  the  show 
on  the  road. 

GENESIS  OF  THE  LEGISLATION 

You  know,  one  of  the  most  interesting  and  satis- 
fying things  about  this  whole  PSRO  effort,  going 
back  to  the  genesis  of  the  legislation,  is  the  tre- 
mendous effect  this  proposal  has  had  in  terms  of 
stimulating  general  concern  with  the  processes, 
procedures,  and  results  of  the  review  of  medical 
practice.  I suspect  that  some  of  this  broad  interest 
and  activity  has  been  motivated  by  fear,  but, 
whatever  the  reasons,  the  results  have  been  salu- 
tary and  in  the  public  interest.  The  independent 
effort  already  expended  to  establish  and  imple- 
ment the  peer  review  concept  will  not  be  wasted 
if  these  activities  can  soon  be  enfolded  within  the 
official  PSRO  effort. 

With  that  as  preface,  I would  like  to  share  some 
thoughts  ■noth  you  today  about  the  PSRO  Amend- 
ment. 

Let  me  begin  by  describing  for  a moment  the 
setting  in  which  the  PSRO  amendment  originated. 
Medicare  and  Medicaid,  as  you  know,  were  enacted 
in  1965.  By  1969  sufficient  data  and  information 
were  on  hand  about  these  programs  — mostly  of 
rather  alarming  nature  — for  Congress  to  begin 


the  necessary  task  of  developing  amendments  to 
the  programs  to  meet  these  problems.  The  direc- 
tion was  not  toward  repeal  but  toward  reform.  Un- 
deniably, millions  of  people  had  received  badly 
needed  financial  assistance,  so  our  efforts  were  in- 
tended toward  making  a good  thing  better.  Con- 
sequent!}', in  1969  the  Senate  Finance  Committee, 
of  which  I am  the  ranking  minority  member,  and 
which  has  jurisdiction  over  these  federal  health 
programs,  began  an  intensive  study  and  investi- 
gation into  the  operations  of  Medicare  and  Medic- 
aid. Hearings  were  held  by  an  ad  hoc  subcom- 
mittee chaired  by  the  father  of  Medicare,  Senator 
Clinton  Anderson.  As  a result  of  these  studies  and 
hearings,  two  facts  became  clear.  First,  the  costs 
of  the  Medicare  and  -Medicaid  programs  and  the 
resulting  tax  burden  were  soaring  in  uncontrolled 
fashion  far  beyond  the  original  estimates.  To  put 
the  costs  of  the  two  programs  in  perspective,  state 
and  federal  expenditures  for  Medicare  and  Medic- 
aid alone  wall  have  reached  the  astounding  total 
of  some  $22  billion  in  the  federal  fiscal  year  which 
began  July  1. 

Second,  and  perhaps  more  important,  there  was 
substantial  evidence  that  the  quality  of  the  serv- 
ices rendered  under  the  programs  were  uneven  and, 
in  too  many  cases,  not  up  to  generally  recognized 
standards  within  the  professional  community. 

NEED  FOR  EFFECTIVE  UTILIZATION  AND 
QUALITY  CONTROL 

So,  it  became  rather  obvious  to  most  of  us  on 
the  Finance  Committee  that  there  was  urgent  need 
for  an  effective  quality  and  utilization  control 
mechanism  for  the  federal  health  care  financing 
programs. 

There  were  — and  are  — those  who  argued 
that  federal  activities  with  respect  to  quality  and 
utilization  review  constitute  "‘unwarranted  inter- 
ference in  the  practice  of  medicine  and  the  doctor- 
patient  relationship.”  Gentlemen,  the  “interfer- 
ence”' was  warranted.  The  issue  facing  us  was  not 
“whether”  but  ‘‘how”  to  do  so  responsibly  and 
professionally. 

Let’s  face  it.  If  Congress  did  nothing,  we  could 
justifiably  have  been  accused  of  pouring  out  bil- 
lions of  dollars  in  public  trust  funds  without  con- 
cern for  what  we  were  getting.  This  is  a patently 
impossible  position  for  Congress  to  be  in,  and 
something  had  to  be  done  about  it. 

FEE-FOR-SERVICE  PREDOMINANT 

At  this  point  let  me  note  that  there  were  those 
in  1970  who  were  saying  that  the  answer  to  the 
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problems  of  utilization  and  quality  control  under 
Medicare  and  Medicaid  was  to  stimulate  the  de- 
velopment of  prepaid  group  practice  in  the  form 
of  Health  Maintenance  Organizations  or  HMOs. 
Leaving  aside  for  the  moment  the  issue  of  whether 
prepaid  group  practice  in  itself  constitutes  a pana- 
cea to  the  problems  of  quality  and  utilization  con- 
trol, it  was  clear  to  us  that  no  matter  how  much 
the  government  might  stimulate  HMOs,  we  would 
still  be  dealing  with  a predominately  fee-for-service 
system  in  American  medicine.  The  fact  is  that  the 
majority  of  physicians  and  the  majority  of  patients 
still  choose  fee-for-service.  Again,  leaving  the  pos- 
sible merits  of  HMOs  aside,  I don’t  think  even 
the  concept’s  most  dedicated  supporters  feel  that 
these  organizations  will  completely  replace  the  fee- 
for-service  system  in  this  country  in  the  foresee- 
able future. 

Within  this  mixed,  but  predominately  fee-ifor- 
service  system  most  of  us  on  the  Finance  Com- 
mittee believed  that  the  most  workable  way  to 
provide  quality  and  utilization  control  would  be 
through  an  effective  peer  review  system.  Conse- 
quently, in  1970  I began  to  work  on  the  Bennett 
Amendment  designed  to  establish  Professional 
Standards  Review  Organizations  throughout  the 
United  States.  In  structuring  the  amendment  I 
tried  to  avoid  the  pitfalls  that  had  developed  with 
uilization  review  in  single  hospitals  and  to  avoid 
many  of  the  difficulties  which  I saw  in  the  AM  As 
peer  review  organization  — PRO  — proposal. 

TRUE  PEER  REVIEW 

My  amendment  is  firmly  based  on  true  peer  re- 
view. In  all  cases  only  physicians  would  be  per- 
mitted to  review  the  work  of  other  physicians,  and 
until  1976  only  organizations  representing  substan- 
tial numbers  of  practitioners  in  an  area  could 
qualify  as  sponsors  of  a PSRO.  Now,  there  are 
some  who  feel  that  consumers  should  have  a role 
in  peer  review  in  order  to  protect  the  public  in- 
terest. I think  I felt  as  strongly  as  they  did  about 
protecting  the  public  interest,  but  I thought  that 
the  best  way  to  accomplish  that  was  strictly  to 
limit  the  responsibility  of  the  review  organizations 
to  those  key  medical  determinations  which  most 
will  concede  can  properly  be  made  only  by  physi- 
cians. Specifically,  these  include  reviewing  whether 
services  provided  were  medically  necessary  and 
whether  they  met  professional  standards  of  care. 
It  appeared  to  us  that  these  decisions  — for  ex- 
ample, whether  an  appendectomy  was  necessary 
and  whether  it  was  done  properly  — could  be  made 
only  by  those  with  proper  training.  Of  course, 


there  are  non-physicians  capable  of  appraising  the 
aggregate  medical  performance  by  a PSRO,  but 
they  should  not  make  specific  determinations  of 
medical  necessity  in  specific  cases. 

PERFORMANCE  DATA  WILL  BE  MADE  PUBLIC 
In  addition  to  limiting  the  scope  of  the  review 
organizations  to  purely  professional  matters,  es- 
sentially all  of  the  PSRO  performance  data  will 
be  made  public  except,  of  course,  for  individual 
medical  records.  The  net  effect  of  focusing  the 
attention  of  the  review  organizations  upon  pro- 
fessional decisions  and  putting  the  aggregate  re- 
sults of  that  review  effort  on  the  public  records 
safeguards  public  and  professional  interests  better 
than  by  the  placement  of  consumer  representatives 
on  the  individual  review  panels.  Apart  from  the 
fact  that  PSRO  decisions  are  professional,  over- 
solicitousness to  untrained  representation  could 
lead  to  operational  paralysis  with  a surfeit  of 
second-  and  third -guessing. 

AREAWIDE  AND  COMPREHENSIVE 
A second  major  feature  of  my  amendment  is 
that  it  is  built  on  areawide  and  comprehensive, 
rather  than  institutionally-based  review.  Problems 
had  developed  in  the  past  with  institutional  re- 
view, as  you  know,  such  as  that  performed  by 
hospital  committees,  both  because  of  the  often 
“incestuous”  features  of  this  review  among  small 
groups,  and  because  of  the  inherent  conflict  of 
interest  which  exists  when  hospitals  seek  to  en- 
hance income  by  maintaining  high  occupancy 
rates  at  the  same  time  as  they  are  expected  to 
perform  effective  utilization  review  which  may  re- 
sult in  reduced  utilization  of  beds  and  services. 

EFFECTIVE  IN-HOUSE  REVIEW 
Now,  under  my  Amendment  there  is  no  intent 
to  eliminate  effective  in-house  review  organiza- 
tions. In  fact,  where  a PSRO  finds  the  in-house 
review  to  be  acceptable,  the  law  says  they  must 
utilize  that  in-house  review  mechanism.  This  as- 
pect of  the  law  has  already  stimulated  efforts  to 
upgrade  in-house  hospital  review  — witness  the 
•Quality  Assurance  Program  (QAP)  activities  of 
the  American  Hospital  Association  and  the  medical 
audit  program  of  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.  Additional  features  of  the 
amendment  call  for  the  widest  possible  rotation 
of  physician  reviewers  in  the  PSRO  on  a regular 
and  continuing  basis  in  order  to  enhance  the  pri- 
marily educational  effects  of  review  and  to  avoid 
the  possibility  that  a few  reviewers  would  domi- 
nate the  entire  process  and  reduce  its  effectiveness 
to  the  level  of  their  personal  limitations. 

(Continued  on  Next  Page) 
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PARAMETERS,  NORMS,  AND  STANDARDS 

Additionally,  my  .Amendment  calls  for  the  use 
of  norms  in  the  review  process.  Many  physicians 
advised  us  that  without  the  use  of  norms  review 
would  merely  be  anecdotal  review  carried  on  in  a 
vacuum  without  reference  to  any  standards  and, 
therefore,  relatively  ineffective.  Under  the  PSRO 
Amendment,  reviewers  would  utilize  ranges  or 
norms  and  parameters  for  given  diagnoses  which 
they  could  help  to  develop  for  their  own  region. 

Now,  these  norms  and  parameters  — on  which 
much  work  will  always  need  to  be  done  on  a con- 
tinuing basis  — represent  nothing  more  than  pro- 
fessional checkpoints  beyond  or  below  which  it  is 
reasonable  to  ask  an  attending  physician  to  ex- 
plain why  additional  care  is  required  or  why  addi- 
tional care  was  not  provided.  None  of  thesse  para- 
meters or  checkpoints  are  to  be  construed  as  bar- 
riers to  further  necessary  care  and,  as  the  Finance 
Committee  report  states: 

Neither  should  the  use  of  norms  as  check- 
points, nor  any  other  activities  of  the  PSRO, 
be  used  to  stifle  innovative  medical  practice  or 
providers.  The  intent  is  not  conformance  in 
medical  practice  — the  objective  is  reasonable- 
ness. 

I suspect  all  of  us  will  welcome  that  day  when 
a physician’s  certification  of  his  patient’s  need  for 
continued  care  in  a hospital  will  be  related  to  his 
diagnosis,  and  the  patient's  age,  for  instance, 
rather  than  to  arbitrary'  third  day,  seventh  day, 
12  th  day,  or  18th  day  points-in-time  which  bear 
little  relationship  to  anything  beyond  the  fact  that 
they  are  all  numbers. 

STATEWIDE  PSRO  COUNCILS 
The  organizational  structure  of  my  amendment 
was  completed  by  the  establishment  of  Statewide 
PSRO  Councils  and  the  establishment  of  a Na- 
tional Professional  Standards  Review  Council  con- 
sisting of  1 1 physicians  of  recognized  standing 
and  distinction  in  the  review  of  medical  practice, 
which,  among  other  duties,  will  serve  to  hear  ap- 
peals from  decisions  of  local  PSROs.  These,  then, 
were  the  basic  elements  of  the  PSRO  Amendment. 

It  is  imperative  that  PSROs  succeed  in  view 
of  the  anticipated  expansion  of  the  federal  role  in 
the  financing  of  health  care.  Unmet  health  care 
needs  exist  to  a substantial  extent  in  this  country. 
No  one  will  deny  that.  Some  day  Congress  must 
face  the  task  of  accurately  defining  those  needs 
and  devising  appropriate  solutions  consistent  with 
available  federal  resources.  The  magnitude  of  the 
solutions  proposed  thus  far,  just  in  dollars  alone, 


mandates  that  we  must  prevent  a polarization  be- 
tween government  and  medicine  if  we  are  to  have 
any  reasonable  chance  of  having  an  efficient  health 
care  system. 

The  critics  of  PSRO  often  forget  that  there  are 
other  administrative  alternatives  which  can  be 
used  to  assure  quality  service  for  Medicare  and 
Medicaid  — for  example,  government  can  delegate 
administrative  responsibility  to  still  other  groups 
or  assume  it  itself  — but  to  me  there  is  just  no 
alternative  to  the  basic  idea  of  the  use  of  the 
practicing  physician  himself  in  the  delivery  and 
supervision  of  medical  care.  PSRO  is  structured 
so  as  to  provide  practicing  physicians  with  an  op- 
portunity to  assume  that  responsibility  in  a pub- 
licly accountable  fashion,  thus  assuring  that  Medi- 
care and  Medicaid  services  are  provided  only  when 
medically  necessary  and  in  accordance  with  pro- 
fessional standards,  as  well  as  encouraging  the  use 
of  the  most  economic  medically  appropriate  modes 
and  sites  of  treatment. 

COST  SAVINGS  WILL  RESULT 

While  the  basic  PSRO  objective  is  to  assure  the 
quality  and  appropriateness  of  care  and  treatment, 
all  experiences  with  prototype  organizations  dem- 
onstrate that  cost  savings  inevitably  follow  as  a 
consequence  of  effective  attainment  of  that  objec- 
tive. 

Now,  we  are  not  naive.  While  it  is  our  hope 
that  all  PSROs  will  succeed,  some  will  undoubtedly 
fail.  But  PSRO  failures  should  result  only  from 
a lack  of  will  on  the  part  of  the  physicians  to  do 
the  job,  not  because  the  necessary  resources  and 
responsibility  were  denied  to  them.  We  expect  pro- 
gressive and  straightforward  efforts  toward  imple- 
mentation of  PSROs.  Some  prototype  organizations 
already  exist,  and  some  of  these  are  already  more 
fully  developed  than  others.  Many  more  need  to 
be  started  from  scratch.  The  real  test  of  the  em- 
bryo PSRO  will  be  its  willingness  to  do  the  job 
and  its  capacity  to  assume  progressively  greater 
review  responsibility.  The  test  is  not  whether  all 
review  responsibilities  can  be  undertaken  within 
the  shortest  period  of  time.  Token  effort  will  not 
be  acceptable,  but  total  review  will  not  be  imme- 
diately required  of  an  applicant. 

ORDERLY  DEVELOPMENT  OF  THE  PSRO 

Obviously,  no  PSRO  can  just  spring  into  being 
full-blow'n.  Each  review7  function  — in  institutions 
or  outside  — • should  be  undertaken  only  as  fast 
as  the  PSRO  is  reasonably  ready  to  do  so  in  or- 
derly fashion.  The  pressure  on  the  PSRO  is  to  do 
a satisfactory  job  of  assuring  quality  and  appro- 
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priateness  of  care  and  treatment  in  each  review 
area  undertaking,  and  does  not  mean  pressure  to 
assume  responsibiliity  unrelated  to  its  capacity 
at  a given  point  in  time, 

The  federal  government  has  the  general  obli- 
gation to  oversee  overall  PSRO  operations,  and 
there  will  be  no  abdication  of  ultimate  responsi- 
bility here.  But  the  government,  while  firm  in  re- 
quiring proper  performance,  should  also  be  sensi- 
tive rather  than  arbitrary  to  the  realities  of  the 
temporary  limitations  of  developing  PSRO. 

ALL  EXISTING  REVIEW  WILL  CONTINUE 

Realizing  this  need,  the  government  itself  has 
taken  out  an  insurance  policy.  All  existing  review 
will  continue  side-by-side  with  PSRO  review  until 
the  Secretary  of  Health,  Education  and  Welfare 
is  satisfied  that  a given  PSRO  has  demonstrated 
its  ability  to  take  over  the  job  by  itself.  In  fact, 
as  some  of  you  know,  there  are  additional  review 
requirements  in  H.R.  1 distinct  from  PSRO  — 
such  as  the  establishment  of  statewide  program 
review  teams. 

As  the  PSRO  demonstrates  its  capacity  to  do 
an  effective  job  in  each  area  of  review,  the  Sec- 
retary is  expected  to  waive  all  other  non-PS RO 
review  presently  required.  Even  during  the  trial 
period  for  a PSRO,  its  decisions  concerning  medi- 
cal necessity  would  prevail  despite  the  fact  that 
a state  agency  or  a Medicare  carrier  or  interme- 
diary might  arrive  at  a contrary  decision.  The 
purpose  of  this  is  two-fold:  The  establishment  of 
a basis  to  compare  PSRO  performance  with  our 
other  review  mechanisms  dealing  with  similar  fact 
situations;  and  the  existence  of  a definite  need  to 
have  the  buck  stop  and  firm  decisions  made  with 
respect  to  coverage  of  a patient’s  care. 

DEVELOPMENT  OF  PROFILES 

There  is  a variety  of  administrative  structures 
and  flexibility  in  organization  possible  with  respect 
to  PSROs.  However,  certain  essentials  are  required 
with  respect  to  all  PSROs.  First,  they  must  during 
the  course  of  review  operation  develop  and  main- 
tain profiles  for  each  patient,  practitioner,  and 
provider.  Second,  they  have  the  responsibility  of 
evaluating  and  determining  whether  the  review 
procedures  of  various  units  are  at  levels  of  per- 
formance acceptable  to  the  PSRO. 

For  example,  the  PSRO  may  decide  that  a given 
hospital’s  medical  admissions  are  already  being 
properly  reviewed  within  the  hospital,  but  that 
there  is  a problem  with  elective  surgical  admis- 
sions. In  that  case  the  PSRO  itself  would  assume 
responsibility  for  prior  approval  of  such  admis- 


sions for  Medicare  and  Medicaid  payment  pur- 
poses, while  at  the  same  time  the  hospital  would 
be  encouraged  and  assisted  by  the  PSRO  in  up- 
grading its  internal  review  until  it  reached  an  ac- 
ceptable level. 

ROTATION  OF  PHYSICIANS 

Third,  there  must  be  broad  and  rotating  phy- 
sician participation  in  the  review  process  on  a 
continuing  basis,  rather  than  simple  delegation 
of  the  responsibility  for  review  to  a few  doctors. 
One  purpose  of  this  requirement  is  to  avoid  what 
I have  termed  “incestuous  review”,  but,  more  im- 
portantly, it  should  give  physicians  in  the  com- 
munity the  opportunity  to  feel  that  this  is  their 
organization  and  that  they  are  important  parts  of 
the  process.  There  is  also,  of  course,  the  real  edu- 
cational value  to  be  gained  by  individual  physi- 
cians who  participate  in  the  review  process  be- 
cause they  will  thus  get  an  overview  of  the  way 
care  is  practiced  in  the  community  as  a whole,  as 
well  as  have  an  exposure  to  norms  and  parameters 
of  care  of  such  practices. 

SIZE  OF  THE  PSRO 

Fourth,  PSROs  must  be  organized  on  local  bases 
of  proper  size.  While  there  is  a requirement  that 
there  must  be  a minimum  of  300  physicians  in  a 
PSRO.  it  is  expected  that  the  average  PSRO  will 
involve  1,000  or  more  doctors  in  an  area.  Again, 
it  is  the  intent  of  the  law  that  PSROs  be  estab- 
lished at  local  levels.  Thus,  a large  state,  such  as 
Illinois  or  Ohio,  might  have  as  many  as  10  or  more 
PSROs,  while  a state  such  as  New  Mexico  or  Utah 
might  have  only  a single  PSRO  covering  the  en- 
tire state. 

Fifth,  the  review  organization  must  employ  in 
its  review  of  care  acceptable  parameters  and  norms 
as  checkpoints. 

ORDERLY  MAINTENANCE  OF  DATA 

Sixth,  data  must  be  maintained  in  orderly  and 
adequate  fashion  to  facilitate  evaluation  and  com- 
parison of  PSRO  performance.  All  of  these  data, 
I might  add,  are  to  be  made  public  regularly  with 
the  exception  of  individual  patient  records.  For 
example,  hospital  and  surgical  utilization  rates 
would  be  regularly  available. 

Now,  who  can  be  designated  as  a PSRO?  Prior- 
ity must  be  given  in  every  case  to  physician- 
sponsored  organizational  applicants  within  the 
PSRO  areas  as  designated  by  the  Secretary,  and 
participation  in  these  organizations  must  be  open 
to  all  physicians  in  the  area.  But  their  simply  say- 
ing “We  want  to  do  it”  is  not  enough. 

(Concluded  on  Page  35) 
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Recent  Trends  In  Oncology 


Series  W ill  Stress  The  Multidisciplinary 
Approach  To  The  Treatment  Of  iVeo- 
plastic  Disease 


By  Arvin  S.  Glicksman,  M.D.  and  Banice  M. 
Webber,  M.D. 


The  professional  and  public  awareness  of  the 
multitude  of  diseases  we  call  cancer  is  unique  to 
our  time.  A century  ago,  in  Victorian  England 
and  America,  most  private  hospitals  did  not  wel- 
come cancer  patients  in  the  general  sendees.  It  was 
this  plight  of  ‘ 'proper  ladies  of  society”  with  can- 
cer which  led  to  the  founding  of  such  great  cancer 
centers  as  the  Memorial  Hospital  in  Xew  York 
and  the  Royal  Marsden  Hospital  in  London.  Even 
25  years  ago,  cancer  was  not  mentioned  as  a 
cause  of  death  in  the  obituaries  of  The  New  York 
Times. 

A generation  ago  a medical  student  upon  grad- 
uation had  just  about  all  the  information  available 
on  cancer  that  he  would  require  throughout  his 
professional  life.  The  number  of  suitable  alterna- 
tives for  the  treatment  of  patients  with  neoplastic 
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disease  were  severely  limited.  Fairly  standard  ap- 
proaches to  a particular  form  of  cancer  were  main- 
tained throughout  his  entire  career.  This  is  no 
longer  so. 

While  the  surgical  principles  governing  the 
anatomic  limits  of  radical  cancer  surgery  were 
enunciated  early  in  this  century,  it  was  only  with 
the  development  of  antibiotics,  modern  anesthesia, 
and  other  life-support  facilities  that  surgical  on- 
cology' has  developed  to  a degree  of  technical  ex- 
cellence which  allows  these  principles  to  be 
exploited  fully  for  the  patient’s  benefit.  It  seems 
probable  that  the  frontiers  of  conventional  sur- 
gical extirpation  have  been  advanced  to  the  ulti- 
mate. To  be  sure,  the  prospect  of  organ  trans- 
plantation opens  new  vistas  in  the  future  of  cancer 
surgery,  but  even  with  total  excision  and  replace- 
ment of  organs  it  is  probable  that  such  radical 
local  control  will  not  be  sufficient  to  extend  the 
surgical  cure  rate  of  cancer  to  significantly  higher 
levels. 

Following  World  War  II,  radiotherapy  became 
heir  to  major  technical  advances.  Radioactive  iso- 
topes, the  bi-product  of  nuclear  fission,  became 
available  for  therapeutic  uses.  Cobalt-60,  a fairly 
inexpensive  material,  now  makes  it  possible  for 
megavoltage  radiation  to  be  available  in  even  re- 
mote parts  of  the  world,  where  technical  support 
for  more  intricate  apparatus  may  not  be  readily 
obtained.  Furthermore,  microwave  research  and 
particle  accelerators  have  laid  the  foundation  for 
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the  development  of  high  energy  linear  accelerators, 
which  can  be  used  to  irradiate  deep-seated  tumors 
with  precision  and  a minimum  of  untoward  ef- 
fects. With  these  new  accelerators  patients  may 
be  treated  with  high  energy  x-rays  and  electron 
beams.  High  energy  radiation  utilizing  accelerated 
nuclear  particles,  such  as  neutrons  and  negative 
pi-mesons,  may  bring  further  advances  in  radia- 
tion therapy.  The  increasing  use  of  computer  im- 
plementation in  planning  and  delivery  of  radio- 
therapy may  add  further  to  the  versatility  of  this 
treatment  modality. 

Perhaps  the  most  spectacular  development  of 
the  last  quarter  century  has  been  the  introduction 
and  successful  application  of  chemotherapeutic 
agents  in  the  management  of  cancer.  This,  again, 
was  a product  of  World  War  II  research,  directly 
derived  from  the  study  of  mustard  gas.  Nitrogen 
mustard  was  the  progenitor  of  a long  line  of  alky- 
lating agents.  In  1945  only  two  chemotherapeutic 
agents  were  in  clinical  use.  This  was  rapidly  fol- 
lowed by  the  introduction  of  oncolytic  antibiotics, 
antimetabolites,  and  a host  of  other  pharmacologi- 
cal agents  which  are  used  extensively  in  the  man- 
agement of  a wide  variety  of  neoplastic  processes. 
The  burgeoning  investigations  in  virology  and 
immunology  hold  promise  of  extending  our  under- 
standing and  therapeutic  approaches  to  the  dis- 
ease. 

Equally  spectacular  over  the  last  quarter  cen- 
tury has  been  the  rate  at  which  the  practice  of 
medicine  as  it  relates  to  cancer  is  changing.  New 
techniques  and  drugs  which  have  become  available 
for  the  control  of  cancer  have  introduced  appre- 
ciable alternatives  in  the  management  of  this  dis- 
ease which  are  available  to  the  practitioner  at 
every  level.  The  complex  problem  of  cancer  man- 
agement does  not  lend  itself  in  most  instances  to 
treatment  by  one  specialty  or  by  one  discipline 
alone.  It  is  almost  axiomatic  that,  if  the  patient 
is  to  be  best  served,  the  intricacies  of  diagnosis 
and  treatment  of  his  disease  must  involve  the 
skills  of  physicians  in  multiple  medical  specialties. 

No  matter  how  diligently  the  modern  practi- 
tioner attempts  to  remain  well  informed,  however, 
the  so-called  “information  explosion”  contributes 
to  his  "ignorance  explosion”.  The  rate  at  which 
he  can  continue  to  acquire,  assimilate,  and  utilize 
information  does  not  approach  the  rate  at  which 
this  new  information  is  being  generated.  His  posi- 
tion relative  to  the  total  body  of  information  even 
in  his  own  field  of  endeavor  becomes  less  and  less 
comprehensive. 


A decade  ago,  the  standard  textbook  of  medi- 
cine, Cecil-Loeb,  reported  that  Hodgkin’s  disease 
was  “a  uniformly  fatal  illness”.  Today,  we  con- 
sider Hodgkin's  disease,  in  the  earlier  stages,  as 
regularly  curable  by  modern  radio-therapeutic  tech- 
niques. Even  in  the  advanced  cases,  significant 
numbers  of  patients,  i.e.,  40  per  cent,  will  be  alive 
at  five  years,  when  treated  by  multi-drug  chemo- 
therapy. A generation  ago,  a child  with  acute 
lymphatic  leukemia  (ALL)  had  a life  expectancy 
of  three  months.  Today,  50  per  cent  of  the  chil- 
dren with  this  diagnosis  will  be  alive  at  five  years, 
if  treated  by  the  newer  chemotherapeutic  agents, 
and  the  judicious  use  of  radiation  therapy.  Yet, 
it  would  appear  that  only  15-20  per  cent  of  all 
children  with  ALL  are  surviving  five  years.  If 
every  pediatric  center  and  every  pediatrician  were 
aware  of  the  potential  benefits  of  modern  drug 
treatment,  perhaps  all  children  with  this  diagnosis 
would  have  an  opportunity  of  responding  to  the 
medication. 

Although  these  spectacular  reversals  in  prog- 
nosis may  be  fairly  well  known  to  the  medical 
and  lay  public,  there  have  been  other  substantial 
advances  in  the  management  of  more  commonly  oc- 
curring cancers  as  well.  If  all  of  these  small,  but 
important,  contributions  in  the  diagnosis  and  man- 
agement of  these  cancers  were  to  be  applied  to 
every  patient,  perhaps  10-15  per  cent  more  pa- 
tients would  be  cured  of  their  disease,  and  the 
quality  of  their  survival  would  be  significantly 
improved. 

By  bringing  to  the  attention  of  the  medical 
community  that  which  is  most  current  and  ap- 
plicable in  the  management  of  neoplastic  disease, 
it  is  hoped  that  the  many  advances,  small  and 
large,  will  find  their  way  into  the  regional  prac- 
tice of  medicine.  Plans  have  been  made  to  present 
a series  of  papers  in  the  varying  practical  aspects 
of  the  diagnosis  and  management  of  the  patient 
with  cancer.  Approximately  six  papers  will  appear 
in  the  Rhode  Island  Medical  Journal  yearly, 
each  dealing  with  a different  aspect  of  the  cancer 
problem.  The  concept  of  the  multidisciplinary  ap- 
proach to  the  treatment  of  neoplastic  disease  will 
be  stressed,  and  current  and  practical  approaches 
to  treatment  will  be  offered.  This  series  will  be 
authored  by  local  physicians,  all  of  whom  have 
a special  interest  in  the  treatment  of  cancer  and 
who  represent  a multiplicity  of  approaches.  Thus, 
surgery  and  various  surgical  specialties,  radiation 
(Concluded  on  Page  35) 
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Carcinoma-In-Situ  Of  The  Larynx 


Apparent  Increased  Incidence  Attrib- 
uted To  Better  Diagnosis  With  Use  Of 
Microlaryngoscopy 


By  Francis  L McNelis,  M.D. 


Carcinoma-in-situ  is  an  intra  epithelial  carci- 
noma without  subepithelial  invasion.  Most  au- 
thorities consider  it  to  be  pre-malignant.  Histo- 
logically the  tumor  cells  are  found  at  all  levels 
within  the  epithelium  without  evidence  of  matura- 
tion toward  the  surface,  or,  in  other  words,  there 
is  an  absence  of  cellular  differentiation.  The  cri- 
teria used  in  our  laboratory  to  establish  the  diag- 
nosis of  carcinoma-in-situ  are  cellular,  and 
especially  nuclear,  atypicality,  loss  of  polarity,  and 
mitosis.  Basal  cell  hyperplasia  and  abnormal  kera- 
tinization  may  be  minimal.  The  typical  pattern 
of  the  disease  in  our  cases  is  shown  in  Fig.  1. 

In  the  past  five  years  we  have  experienced  a 
marked  apparent  increase  in  the  incidence  of  the 
diagnosis  of  carcinoma-in-situ  of  the  vocal  cords. 
This  can  be  attributed  directly  to  the  development 
of  laryngoscopy  aided  by  supravital  staining 
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(toludine  blue)  and  microscopic  visualization  of 
the  vocal  cords.  Lewey  Suspension  or  Killian  Sus- 
pension are  also  a necessary  part  of  the  technique. 
Micro-accurate  removal  of  the  lesion  with  sub- 
mission of  much  better  biopsy  specimens  have 
also  contributed  to  the  rendering  of  this  diagnosis 
by  the  pathologist. 

Carcinoma-in-situ  was  the  diagnosis  rendered 
in  12  cases  at  the  Rhode  Island  Hospital  from 
1968  through  1970.  During  that  period  irradiation 
was  felt  to  be  the  treatment  of  choice  and  eight 
of  these  cases  were  treated  w-ith  full  tumoricidal 
dosage.  However,  our  Radiotherapy  Department 
has  always  accepted  these  cases  for  treatment  re- 
luctantly, cautioning  us  against  the  potential  of 
post-irradiation  carcinoma  and  late  irradiation 
changes  such  as  chondronecrcsis.  Therefore  a long 
careful  look  was  taken  at  the  four  cases  not 
irradiated. 

These  were  limited  lesions  in  w'hich  total  micro- 
accurate  excision  of  the  area  outlined  by  the  tolu- 
dine blue  constituted  the  treatment.  The  irritative 
factor  in  each  case  wras  also  removed.  Three  who 
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Figure  1 


were  heavy  smokers  stopped  smoking.  The  fourth 
had  his  lesion  on  the  cord  opposite  to  a vocal  cord 
polyp,  which  was  removed.  These  cases  have  now 
been  followed  for  from  three  to  five  years,  are  all 
free  of  disease,  and  have  good  voices.  Follow-up 
has  consisted  of  periodic  mirror  examinations  in 
cooperative  patients,  as  well  as  one  microlaryngo- 
scopy in  each  about  six  months  after  the  surgery. 

Previously,  the  absence  of  permanent  voice 
change  was  the  major  advantage  of  x-ray  therapy 
over  surgical  excision  of  small  malignant  lesions, 
but  with  the  development  of  laryngeal  micro- 
surgery transoral  removal  can  be  accomplished 
without  any  or  with  only  minimal  voice  change. 
Therefore  it  is  now  our  policy  to  avoid  irradiation 
for  carcinoma-in-situ  unless  the  lesion  is  multifocal 
or  wide  spread.  Another  indication  for  irradiation 
would  be  age,  as  patients  over  60  are  ifelt  to  be 
best  treated  by  this  modality.  Younger  patients 
would  now  be  treated  by  surgery  or  even  by  laryn- 
gofissure  if  necessary,  since  the  age  may  really 
reflect  the  biologic  activity  of  the  lesion.  Radio- 
therapy could  thus  be  reserved  for  a later  date 
and  laryngectomy  avoided  if  recurrence  should  de- 
velop, especially  in  a patient  who  refuses  to  stop 
smoking. 

At  the  Rhode  Island  Hospital  carcinoma-in-situ 
is  included  in  the  Tumor  Registry,  and  is  classified 
according  to  the  TNM  System  as  advocated  by 
the  American  Joint  Committee  for  cancer  staging 
and  end  result  reporting.  Carcinoma-in-situ  is  clas- 
sified as  Tis  No  Mo  and  placed  in  Stage  0.  If  even 
micro-invasion  is  noted,  the  classification  is  ad- 
vanced to  T1  No  Mo  and  placed  in  Stage  1. 

CONCLUSION 

1.  Carcinoma-in-situ  is  an  intra-epithelial  carci- 
noma in  that  there  is  an  absence  of  differen- 
tiation. It  should  be  considered  as  a pre- 
malignant  lesion. 


2.  Apparent  increased  incidence  of  the  diag- 
nosis is  due  to  microlaryngoscopy  with  supra- 
vital staining  and  better  biopsy  specimen. 

3.  Treatment  by  intra-oral  surgery  is  now  ad- 
vised except  in  multifocal  and  widespread 
lesions  or  in  patients  over  age  60. 

4.  Cases  are  followed  in  the  hospital  Tumor 
Registry  with  classification  made  in  TNM 
of  the  American  Joint  Committee  for  cancer 
staging  and  end  result  reporting. 
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International  Conference  on  Clinical  Problems 
in  Gastroenterology,  to  be  held  in  Jerusalem 
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Laparoscopy-Peritoneoscopy 


Safety , Accuracy , And  Moderate  Cost 
Should  Encourage  Wider  Use  Of  This 
Method 


By  Joseph  J.  O’Neill,  M.D.,  F.A.C.O.G.  and 
Robert  T.  O’Neill,  M.D.,  F.A.C.O.G. 


Visual  inspection  of  the  abdominal  cavity  was 
first  accomplished  in  1901  by  Ott  of  Petrograd5 
by  means  of  culdotomy.  Kelling  of  Dresden4,  in 
1901,  and  Jaecobeaus  of  Stockholm3,  in  1910,  both 
are  credited  with  the  original  description  of  peri- 
toneoscopy or  laparoscopy.  The  technique  has  been 
refined  by  many  workers  and  described  extensively 
in  texts  by  Gohen1,  Fragenheim2,  Palmer6,  Step- 
toe7,  and  Wittman9. 

Fiberoptics  plus  an  accurate  means  of  creating 
and  maintaining  a pneumoperitoneum  have  been 
primary  factors  in  the  recent  interest  in  laparo- 
scopy. Gynecologists  have  been  foremost  in  using 
this  technique  in  practice8. 

MATERIALS  AND  METHODS 

This  study  includes  our  experience  with  laparo- 
scopy from  October  1970  through  July  of  1973. 
Our  total  number  of  patients  is  150,  including 
five  attempts  at  laparoscopy  with  failure  to  visu- 
alize the  abdominal  cavity  (Table  I).  We  no 

JOSEPH  J.  O’NEILL,  M.D.,  of  Wakefield,  Rhode 
Island. 

ROBERT  T.  O’NEILL,  M.D.,  of  Wakefield, 
Rhode  Island. 

From  the  Department  of  Obstetrics  and  Gynecology, 
South  County  Hospital,  Wakefield,  Rhoode  Island. 


longer  attempt  the  procedure  in  very  obese  women 
because  of  this  experience.  Culdoscopy  is  used  for 
diagnostic  purposes  and  culdotomy  for  steriliza- 
tion in  such  cases. 


Table  I 

Laparoscopy  Cases 

Tubal  Ligation  83 

Infertility  Studies  ith  Normal  Pelvic  Anatomy  16 

Tubal  Obstruction  3 

Endometriosis  2 

Abdominal  Pain  with  Normal  Findings  32 

Tuboovarian  Disease  6 

Removal  of  Abdominal  IUUD’s  3 

Failed  5 


Total  150 


The  literature  describes  complications  related 
to  anesthesia  and  inadvertent  puncture  of  viscera 
and  blood  vessels;  however,  w'e  have  only  had  two 
major  complications  to  the  present.  The  first  of 
these  was  a thermal  perforation  of  a loop  of  small 
bowel  which  was  seen  and  repaired  immediately. 
The  second  complication  occurred  secondary  to 
dense,  fibrinoid  reaction  at  the  site  of  tubal  co- 
agulation which  resulted  in  a mechanical  ileus. 
This  was  corrected  surgically. 

DISCUSSION 

Laparoscopy  as  indicated  by  our  study  lends 
itself  readily  to  the  problems  requiring  entering 
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the  abdominal  cavity  with  a minimum  of  trauma, 
The  majority  of  patients  undergoing  the  proce- 
dure are  hospitalized  for  less  than  48  hours,  and 
we  are  presently  hoping  for  a much  shorter  hos- 
pital stay  for  our  future  patients.  The  miniature 
scars  with  little  if  any  postoperative  pain  are  defi- 
nite factors  favoring  this  approach. 

The  indications  for  the  technique  include  tubal 
sterilization,  abdominal  or  pelvic  pain,  infertility 
studies,  suspected  ectopic  pregnancy,  adnexal  evalu- 
ation, liver  biopsy  and  visualization,  IUD  re- 
moval from  the  abdomen,  abdominal  exploration 
following  sharp  trauma.  Contraindications  include 
acute  peritonitis,  medical  problems  which  would 
not  allow  anesthesia,  plus  relative  factors  such  as 
previous  multiple  abdominal  surgery.  In  addition 
to  the  general  indications,  the  gynecologist  is  able 
to  lyse  adhesions,  aspirate  ovarian  cysts,  as  well 
as  biopsy  them,  and  perform  tubal  lavage.  The 
instrument  may  also  be  used  for  vaginal  explora- 
tion in  children. 

The  view  of  the  abdominal  contents  by  means 
of  peritoneoscopy  is  equal  to  that  of  laparotomy. 
This  allows  for  exploration  and  recording  of  the 
major  abdominal  organs  for  future  reference.  By 
means  of  this  equipment  excellent  photographs 
may  be  taken  with  the  available  cold  light  source, 
using  modern  cameras  and  film. 

The  taking  of  a formal  course  in  the  use  of  the 
laparoscope  is  suggested  by  many  authorities,  be- 
cause most  of  the  complications  reported  occur 
early  in  the  operator’s  use  of  the  instrument.  Our 


own  experience  supports  this. 

Local,  general,  and  regional  anesthetics  have 
all  been  utilized  with  this  technique.  The  few  re- 
ported instances  of  mortality  related  to  the 
method  have  been  primarily  anesthetic  complica- 
tions. 

SUMMARY 

The  availability  of  the  modern  laparoscope 
meets  a definite  need  in  the  diagnostic  and  thera- 
peutic invasion  of  the  abdominal  cavity.  Safety, 
accuracy,  and  moderate  cost  should  encourage  the 
wider  use  of  this  instrument.  We  should  like  to 
convey  our  enthusiasm  for  this  technique. 
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PREPARATION  OF  A MANUSCRIPT 


Manuscripts  for  publication  and  correspondence 
relating  to  them  should  be  sent  to: 

Editor,  Rhode  Island  Medical  Journal 

106  Francis  Street 

Providence,  Rhode  Island  02903 

Manuscripts  should  be  typewritten  on  one  side 
of  the  paper  only,  double-spaced,  and  with  liberal 
margins.  References  should  be  placed  at  the  end 
of  the  article  and  should  be  listed  according  to  the 
order  in  which  they  are  cited  in  the  text. 

References  should  be  based  on  the  form  used  in 


INDEX  MEDICUS  giving  author  (co-authors  up 
to  three;  et  al.  for  more  than  three)  with  initials, 
title  of  article  omitting  all  but  first  capital,  title 
of  journal,  volume,  first  and  last  pages,  month 
(week),  year  (e.g.,  Doe  J,  Blank  RS:  New  ap- 
proaches to  . . . Rhode  Island  Med  J 92:100-110, 
Feb  80).  Journal  titles  should  be  listed  as  they 
existed  at  the  time  of  publication. 

References  to  books,  monographs,  and  pam- 
phlets should  indicate  the  author(s),  title,  pub- 
lisher’s name,  place  and  date  of  publication,  edi- 
tion, and  page  number  of  the  reference. 
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FORMULA 


Published  on  the  next  page  are  the  Phase 
IV  regulations  relating  to  medical  practitioners 
as  published  in  the  Federal  Register.  The  key 
regulation  states:  “The  aggregate  weighted  price 
computed  on  the  preceding  calendar  year’s  billings 
for  all  services  and  property  may  not  be  more 
than  104  per  cent  of  the  aggregate  weighted  price 
for  all  services  and  property  lawfully  in  effect 
in  the  last  day  of  the  preceding  calendar  year”. 
For  your  information  we  print  here  the  formula 
for  computing  the  percentage  aggregate  wTeighted 
price  increase: 

P1-P2 

%AWPI=S X— X100 

Pi  B, 

GENERIC  VERSUS 

Prescription  drugs  filled  by  pharmacists  are 
presently  required  by  law’  to  conform  to  the  writ- 
ten order  of  the  physician.  These  antisubstitution 
laws  w’ere  developed  at  the  turn  of  the  century  to 
prevent  widespread  counterfeiting  of  drugs,  at  that 
time  rampant.  Subsequently,  an  enormous  drug 
industry  flourished,  and  brand  name  drugs  have 
become  a major  component  of  medical  therapy. 
But  drug  costs  have  soared  along  with  other  medi- 
cal costs  to  the  patient.  Investigation  of  these  drug 
costs  has  revealed  a wide  disparity  in  apparently 
similar  preparations  at  times  difficult  for  patient 
and  doctor  alike  to  understand.  A current  legis- 
lative battle  challenges  the  antisubstitution  laws 
and  favors  generic  prescription.  Chemical  equiva- 
lence among  brand  name  drugs  has  seemed  a suf- 
ficient legal  requirement  to  impose  on  the  phar- 
macist with  the  thought  that  the  least  expensive 
of  several  similar  formulations  wrould  satisfy  the 
medication  intent,  and  save  the  purchaser  money. 

It  is  now  apparent  that  at  least  some  generic 
drugs  have  quite  variable  bioavailability  and  pro- 


wdiere : 

Pi — the  price  lawfully  in  effect  on  the  last  day  of 
the  immediately  preceding  calendar  year  for 
a service  or  property. 

P2  = the  highest  price  charged  during  the  current 
calendar  year  for  that  service  or  property. 

B]=the  actual  gross  billings  the  immediately  pre- 
ceding calendar  year  for  that  service  or  prop- 
erty. 

B2  = the  total  gross  billings  during  the  immediately 
preceding  calendar  year  for  all  services  or 
property. 

= the  sum  of 

Your  editors  do  not  understand  this  formula. 


AND  NAME  DRUGS 

duce  uneven  drug  effects,  for  example  digoxin, 
the  most  widely  prescribed  digitalis  glycoside.  In 
April  1973  a group  of  12  medical,  dental,  and 
pharmaceutical  organizations  adopted  a joint  state- 
ment supporting  the  traditional  prescription  drug 
antisubstitution  laws  and  regulations.  The  group 
included  the  American  Medical  Association,  Amer- 
ican College  of  Physicians.  American  Academy  of 
Family  Physicians,  and  the  Pharmaceutical  Manu- 
facturers Association.  In  part  the  statement  says: 
“The  role  of  physicians  and  dentists  in  product 
selection  remains  primary  and  does  not  permit 
delegation  of  decisions  requiring  medical  and  dental 
judgment.  The  physician  or  dentist  is  clearly  the 
one  to  exercise  control  over  patient  therapy.  They 
have  much  more  information  about  the  patient 
with  which  to  make  a prescribing  decision  than 
does  a pharmacist.” 

Clearly  what  the  physician  requires  of  a drug 
is  therapeutic  equivalency,  which  is  not  discover- 
able by  the  pharmacist. 


PUBLIC  RELATIONS  PROBLEMS?  ASK  YOUR  PATIENTS* 


Much  has  been  said  and  written  about  the 
public  relations  of  the  medical  profession.  Re- 
ports are  frequently  critical.  One  widely  read 

^Reprinted  from  the  Journal  of  the  Iowa  Medical 
Society  (663:250D,  June  1973)  with  the  permission 
of  the  author  and  publisher. 


survey  concluded  that  most  patients  felt  well 
treated  by  their  owm  physicians  but  regarded  the 
public  relations  of  all  physicians  as  not  entirely 
satisfactory’. 

The  attitude  of  some  physicians  and  their  office 
staff  might  be  — why  bother  — wre  have  more 
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patients  than  we  can  handle.  We  hope  these  offices 
are  in  the  minority.  A much  more  satisfying  prac- 
tice results  from  good  public  relations,  and  im- 
proves the  entire  medical  image. 

How  do  your  patients  feel  about  the  public 
relations  of  your  office?  One  way  to  find  out  is 
to  ask  them.  One  of  our  field  consultants  devel- 
oped a questionnaire  which  was  mailed  with  a 
stamped  envelope  to  a sampling  of  patients. 
Through  a questionnaire  the  patient  has  an  oppor- 
tunity, anonymously  if  he  wishes,  to  express  him- 
self with  satisfactory  or  dissatisfactory  comments, 
or  constructive  criticism.  The  wording  of  the  ques- 
tionnaire will  depend  on  the  information  desired 
and  your  own  circumstances. 

Following  are  some  suggestions: 

• When  you  telephoned  our  office  did  the  recep- 
tionist answer  your  call  promptly  and  courteously? 

• When  you  called  for  an  appointment  how  much 
time  elapsed  between  the  call  and  the  actual  ap- 
pointment? 

• When  you  came  to  our  office  did  you  find  a 
place  to  park  promptly? 

• When  you  arrived  for  your  appointment,  how 
long  did  you  wait  before  being  seen? 

• Do  you  find  our  medical  assistants  courteous, 
friendly?  efficient? 

• Do  you  find  our  reception  room  comfortable? 
If  not,  why? 

• Do  you  feel  that  our  “after  hours”  service  (an- 
swering service,  coverage,  emergency  room)  is  ade- 
quate? If  not,  explain. 

• Have  we  explained  the  answers  to  your  ques- 
tions, problems  and  conditions  in  understandable 
terms?  If  not,  explain. 

• How  do  you  feel  about  our  fees  in  relation  to 
other  goods  and  services? 


O Do  you  have  any  complaints  or  suggestions 
about  our  billing  systems?  Our  insurance  pro- 
cedures? 

• We  will  welcome  any  other  comments  or  sug- 
gestions to  help  us  improve  our  service  to  you 
and  your  family.  Use  reverse  side  of  page  if  needed. 

The  questionnaire  should  be  simple  and  brief. 
Ask  specific  questions.  Indicate  that  it  need  not 
be  signed.  This  will  bring  more  frank  and  useful 
information.  The  form  should  be  well  designed 
and  professionally  duplicated.  If  you  feel  some 
replies  may  not  come  to  your  attention,  the  return 
envelope  could  be  addressed  to  an  outside  party, 
a P.O.  box,  or  your  home. 

In  the  example  cited,  the  results  were  enlight- 
ening. A fair  number  of  respondents  reported  the 
receptionist  was  frequently  brusk  and  unfriendly. 
Others  mentioned  what  they  felt  were  unnecessarily 
long  wait  beyond  their  appointed  time.  One  re- 
spondent suggested  a good  solution  to  a traffic 
problem  in  the  office  parking  lot. 

Like  all  surveys  and  studies,  the  efforts  are 
wasted  if  nothing  is  done  with  the  results.  Some 
of  the  criticisms  may  be  beyond  control  — for 
example  an  overloaded  practice  operating  at  ut- 
most efficiency  desperately  searching  for  an  asso- 
ciate will  be  well  aware  that  patients  are  waiting 
beyond  their  appointed  time. 

Public  relations  is  the  art  or  technique  of  pro- 
moting goodwill  — • the  action  of  an  individual  in 
promoting  goodwill  between  himself  and  the  pub- 
lic. If  you  are  genuinely  interested  in  improving 
your  public  relations  a questionnaire  may  be  the 
answer. 

Larry  E.  Leaverton 
Director  of  Research  and  Development 
for  Professional  Management  Mid- 
west. 


FROM  THE  FEDERAL  REGISTER 

PART  150  - COST  OF  LIVING  COUNCIL  PHASE  IV  REGULATIONS* 
Subpart  O— Health  Care 

Medical  Practitioners 


[ § 150.508  Price  increase  limitations,  (a)  ] 

(1)  The  aggregate  weighted  price,  computed 
on  the  preceding  calendar  year’s  billings,  for  all 
services  and  property  may  not  be  more  than  104 
per  cent  of  the  aggregate  weighted  price  for  all 

*From  The  Federal  Register,  Wednesday,  Novem- 
ber 28,  1973. 


services  and  property  lawfully  in  effect  on  the  last 
day  of  the  preceding  calendar  year;  and 

(2)  The  price  charged  for  any  service  or  prop- 
erty may  not  be  more  than  110  per  cent  of  the 
price  lawfully  in  effect  for  that  service  or  property 
on  the  last  day  of  the  preceding  calendar  year 
(Continued  on  Next  Page) 
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(however  this  subparagraph  does  not  require  that 
price  increases  be  limited  to  amounts  less  than 
$1.00). 

(b)  The  price  specified  in  a fixed  dollar 
amount  contract  including  a maximum  or  mini- 
mum guarantee  may  not  exceed  106.2  per  cent 
of  the  amount  specified  in  the  contract  in  the 
preceding  contract  year. 

(c)  Notwithstanding  the  limitation  of  para- 
graph (a)  (1)  of  this  section,  any  unused  aggre- 
gate weighted  price  increase  to  which  a medical 
practitioner  is  lawfully  entitled  (including  those 
accruing  prior  o the  effective  date  of  this  regu- 
lation) may  be  accumulated  but  not  compounded. 

(d)  The  formula  for  computing  the  percentage 
aggregate  weighted  price  increase  (%AWPI)  is 
as  follows: 

where : 

Pi— P2 

% A WPI  = I X— X100 

Pi  b2 

Pi — the  price  layfully  in  effect  on  the  last  day  of 
the  immediately  preceding  calendar  year  for 
a sendee  or  prooperty. 

P2  = the  highest  price  charged  during  the  current 
calendar  year  for  that  sendee  or  property. 

Bj=the  actual  gross  billings  the  immediately  pre- 
ceding calendar  year  for  that  service  or  prop- 
erty. 

B2  = the  total  gross  billings  during  the  immediately 
preceding  calendar  year  for  all  sendees  or 
property. 

- the  sum  of 

(e)  Dentists — items  using  gold.  A dentist  may 
increase  the  price  of  a dental  item  in  which  gold 
is  used,  without  regard  to  paragraphs  (a)  (1)  and 
(a)  (2)  of  this  section,  to  reflect  the  increase  since 
January  1,  1974.  in  the  cost  of  gold  used  in  that 
item  on  a dollar-for-dollar  basis,  without  rounding 
off.  Any  increase  in  the  cost  of  gold  used  in  that 
item  shall  likewise  be  reflected,  dollar-for-dollar 
in  the  price  of  that  item. 

§ 150.509  Revenue  margin  limitation. 

(a)  In  addition  to  the  limitations  set  forth  in 
§ 150.508,  if  a medical  practitioner  increases  any 
price,  except  for  a price  charged  under  a contract 
with  an  HMO,  over  the  price  lawfully  in  effect  on 
the  last  day  of  the  preceding  fiscal  year,  his  reve- 
nue margin  during — 

( 1 ) That  fiscal  year,  if  the  price  is  increased 
during  the  first  fiscal  quarter,  or 

(2)  That  fiscal  year  and  the  succeeding  fiscal 
year,  if  the  price  is  increased  subsequent  to  the 
first  fiscal  quarter — may  not  exceed  his  base  period 
revenue  margin. 


(b)  If  a medical  practitioner  has  incorporated 
during  or  subsequent  to  the  base  period,  the  medi- 
cal practitioner  shall  determine  his  revenue  margin 
and  base  period  revenue  margin  under  paragraph 
(a)  of  this  section  by  excluding  from  operating 
expenses  any  salary  or  pension  or  other  deferred 
compensation  in  excess  of  the  amount  permitted 
to  be  deferred  under  26  U.S.C.  401  (the  Keogh 
Plan)  and  paid  to  any  individual  medical  prac- 
titioner employed  by  and  who  is  an  officer  or 
owner  of  the  corporation. 

§ 150.510  New  services  or  property. 

The  price  for  a newT  service  or  property  or  for 
a service  or  property  being  provided  in  a new 
market  shall  be  determined  as  follows: 

(a)  To  the  maximum  extent  possible,  the  price 
of  the  service  or  property  shall  be  the  average 
price  received  in  a substantial  number  of  current 
transactions  by  other  comparable  medical  prac- 
titioners providing  comparable  health  care  services 
and  properties. 

(b)  If  comparable  health  care  services  or  prop- 
erty are  not  provided  by  other  comparable  medi- 
cal practitioners,  then  the  medical  practitioner  may 
use  any  other  pricing  practice  commonly  used  by 
other  comparable  medical  practitioners  engaged 
in  comparable  medical  practice. 

§150.511  Group  formation. 

The  price  with  respect  to  the  furnishing  of  a 
service  or  property  w'hen  one  medical  practitioner 
has  joined  or  formed  a group  with  another  medical 
practitioner  or  practitioners  shall  be — 

(a)  The  price  in  effect  for  each  of  the  medical 
practitioners;  or 

(b)  The  highest  price  charged  for  the  service 
or  property  by  all  medical  practitioners  in  at  least 
40  per  cent  of  their  transactions  with  the  same 
class  of  purchasers  during  the  proceeding  calendar 
year. 

§ 150.512  Price  schedules. 

Each  medical  practitioner  shall  maintain,  even 
if  no  price  increases  are  implemented,  at  each  of 
its  facilities  a schedule  showing  his  prices  in  effect 
on  October  1,  1973  for  each  class  of  purchasers  for 
his  principal  services  or  property,  each  subsequent 
change  in  the  price  of  these  services  or  property, 
the  date  the  change  of  price  wras  made,  and  the 
weights  of  these  services  or  property  used  to  de- 
termine the  aggregate  weighted  price  change.  The 
schedule  shall  be  made  available  for  public  in- 
spection. and  a copy  shall  be  furnished  to  any 
person  upon  request.  Each  practitioner  shall  post 
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a conspicuous  and  easily  readable  sign  in  each  of 
his  facilities  stating  the  availability  and  location 
of  the  schedule.  Xo  price  may  be  increased  before 
the  sign  is  posted  and  the  schedule  is  made  avail- 
able for  public  inspection. 

§ 150.513  Exceptions 

No  medical  practitioner  may  implement  a price 
increase  in  excess  of  the  limitations  set  forth  in 
these  sections  unless  the  medical  practitioner  has 
requested  and  received  an  exception  from  the  Cost 
of  Living  Council  for  the  purpose  of  preventing 
or  correcting  a serious  hardship  or  gross  inequity. 
Subject  to  the  general  requirements  relating  to 
exceptions  imposed  by  Part  155,  the  Council  shall 
consider  all  relevant  factors  in  reviewing  an  ex- 
ception request,  such  as — 

(a)  The  prices  lawfully  in  effect  prior  to  the 
effective  date  of  this  regulation  or  base  period 
revenue  margin  are  not  substantially  representa- 
tive of  the  nature  of  the  petitioner's  current  prac- 
tice. 

(b)  In  the  absence  of  the  factors  in  paragraph 
(a)  of  this  section,  there  is  a presumption  that 
the  petitioner’s  revenue  margin  must  be  declining 

t 


before  the  following  are  to  be  considered  as  fac- 
tors that  may  cause  the  petitioner  a serious  hard- 
ship or  gross  inequity— 

(1)  Government  mandated  cost  increases: 

(1)  Costs  incurred  with  respect  to  wage  in- 
creases for  employees  whose  wages  are  substand- 
ard, as  defined  in  § 152.32  of  this  Title,  or  below 
minimum  wage  rates  imposed  by  Federal  or  State 
statutes  of  general  application. 

(3)  Cost  increases  related  to  substantial  and 
significant  improvements  in  the  quality  of  service 
or  property  already  provided; 

(4)  Current  operating  revenues  inadequate  to 
meet  current  operating  expenses; 

(5)  Significant  change  in  amount  of  bad  debts; 
and 

(6)  Effective  cost  containment  initiatives  un- 
dertaken by  the  medical  practitioner. 

(c)  In  the  case  of  a request  for  an  exception 
to  the  revenue  margin  limitation,  the  Council  will 
consider  a demonstrable  increase  in  the  amount 
of  medical  care  delivered  (including  as  one  meas- 
urement, the  additional  total  hours  worked). 


DERMAQUIZ 

(Conducted  by  Francesco  Ronchese,  M.D.) 


A notched  upper  incisor  tooth. 

Answer  on  Page  35 


January  1974 
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Report  Of  The  House  Of  Delegates  Of  The  Rhode 
Island  Medical  Society 


A Summary  Of  The  Meeting  Of  Octo- 
ber 3 , 1973* 

EMERGENCY  MEDICAL  SERVICES 
COMMITTEE 

The  Emergency  Medical  Services  Committee  is 
oonducting  the  training  of  Rescue  Squad  Workers 
and  other  personnel  in  its  Emergency  Medical 
Technician  Course  from  6:30  to  9:30  p.m.  at 
Rhode  Island  Junior  College.  The  class  enroll- 
ments are  as  follows:  Monday,  37  students;  Tues- 
day, 39;  Wednesday,  27;  and  Thursday,  34  stu- 
dents. Classes  are  held  from  6:30  to  9:30  p.m.; 
in  addition  to  the  didactive  schedule,  each  student 
must  complete  15  hours  of  clinical  work  at  an 
Emergency  Room  of  the  following  hospitals:  Rhode 
Island,  Roger  Williams,  Pawtucket  Memorial,  The 
Miriam,  Woonsocket,  Fogarty,  St.  Joseph’s,  and 
Kent  County  Memorial. 

A six  hour  session  in  extrication  of  injured  per- 
sonnel from  wrecked  vehicles  will  also  be  included 
in  the  training  course.  These  practical  exercises 
will  be  conducted  Saturday,  9 a.m.  to  3 p.m.  on 
October  20  or  27.  The  September,  1973  course 
will  total  66  hours  for  each  student.  This  is  the 
highest  total  of  hours  since  the  inception  of  the 
Emergency  Medical  Technician  course. 

* * * 

In  a companion  matter,  upon  receipt  of  a grant 
from  the  Regional  Medical  Program,  there  has 
been  established  at  Rhode  Island  Junior  College 
an  Advanced  EMT  course  of  48-50  hours.  This 
course  includes  work  at  Rhode  Island  Hospital 
CUU  through  Robert  Capone,  M.D.  and  Kent 
County  Memorial  Hospital  through  Francis  Lamb, 
M.D.  Seventy-two  students  are  enrolled  — 12 
each  will  train  clinically  at  Kent  County  Memorial 
Hospital,  and  12  each  from  Providence,  East 
Providence,  and  Barrington  Fire  Departments  who 
will  train  clinically  at  Rhode  Island  Hospital.  The 
lecture  aspect  of  the  course  will  be  held  at  Rhode 
Island  Junior  College,  two  nights  per  week  for 
six  weeks  (Tuesday  and  Thursday).  The  clinic 
assignment  will  include  a minimum  of  24  hours 
in  the  two  hospitals.  The  group  of  72  will  be  split 

*Continued  from  December,  1973  Issue  (Vol.  56, 
No.  12). 


into  two  sections  of  36  each.  Section  one  will  meet 
September  11  through  November  1;  section  two 
will  meet  October  29  through  December  20. 

* * * 

Radio  Telemetry  Equipment  is  on  order  and  is 
expected  to  be  installed  and  operational  by  the 
end  of  this  year.  This  program  will  provide  the 
six  communities  of  Cranston,  Warwick,  West  War- 
wick,  Providence,  East  Providence,  and  Barring- 
ton with  one  Intensive  Care  Mobile  Unit  in  service 
at  that  time  with  12  trained  Advanced  EMTs 
capable  of  using  a portable  defibrillator  admin- 
istering I.V.  and  I.M.  injections  under  radio  voice 
orders  from  a physician  at  the  base  station,  Rhode 
Island  Hospital  or  Kent  County  Memorial  Hos- 
pital. 

In  other  matters,  the  Committee  Chairman  has 
been  named  the  Medical  Advisor  to  the  Rhode 
Island  Emergency  Medical  Services  Planning 
Project  Policy  Committee  which  regularly  met  dur- 
ing the  summer  months  and  will  meet  during  the 
fall.  The  Chairman  is  a member  of  the  EMS  Com- 
munication Committee  and  EMS  Advisory  Com- 
mittee, besides  the  Policy-making  Committee. 

The  Rhode  Island  Emergency  Medical  Services 
Planning  Project  has  submitted  a grant  proposal 
to  the  Robert  Wood  Johnson  Foundation  for  $250,- 
000  to  establish  a communication  link  in  the  New- 
port County  area.  As  a member  of  the  Policy  Com- 
mittee of  the  Project  and  Chairman  of  the  EMS 
Committee  of  the  Medical  Society,  a letter  was 
sent  under  my  signature  to  the  Rhode  Island 
Health  Services  Research  Inc.  supporting  the  grant 
proposal  request. 

The  Rhode  Island  EMS  Planning  Project  is 
now  discussing  the  categorization  of  hospital  emer- 
gency rooms  and  will  hopefully,  in  the  near  future, 
draft  guidelines. 

I wish  to  express  at  this  time  my  deep  appre- 
ciation to  Deputy  Chief  Ronald  S.  Jones  of  the 
Cranston  Fire  Department  for  his  excellent  and 
devoted  service  to  the  work  of  Emergency  Medi- 
cal Services  in  Rhode  Island,  especially  as  co- 
( Continued  on  Page  31) 


30 


Rhode  Island  Medical  Journal 


AMA’s  2nd  INTERNATIONAL 
HEALTH  CONFERENCE 
MARCH  22-APRIL  7,  1974 

(Earlier  overlapping  group:  March  17  - April  2) 

Australia 


Co-sponsored  by  American  Medical  Association  and 
Australian  Medical  Association,  with  cooperation  by  New 
South  Wales  Branch  of  the  Australian  Medical  Association, 
the  Australian  Post-Graduate  Federation  and  Post-Graduate 
Committees  of  the  University  of  New  South  Wales  ar.d  the 
University  of  Sydney  Medical  Schools,  and  the  Royal 
Australian  College  of  General  Practitioners. 


In  preparation  is  a unique  and  fasci- 
nating 3-day  scientific  program,  pre- 
sented by  leading  Australian  profes- 
sors and  clinicians,  focusing  on  many 
of  their  latest  research  and  clinical 
experiences  in  medicine,  including 
skin  cancer  and  melanoma,  the  pre- 
vention and  management  of  occlusive 
vascular  disease,  and  advances  in 
immunology  and  genetics.  In  addition, 
there  will  be  presentations  on  the 
following: 

• Australia’s  Royal  Flying  Doctor 
Service  for  medical  communica- 
tions and  health  care  delivery  to 
the  Outback  and  remote  areas.  * 

• Australian  blood  transfusion  ser- 
vices 

• Multiphasic  health  screening  ser- 
vices 

• Aboriginal  medical  services 


• New  Guinea  and  tribal  medicine 

* There  is  an  exciting  opportunity  for 
a limited  number  of  physicians  to 
actually  work  and  fly  with  the  Royal 
Flying  Doctors  for  2 to  5 days.  Sign 
up  now  on  the  attached  registration 
form. 

The  11 -day  tour  portion  of  the  Con- 
ference is  just  as  exciting.  Along  with 
comprehensive  tours  of  Australia’s 
major  cities  — Melbourne,  Can- 
berra, and  Sydney  — you’ll  visit  the 
bushland;  the  Kuringai  Sanctuary  for 
wildlife  (have  you  ever  seen  a bird 
that  can’t  fly.  . .or  one  that  builds 
grass  shacks  and  plants  lawns?). 
Also,  on  the  agenda,  a visit  to  a sheep 
ranch  for  a shearing  exhibition,  a 
special  "surf  carnival”  featuring 
competition  by  renowned  volunteer 
Sea-Rescue  teams;  a luxury  cruise 
along  the  Hawksbury  River;  and 


boomerang  throwing  lessons  (by  the 
end  of  the  tour,  you’ll  have  it  landing 
at  your  feet!) 

The  Conference-tour  package  is 
available  for  as  little  as  $1039.  Price 
includes  round-trip  flight  (West  Coast 
U.S. -Australia),  intercity  travel  in 
Australia,  guided  sightseeing  tours, 
hotel  accommodations  in  Australia, 
airport-hotel  transfers,  baggage  hand- 
ling and  most  meals  and  gratuities  (all 
breakfasts,  luncheons  when  on  tours, 
and  evening  meals  at  receptions  and 
banquets). 

Also  available  at  additional  cost: 
optional  post-convention  tours  to 
Tasmania,  Fiji-Honolulu,  Australian 
Outback-Great  Barrier  Reef;  New 
Zealand-Tahiti,  and  Bali-Hong  Kong. 

Find  out  all  the  details.  Just  com- 
plete the  coupon  below  and  we'll  send 
you  a 34  page  booklet  about  this  ex- 
citing Conference-Tour. 


HURRY! 
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REGISTRATION 

DEADLINE 

APPROACHING 


ADVANCE  REGISTRATION  174  ipt 

Please  register  me  for  the  AMA’s  2nd  International  Health  Conference. 
Enclosed  is  my  registration  fee: 

□ $75  AMA  members  □ $35  dependents  and  non-physician  guests 
name 

address 


Please  return  to: 

Australia  Scientific  Conference 
American  Medical  Association 
535  North  Dearborn  St. 
Chicago,  Illinois  60610 


city/state/zip 

□ I do  not  wish  to  register  now,  but  I would  like  to  receive  the  34-page  booklet 

Check  must  accompany  registration  Please  make  payable  to  the  American  Medical 
Association  Registration  limited  to  AMA  members  and  their  families  or  guests 

□ Please  send  me  full  details  on  the  Royal  Flying  Doctor  Service 
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The  irritations  of 


colon 


man’s  day  are  often 


in  his  gut. 


The  causes  of  irritable 


and  the  diarrheal 


a 1 


symptoms  that  often  accompany  it  can  be  as  di- 
verse as  the  systemic  and  emotional  irritations 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
Ion  must  often  be  diagnosed  by  exclusion. 
Such  diagnostic  exploration  takes  time.  Discov- 
ery of  the  nature  of  any  emotional  problems  may 
take  more.  During  that  time,  Lomotil"  is  an  ideal 
agent  for  controlling  diarrheal  symptoms. 

Lomotil  tablets  are  small,  easy  to  carry  and 
easy  to  take.  They  act  promptly  and  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 
as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  . . . 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  tor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications, warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary. assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 


takes  care  of  the  gut  issue 
in  irritable  colon 
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FROM  YOUR  LIBRARY  — 


New  Reference  Tool  Available  To  Society  Members 


Members  of  the  Society  are  invited  to  make  use 
of  the  MEDLINE  SERVICE  CENTER  which  has 
been  set  up  at  the  Sciences  Library,  Brown  Uni- 
versity. MEDLINE  (MEDLARS  ON-LINE)  is  a 
National  Library  of  Medicine  on-line  biblio- 
graphic retrieval  system  which  provides  rapid  ac- 
cess to  journal  citations  for  the  past  three  years. 
NLM  states  that  about  500,000  references  to  ar- 
icles  that  have  appeared  in  major  scientific  peri- 
odicals are  stored  in  the  data  base. 

MEDLINE  is  not  intended  to  take  the  place 
of  routine  literature  searches  or  those  requiring 
coverage  of  many  years.  It  is  an  added  reference 
tool,  adapted  particularly  to  subjects  which  might 
appear  under  multiple  headings  and  those  with 
specific  Imitations  (i.e.  certain  age  groups,  race, 
sex,  etc.)  Most  searches  can  be  done  quickly  and 
easily  through  INDEX  MEDICUS,  BIOLOGI- 
CAL ABSTRACTS,  and  the  many  other  sources, 
but  the  refe:ence  librarian  never  feels  sure  that 
all  cases  “in  young  adults”,  or  “in  the  aged”,  or 
some  other  category  have  been  found  through  this 
method  as  titles  of  articles  do  not  reveal  this  in- 
formation. 

Requests  may  be  made  through  your  medical 
librarian  (here  at  the  Rhode  Island  Medical  So- 
ciety Library  or  at  ycur  hospital)  or  directly  to 
the  Sciences  Library.  The  office  number  for  Mrs. 
Carson.  Biomedical  Librarian,  is  863-3346.  Tele- 


phone requests  are  to  be  limited  to  the  hours  of: 
11  a.m.-12  noon,  2 p.m.-3  p.m.,  Monday  through 
Friday.  Anyone  wishing  to  come  in  person  is  en- 
couraged to  do  so  during  the  hours  of:  9 a.m.-ll 
a.m.,  2 p.m.-3  p.m.,  Monday  through  Friday.  The 
morning  hours  are  the  best  hours  for  the  data  base 
to  be  accessed  by  libraries  on  the  East  Coast. 

The  cost  to  the  user  for  each  on-line  search  is 
ten  dollars  ($10.00),  a token  payment  that  in  no 
way  covers  the  complete  cost  of  a MEDLINE 
search.  A check  made  out  to  Brown  University 
must  accompany  each  request.  Account  numbers, 
approved  by  a hospital's  Accounting  Department, 
may  be  charged. 

A search  which  results  in  more  than  25-30  cita- 
tions will  be  printed  off-line.  Off-line  printing  costs 
1 0<  per  page  and  will  be  in  addition  to  the  basic 
fee. 

* * ❖ 

It  isn't  unusual  for  Davenport  Collection  books 
to  be  passed  along  from  the  original  borrower  to 
others  and  on  again.  Usually  the  volume  comes 
back  to  us  but  sometimes  not.  Do  you  have  this? 

Houts  M:  Where  death  delights.  The  story  of 
Dr.  Milton  Helpern  and  forensic  medicine. 
New  York.  Coward,  1967 

Helen  E.  DeJonc. 

Librarian 
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ordinator  of  the  EMT  Course  at  Rhode  Island 
Junior  College.  I also  acknowledge  Chief  Jones’ 
assistance  in  the  preparation  of  this  report. 

Respectfully  submitted: 

Robert  L.  Conrad,  m.d. 

Chairman 

NURSING  COMMITTEE 

The  members  of  the  Society’s  Nursing  Com- 
mittee have  met  twice  with  members  of  the  state 
Nursing  Association’s  Committee  members  since 
the  last  meeting  of  the  House.  This  is  the  Rhode 
Island  Joint  Committee  of  Nurses  and  Physicians. 

The  first  meeting  entailed  a lengthy  discussion 
concerning  a list  of  basic  functions  that  a regis- 
tered nurse  should  be  able  to  accomplish. 

At  a subsequent  meeting  the  Committee  heard 
Dr.  Jerome  P.  Lysaught,  Director  of  the  National 
Commission  for  the  Study  of  Nursing  and  Nursing 
Education. 

Doctor  Lysaught  presented  in  detail  the  history 
of  the  formation  of  the  National  Commission.  Doc- 
tor Lysaught  traced  the  establishment  of  the  Com- 
mission from  a surgeon  general’s  report  which 
showed  there  are  approximately  1,400,000  regis- 
tered nurses  in  the  country  but  of  that  number, 
approximately  750,000  are  active.  Doctor  Lysaught 
explained  that  there  was  general  agreement  among 
the  observers  of  the  health  care  scene  that  regis- 
tered nurses  should  be  better  utilized  in  dominant 
roles  in  the  expansion  of  the  delivery  of  health 
care  systems. 

Before  the  famous  Flexner  report,  the  ratio  of 
nurses  to  doctors  was  approximately  the  same, 
about  35  per  cent  to  35  per  cent  of  the  health 
care  practitioners  in  the  country.  Prior  to  the  is- 
suance of  the  Flexner  document,  the  nurse  and 
doctor  relation  ship  was  one  in  which  close  com- 
munication abounded;  however,  after  the  Flexner 
report  the  two  professions  drew  apart  and  medi- 
cine’s rate  of  growth  astoundingly  expanded  in 
quality  in  the  past  60  years. 

From  three  specific  examples,  Doctor  Lysaught 
cited  a close  working  relationship  between  physi- 
cians and  nurses  as  practitioners.  He  explained  the 
situation  in  Idaho  where  three  clinical  nurses  were 
functioning  almost  alone  taking  patient  histories, 
making  primary  diagnoses,  and  conducting  medical 
examinations;  in  the  lower  Bronx  in  New  \ork 
where  a registered  nurse  functions  as  a team  leader 


for  750  families  that  involves  not  only  physicians 
and  nurses  but  also  dentists  and  social  workers; 
and  the  Northport  Veterans  Hospital  in  New  York 
where  the  nurse  is  used  in  an  expanded  practi- 
tioner role. 

Doctor  Lysaught  said  that  in  1970  the  Na- 
tional Commission  envisioned  the  problems  of 
health  as  a definition  of  health  care  for  input  into 
any  national  health  insurance  legislation  and  there- 
fore it  was  necessary  to  seek  the  assistance  and 
the  guidance  of  the  professions  in  what  health  care 
consists  of.  The  Commission  also  thought  that  the 
help  of  the  AMA  and  the  American  Nurse  Asso- 
ciation to  improve  patient  care  should  be  solicited. 

The  National  Commission  then  went  ahead  and 
established  three  task  forces  concerning  the  care 
of  the  aging,  interdisciplinary  studies,  and  care  of 
rural  people. 

The  Commission  realized  that  each  problem 
that  existed  concerning  the  relationship  of  nurses 
and  doctors  and  the  possible  expanded  role  of  the 
nurse  was  unique  in  each  state.  Doctor  Lysaught 
indicated  that  the  National  Commission  was  con- 
cerned about  the  sufficiency  of  registered  nurse 
practitioners,  that  state  liaison  committees  take 
heed  of  this  lack,  but  that  the  committees  not 
focus  on  a narrow  range  of  behavior;  i.e.,  can  a 
nurse  give  an  injection?  Doctor  Lysaught  recom- 
mended that  groups  of  particular  needs  be  recog- 
nized by  state  liaison  and  then  both  professions 
work  to  share  in  the  resolution  of  this  problem. 

Doctor  Lysaught  pointed  out  the  experience  in 
California  where  the  state  liaison  committee  re- 
vieved  the  nurse  and  medical  practitioner  act;  in 
North  Carolina  where  that  committee  became  the 
official  advisory  committee  through  statute  to  the 
state  legislature  which  hopes  to  develop  an  under- 
standing of  what  Joint  Practice  is;  and  in  Georgia, 
where  registered  nurses  have  filled  the  role  of 
practitioners  in  nurse  primary  stations  acting  as 
a kind  of  “frontier  nursing  service”. 

Following  the  presentation,  the  committee  ques- 
tioned Doctor  Lysaught  concerning  midwifery,  the 
identification  of  patient  needs,  team  nursing,  nurs- 
ing roles  in  local  hospitals,  specific  problems  of 
nursing  in  the  hospital  setting,  and  the  current 
relationship  between  the  physician  and  the  nurse 
in  contemporary  medicine. 

Respectfully  submitted: 

Maurice  Adelman,  m.d. 

Chairman 

(Continued  on  Next  Page) 
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SOCIAL  WELFARE  COMMITTEE 
Proposed  HEW  Regulations 

Proposed  HEW  regulations  (Section  405.  1124 
Condition  of  Participation  (h)  Conformance  with 
physicians’  drug  orders)  require  that  physicians’ 
oral  orders  for  drugs  must  be  countersigned  by 
the  attending  physician  within  48  hours.  It  was 
recommended  by  the  Social  Welfare  Committee 
and  the  Department  of  Social  Service  that  the 
time  restriction  be  deleted  and  that  the  physician 
be  required  to  countersign  all  oral  orders  not  later 
than  the  date  of  his  next  visit  to  the  Skilled  Nurs- 
ing Facility.  A requirement  of  a physician  to  make 
a special  visit  to  the  facility  merely  to  counter- 
sign an  oral  order  for  drugs  is  not  realistic. 

Another  proposed  HEW  regulation  (Section  405. 
1123  — Conditions  of  Participation  — Physician's 
Services)  makes  a provision  for  an  alternate  sched- 
ule of  visits  after  90  days  following  admission  in 
thosse  cases  in  which  the  attending  physician  has 
furnished  adequate  justification  in  the  patient’s 
medical  record.  Under  the  standard  of  patient 
supervision  by  physicians,  however,  the  patient's 
total  program  of  care  must  be  reviewed  and  re- 
vised by  the  attending  physician  at  least  every  30 
days  regardless  of  the  length  of  the  stay  of  the 
patient.  The  Social  Welfare  Committee  and  the 
Department  of  Social  and  Rehabilitation  Services 
“concur  with  the  proposed  policy  which  permits 
flexibility  in  physicians’  visits  after  90  days  of 
care.  This  flexibility,  however,  must  be  extended 
to  the  standard  of  patient  supervision  by  the  phy- 
sician in  order  to  coincide  with  the  proposed  policy 
of  physicians’  visits.  The  same  principle  of  flexi- 
bility should  apply  in  order  to  permit  the  phy- 
sician to  carry  out  a plan  of  treatment  consistent 
with  the  medical  needs  of  the  patient”. 


Curran  & Burton 

DIVISION  OF  TEXACO.  INC. 

1120  Eddy  Street 
Providence.  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


Improvements  in  the  Medical  Fee  Schedule 
Under  Medicaid 
[October  1,  1973) 

1.  Increase  the  allowance  for  the  routine  follow- 
up office  visit  from  the  usual  and  customary 
charges  as  filed  with  the  Fiscal  Intermediary- 
on  January  1,  1969,  up  to  a maximum  al- 
lowance of  $10.00  to  the  usual  and  customary 
charge  as  filed  with  the  Fiscal  Intermediary- 
on  July  1,  1973,  up  to  a maximum  of  $10.00. 
(Simply  updating  the  acceptable  certified 
usual  and  customary  charge  with  the  same 
prevailing  limitation  of  $10.00.)  This  points 
to  the  value  of  updating  by  the  physician 
his  usual  and  customary  charges  to  remain 
au  courant. 

2.  Increase  the  maximum  allowance  for  mul- 
tiple surgical  procedures  performed  in  a 90- 
day  period  related  to  the  same  condition 
from  $404  to  $750.  (Physician  Service 
Plan  B) 

3.  Increase  the  fee  for  visits  to  patients  resid- 
ing in  Skilled  Nursing  Homes  and  Interme- 
diate Care  Facilities  as  follows: 


From 

To 

First  patient  

$10.00 

$10.00 

Second  patient  

5.00 

10.00 

Third  patient  

3.00 

5.00 

F ourth  patient  

5.00 

(Maximum  payment  for  a 
siingle  visit  regardless  of 
number  of  patients  seen).... 

18.00 

30.00 

4.  Make  provision  for  payment  for  Echoence- 
phalogram  at  the  rate  of  $25.00  when  per- 
formed in  a physician's  office  (neurologists 
and  neurosurgeons  engaged  in  the  practice 
of  neurology  and  neurosurgery). 

5.  Increase  the  reimbursement  for  a compre- 
hensive ey-e  examination  when  performed  by 
an  ophthalmologist  from  $15.00  to  $17.00. 
This  applies  only’’  to  the  complete  eye  exam- 
ination provided  by-  ophthalmologist  and 
does  not  apply  to  routine  followr-up  office 
visits. 

6.  Effect  the  following  revisions  in  the  x-ray 
fee  schedule: 


Chest  x-ray  (PA  and 

Lateral)  ‘ $12.00  $15.00 

Lumbo-saeral  spine  and 

pelvis  15.00  20.00 

Barium  enema  25.00  30.00 

Barium  enema  with  air  contrast 

studies  25.00  35.00 

KUB  (Flat  — plate  of  abdomen)  10.00  15.00 

x-ray  of  hips  10.00  15.00 

x-ray  of  knees  10.00  15.00 
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For  the  first  time,  a separate  fee  will  be  allowed 
for  the  circumcision  of  newborn  babies. 

Emergency  Medical  Services 

Rhode  Island  Social  and  Rehabilitative  Service 
requests  a joint  meeting  in  the  Fall  of  members 
of  the  Social  Welfare  Committee,  Emergency  Medi- 
cal Services  Committee  (of  the  R.  I.  Medical  So- 
city)  and  other  appropriate  state  agencies  to  dis- 
cuss emergency  medical  services  in  Rhode  Island. 
Use  of  emergency  services  by  Welfare  recipients 
in  Rhode  Island  is  a growing  concern  to  the  State. 

Respectfully  submitted: 

Peter  L.  Mathieu,  Jr.,  m.d. 

Chairman 

COMMITTEE  ON  AGING 

A meeting  was  held  in  Hyannis,  Massachusetts 
June  7 and  8 concerning  the  “Role  of  the  Medical 
Director  in  the  Long  Term  Care  Facility”.  Repre- 
sentatives of  the  American  Medical  Association, 
Department  of  Health,  Education,  and  Welfare, 
Regional  Medical  Program  coordinators,  represen- 
tatives of  the  Regional  Hospital  Insurance,  Re- 
gional Representatives  of  the  Bureau  of  Hospital 
Insurance,  Nursing  Home  Medical  Directors,  and 
Nursing  Home  Directors  of  Nurses. 

The  meeting  was  sponsored  by  the  Committee 
on  Aging,  Council  on  American  Service,  AMA  with 
the  support  of  HEW  Health  Services  and  Mental 
Health  Administration,  Community  Health  Serv- 
ice. The  conference  was  sponsored  by  the  Social 
Rehabilitation  Service  grant  through  Tufts  Uni- 
versity School  of  Medicine. 

The  size  of  the  facilities  discussed  ranged  from 
less  than  50  beds  to  500  beds  or  more.  The  or- 
ganizational models  for  providing  medical  direc- 
tion consisted  of: 

a.  Laissex-Faire  — little  medical  supervision  — 
each  physician  functioning  independently  on 
his  own  professional  discretion. 

b. .  Informal  — one  or  more  physicians  who  be- 

cause of  a regular  visit  help  out  when  ap- 
proached by  the  Director  of  Nursing  or  Ad- 
ministrator 

c.  Ad  Hoc  — A consortium  of  physicians  who, 
seeing  needs,  evolve  into  a cohesive  informal 
group. 

d.  Senior  Physician  — a respected  older  or  dis- 
abled physician  who  wants  to  keep  busy  at 
his  own  pace,  to  be  of  service  to  his  con- 
temporaries. 

e.  Physician  Owner. 


f.  Paid  Director  — Part  Time  employee  on  a 
per  hour  fee  or  retainer. 

g.  Paid  Director  — Full  Time  — Salary. 

h.  Medical  Staff  Equivalent  — a collegial 
grouping  for  the  long-term  care  facilities  in 
a particular  community. 

i.  Modified  Hospital  Staff  — patterned  after 
the  general  hospital  system. 

j.  Group  Practice  Assignment. 

k.  Medical  Society  Assignment. 

l.  Hospital  Based  — organized  staffs  who  as- 
sume responsibility  on  a community  basis. 

m.  HMO  Concept. 

These  varying  approaches  to  the  problem  were 
reviewed.  It  was  generally  felt  that  the  duties  of 
the  Medical  Director  were  to  assist  in  arranging 
for  continuous  physician  coverage  for  medical 
emergencies  and  in  developing  procedures  for 
emergency  treatment  of  patients.  They  should  par- 
ticipate in  development  of  a system  providing  a 
medical  care  plan  for  each  patient  which  covers 
medications,  nursing  care,  restorative  services,  diet 
and  other  services,  and  if  appropriate,  a plan  for 
(Continued  on  Next  Page) 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all— quickly,  reliably,  and  at 
moderate  cost 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  (CEA) 

Test  Combinations? 

We  offer  a variety  of  useful  profiles,  all 
designed  to  provide  a maximum  of  infor- 
mation at  minimum  cost 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call: 


LEARY 

LABORATORY,  INC. 


New  England's  Full  Service  Reference  Laboratory 

Providence,  R.l.  Cumberland,  R.l. 

655  Broad  Street  10  Nate  Whipple  Hwy 

(401)421-1138  (401)765-1220 

Central  Laboratory  43  Bay  State  Road.  Boston.  Mass 
Telephone  (617)  536-2121 
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discharges.  They  should  be  the  medical  represen- 
tative of  the  facility  in  the  community,  and  de- 
velop liaison  with  attending  staff  physicians  in 
efforts  to  insure  effective  medical  care. 

In  addition,  the  Medical  Director  is  responsible 
for  the  development  of  written  bylaws,  rules,  and 
regulations  applicable  to  each  physician  attending 
patients  in  the  facility.  If  there  is  an  organized 
staff,  they  also  should  attend  meetings  and  help 
assure  adherence  to  medical  staff  bylaws  and  rules 
and  regulations. 

Other  duties  include  participation  in  developing 
patient  admission  and  discharge  policies,  partici- 
pation of  effective  program  of  long-term  care  re- 
view. Consultation  to  the  medical  records  system, 
administration,  advisory  service  as  well  as  director 
of  Nursing  advisory  service,  participation  in  con- 
sultation for  in-service  training  programs  and  ob- 
taining knowledge  regarding  policies  and  programs 
of  public  health  agencies  which  may  affect  patient 
care  programs  in  the  facility. 

The  meeting  afforded  the  chairman  of  an  op- 
portunity to  meet  with  various  groups  of  health 
professionals  in  the  area  of  long  term  care  and  to 
establish  liaison  with  the  AMA  and  HEW  Repre- 


HEALTH  HAVENS 

A SKILLED  NURSING  HOME 

Medicare  Participating 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 


sentatives  who  are  interested  in  the  type  of  de- 
liverv  of  health  care. 

Through  the  representative  of  the  AMA,  Her- 
man W.  Gruber.  Department  of  Hospitals  and 
Health  Facilities,  a multistate  Committee  involv- 
ing New  Hampshire- Vermont,  Massachusetts,  Con- 
necticut and  Rhode  Island  was  formed.  The  Chair- 
man was  selected  on  the  Multistate  Committee  of 
Medical  Directors. 

Further  meetings  are  planned,  at  least  two  to 
three  per  year,  to  evaluate  programs  and  experi- 
ence in  this  relatively  new  field. 

Respectfully  submitted: 

Raymond  E.  Moffitt,  m.d. 

Chairman 

COMMITTEE  ON  SCIENTIFIC  WORK  AND 
ANNUAL  MEETING 

The  Committee  is  pleased  to  report  that  Donald 
B.  Effler.  M.D.,  The  Cleveland  Clinic,  Cleveland, 
Ohio,  has  accepted  our  invitation  to  deliver  the 
Charles  V.  Chapin  Oration  at  the  Annual  Meeting 
of  the  Rhode  Island  Medical  Society  on  Wednes- 
day, March  13,  1974.  Doctor  Effler,  a distin- 
guished authority  on  cardiovascular  surgery,  will 
receive  the  Chapin  Medal  and  address  the  So- 
city  and  its  guests  on  some  aspects  of  his  work 
in  this  field.  We  are  confident  that  his  lecture 
will  place  him  in  good  stead  with  those  distin- 
guished recipients  of  the  Chapin  Medal  who  have 
preceded  him. 

The  Committee  is  planning  a panel  discussion 
on  heart  surgery  duringg  the  afternoon  and  is  in 
the  process  now  of  inviting  the  participants.  Vari- 
ous points  of  view  will  be  presented  by  a psy- 
chiatrist, cardiologist  and  internist. 

Respectfully  submitted: 

Henry  T.  Randall,  m.d. 

Chairman 

STATE  COMMITTEE  ON  PEER  REVIEW 

The  State  Committee  on  Peer  Review  has  been 
very  active,  meeting  at  regular  intervals.  We  have 
been  reviewing  material  from  various  third  person 
carriers  including  insurance  companies.  Medicare 
and  Blue  Cross-Blue  Shield.  We  have  been  called 
upon  to  consider  several  cases  at  the  request  of 
Medicare  via  BC-BS.  We  have  also  considered 
several  new  surgical  procedures  relative  to  their 
inclusion  in  Blue  Cross  schedules. 

Respectfully  submitted: 

.Alton  M.  Paull,  m.d. 

Chairman 
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PSRO  AMENDMENT 

(Concluded  From  Page  19) 

The  law  states  that  the  Secretary  must  be  satis- 
fied that  the  organization  is  “willing  to  perform 
and  capable  of  performing  in  an  effective,  timely, 
and  objective  manner  and  at  reasonable  cost  the 
duties,  functions,  and  activities  of  a Professional 
Standards  Review  Organization  ...”  The  Sec- 
retary is  required  to  make  that  determination  on 
the  basis  of  both  formal  and  informal  information 
and  evaluation.  The  “informal”  aspect  was  in- 
cluded so  that  the  Secretary  would  be  able  to  look 
behind  the  paper  of  a proposal  at  the  realities 
and  bona  fides  of  a given  applicant.  The  law  does 
not  rely  upon  an  organization’s  skill  in  drafting 
a proposal  as  the  basis  for  acceptance  or  non- 
acceptance.  It  looks  considerably  beyond  that. 

LEGISLATIVE  CHANGES  BASED  ON 
EXPERIENCE 

I want  to  stress  that  I have  no  qualms  at  all 
about  recommending  and  supporting  further  legis- 
lative changes  in  PSRO  where  experience  dictates 
the  need  and  advisability  of  such  changes.  Our 
attitude  should  be  one  of  pragmatic  problem  solv- 
ing and  the  model  we  have  developed,  which  was 


based  upon  the  best  information  available  to  us, 
nonetheless  may  require  subsequent  modification. 
I want  to  reassure  you  that  there  is  no  inclination 
on  my  part  to  regard  PSRO  as  frozen  for  all  time 
in  its  present  form  on  the  statute  books. 


RECENT  TRENDS  IN  ONCOLOGY 

(Concluded  From  Page  21) 

therapy,  and  medical  oncology  will  all  be  repre- 
sented. Diagnosticians  involved  in  the  newer  tech- 
niques of  radiology,  nuclear  medicine,  immuno- 
assay et  al.,  will  present  material  relative  to  their 
specialties.  The  recent  advances  in  virology  and 
immunology  will  be  covered.  It  is  hoped  that  these 
papers  will  prove  of  interest  to  the  Rhode  Island 
physicians  and  of  benefit  to  his  patients. 


DERMAQUIZ  ANSWER 

(See  Page  29) 

Notched  tooth  from  opening  steel  hair  pins.  A valuable 
sex  identification  sign. 


Wherever  you  go, 
forget  your  telephone 
calls.  Well  take  rhem 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 


January  1974 
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ANNUAL  MEETING 

of 

The  Rhode  Island  Medical  Society 


WEDNESDAY  MARCH  13,  1974 

at 

COLONIAL  HILTON  INN 

Route  1-A,  Cranston,  R.  I. 


Business  Call  to  Order  at  2 P.M. 
Reception  at  6 P.M. 
Dinner  at  7 P.M. 

* * * 


Dinner  Speaker:  Russell  P.  Roth-  M.D. 
President,  American  Medical  Association 


KEOGH  LIBERALIZATION 

(Concluded  From  Page  10) 

Senator  Long  entered  the  discussion  again  in 
September,  1973,  this  time  as  chairman  of  the 
Senate  Finance  Committee.  His  more  recent  pro- 
posal was  designed  to  put  an  end  to  professional 
incorporation  by  legislating  the  type  of  pension 
plan  such  a corporation  could  have. 

Rather  than  attempting  to  legislate  directly 
against  it,  as  he  had  done  four  years  earlier,  Sena- 
tor Long  proposed  to  include  the  professional  cor- 
poration in  a larger  category  of  corporations  to  be 
defined  by  stock  ownership. 

Under  his  proposal  it  was  stated  that  members 
of  a corporation,  in  which  the  participant  in  a pen- 
sion plan  owns  more  than  2%  of  the  stock,  could 
have  a pension  plan  equivalent  to  a hereby  revised 
Keogh  plan  of  15%  of  earned  income  or  $7,500 
— • whichever  is  less.  This  proposal  too  would  have 
put  an  end  to  the  trend  toward  professional  in- 
corporation. 

This  bill,  which  liberalized  Keogh  and  at  the 
same  time  limited  professional  corporation  pension 
plans  to  matching  15%  and  $7,500  figures,  actu- 
ally was  reported  out  of  the  Senate  Finance  Com- 
mittee and  scheduled  for  a full  Senate  vote  on 
September  11. 

The  bill  came  under  strong  opposition,  however, 
since  in  redefining  professional  corporations  to 
include  them  in  a broader  category,  the  bill  actu- 
ally limited  pension  plans  for  over  90%  of  the 
nation’s  corporations. 

Because  of  this,  the  Senate  vote  was  postponed 
until  September  18  and  the  Senate  Finance  Com- 
mittee met  in  emergency  session  to  rewrite  por- 
tions of  the  bill.  In  the  session,  the  Committee 
kept  the  2%  stock  ownership  rule,  but  instead  of 
having  a Keogh-type  pension  plan  it  was  decided 
that  this  type  of  corporation  could  have  a pension 
plan  allowing  for  retirement  benefits  of  75%  of 
pay  — not  to  exceed  $75,000  per  year.  (Under 
today’s  laws,  a corporate  employee  can  retire  at 
100%  of  pay  with  no  dollar  limitation  attached.) 

Nevertheless,  when  the  bill  did  get  to  the  Sen- 
ate floor,  the  2%  stock  ownership  clause  was 
dropped  since  the  Senate  felt  it  should  not  dis- 
tinguish between  corporation  pension  plans  on  the 
basis  of  stock  ownership. 

The  Senate,  therefore,  adopted  a bill  which  in- 
cluded the  liberalization  of  Keogh  to  15%  or 
$7,500  and  coupled  it  with  a limitation  of  all  cor- 
porate pension  plans  to  retirement  benefits  of  75% 
(Continued  on  Next  Page) 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 
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of  pay  or  S75.000.  It  then  passed  its  version  by  a 
unanimous  vote  of  93-0. 

The  measure  was  then  sent  to  the  House  Ways 
and  Means  Committee  where  (as  noted  above) 
it  was  expected  to  pass  with  only  minor  alterations 
and  become  law  the  first  of  next  year.  It  should 
be  additionally  noted,  however,  the  ensuing  Ad- 
ministration opposition  was  incurred  because  the 
Senate  version  substantially  reduced  the  pension 
benefits  of  many  high  paid  officers  in  some  of 
this  country's  largest  corporations.  This,  aug- 
mented by  the  loss  of  tax  revenue  built  into  the 


E.  P.  Anthony, 

Inc. 

WILLBUR  E.  JOHNSTON.  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 

178  ANGELL  STREET 
PROVIDENCE,  R.  1. 
GAspee  1-2512 

Pharmacy  License  No.  225 

INTER  NOS  . . . 

Just  between  us, 

Local  group  plans  have  demonstrated  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  line  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plans. 

Complete  insurance  planning  begins  here. 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 

FOURDEE  AGENCY,  INC. 

(Indiv.  Ins.  Planning) 

FOURDEE  PLANNING  CORP. 

(NASD  Broker-Dealer) 

215  Waterman  Ave.,  E.  Prov.  02914  438-0660 


bill's  design,  was  sufficient  cause  to  shelve  it  until 
next  year. 

Though  the  legislation  on  this  matter  is  still 
undecided,  several  conclusions  can  be  drawn.  First, 
many  experts  agree  that  the  threat  to  professional 
incorporation  is  essentially  over.  The  courts  have 
upheld  its  constitutional  legality  and  legislators 
have  been  unable  to  diminish  its  attractiveness 
by  other  proposals. 

On  the  other  hand  most  observers  also  agree 
that,  while  at  some  future  time  Keogh  will  be 
liberalized,  it  has  been  a fruitless  debate,  already 
four  years  old. 


R.  I.  MEDICAL  SOCIETY  NECROLOGY 

(Concluded  From  Page  9) 

During  World  War  II  he  served  with  the  Army 
Medical  Corps  in  the  European  theater. 

He  was  a member  of  the  Pawtucket  Medical  As- 
sociation, the  Rhode  Island  Medical  Society,  and 
the  American  Medical  Association,  and  was  a 
founding  fellow  of  the  American  College  of  Ob- 
stetrics and  Gynecology.  He  was  also  a member 
of  the  Pawtucket  Rotary  Club  and  the  Sons  of 
the  American  Revolution. 

▲ ▲ ▲ 

J.  LINCOLN  TURNER,  M.D. 

J.  Lincoln  Turner,  M.D.,  a retired  obstetrician 
and  gynecologist,  who  was  chief  of  obstetrics  and 
gynecology  at  the  Memorial  Hospital  in  Paw- 
tucket during  the  1950’s,  died  April  1,  1973.  He 
was  80  years  old. 

Born  in  Newport,  he  was  graduated  from  Tufts 
Medical  College  in  1925.  He  served  his  internship 
at  Cambridge  City  Hospital. 

Doctor  Turner  was  a founder  and  life  fellow 
of  the  American  College  of  Obstetrics  and  Gyne- 
cology. He  was  a veteran  of  World  War  I. 

In  a 39  year  career  as  an  obstetrician  in  Paw- 
tucket, Doctor  Turner  delivered  thousands  of 
babies  spanning  two  generations.  During  the  “baby 
boom”  of  the  post  World  War  II  period  he  often 
delivered  as  many  as  50  babies  a week.  Despite 
the  pressures  of  a large  practice  he  maintained 
a close  personal  relationship  with  every  patient. 

He  was  a member  of  the  Pawtucket  Medical 
Society,  the  Rhode  Island  Medical  Society,  the 
American  Medical  Association,  and  the  American 
Red  Cross.  Upon  his  retirement  in  1964,  he  moved 
to  Florida  where  he  belonged  to  the  Trinity  Pres- 
byterian Church  and  the  Green  Briar  Club,  both  in 
Clearwater. 
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!(  Before  prescribing,  please  consult 
mplete  product  information,  a summary 
which  follows: 

Indications:  Relief  of  anxiety  and 
nsion  occurring  alone  or  accompanying 
rious  disease  states. 

Contraindications:  Patients  with  known 
'persensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
Dssible  combined  effects  with  alcohol  and 
I her  CNS  depressants.  As  with  all 
MS-acting  drugs,  caution  patients 
gainst  hazardous  occupations  requiring 
pmplete  mental  alertness  (e.g.,  oper- 
■ ;ing  machinery,  driving).  Though  physi- 
al  and  psychological  dependence  have 
■ irely  been  reported  on  recommended 
joses,  use  caution  in  administering  to 
jdiction-prone  individuals  or  those  who 
light  increase  dosage;  withdrawal  symp- 
xns  (including  convulsions),  following 
iscontinuation  of  the  drug  and  similar 
n those  seen  with  barbiturates,  have  been 
eported.  Use  of  any  drug  in  pregnancy, 
actation,  or  in  women  of  childbearing 
ge  requires  that  its  potential  benefits 
ae  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
>ilitated,  and  in  children  over  six,  limit  to 
■mallest  effective  dosage  (initially  10 
ng  or  less  per  day)  to  preclude  ataxia  or 
aversedation,  increasing  gradually  as 
leeded  and  tolerated.  Not  recommended 
n children  under  six.  Though  generally 
aot  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  1000.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Laboratories 

Division  of  Hoffmanrt-La  Roche  Inc. 

Nutley.  N.J  07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

*>.  IfYV  UP to  100  m9  daily  in 

LIUI  IUI  I I severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physician- 
patient  rapport  and,  on  occasion, 
making  it  easier  for  the  patient  to 
accept  medical  counsel. 
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YORK  ACADEMY 

„QF  MEDICINE 

Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

<”>  Librium  10-ma  capsules 

(chlordiazepoxide  HCI) 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation  ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication ; abrupt  withdrawal  may 
be  associated  with  temporary  in- 
crease in  frequency  and/or  severity 
of  seizures.  Advise  against  simul- 
taneous ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  ab- 
dominal and  muscle  cramps,  vomiting 
and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveil- 
lance because  of  their  predisposition 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


hen  you  determine  that  the 
depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


symptom  complex 

o Valium  (diazepam) 


Precautions:  If  combined  with 
■ her  psychotropics  or  anticonvul- 
: nts,  consider  carefully  pharma- 
i logy  of  agents  employed ; drugs 
: ch  as  phenothiazines,  narcotics, 

1 rbiturates,  MAO  inhibitors  and 
'her  antidepressants  may  poten- 
nte  its  action.  Usual  precautions 
.dicated  in  patients  severely  de- 
] essed,  or  with  latent  depression, 

< with  suicidal  tendencies.  Observe 
i ual  precautions  in  impaired  renal 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley  N J 07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium*  2-mg,  5-mg,  io-mg  tablets 
(diazepam) 
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BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDECAL  EVENTS  CALENDAR 


Saturday,  March  9,  1974 

ALTERNATIVES  TO  AORTO-ILIAC  RECONSTRUCTION 
Donald  C.  Nabseth,  M.D. 

Chief,  Surgical  Service,  Professor  of  Surgery 
Tufts  University  School  of  Medicine 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


SEPTIC  SHOCK 

Henry  T.  Randall,  M.D. 
Rhode  Island  Hospital 


Wednesday,  March  13,  1974 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1:00  p.  m. 


BILIRUBIN  1975 

Dr.  Jerold  F.  Lucey,  M.D. 
Burlington,  Vermont 


Friday,  March  15,  1974 


Roger  Williams  General 
Hospital 

Kay  Auditorium 

10:30  a.m.  to  12:00  p.m. 


CHANGE  OF  DATE  AND  LOCATION 
From  Wednesday,  March  6,  1974 
To  Wednesday,  March  20,  1974 

APC  Building 
7th  Floor 
Room  763 


BIOMECHANICS  (Basic  Science  Lecture  Series) 
Donald  Pierce,  M.D. 

Boston,  Massachusetts 


Saturday,  March  23,  1974 

THE  RELATIONSHIP  BETWEEN  IMMUNOLOGICAL 
RESPONSIVENESS  AND  ONCOGENESIS 
James  Cerilli,  M.D. 

Professor  of  Surgery 

Ohio  State  University  College  of  Medicine 
Columbus,  Ohio 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
10:00  a.m. 


Sunday,  March  24,  1974 

SYMPOSIUM  ON  ORAL  PATHOLOGY 

Presented  by:  The  American  Academy  of  Oral 
Medicine  and  Brown  University  Program  in 
Medicine 


Brown  University 

Walter  Hunter  Laboratory 
Carmichael  Auditorium 
90  Waterman  Street 
9:00  a.m.  to  4:30  p.m. 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 

OFFICE  OF  HOSPITAL  AND  COMMUNITY  AFFAIRS 
CREATED  BY  KELLOGG  GRANT 


Brown  University  has  received  a grant  from  the 
W.  K.  Kellogg  Foundation  which  will  allow  the 
University  to  establish  an  Office  of  Hospital  and 
Community  Affairs  as  part  of  Brown’s  Medical 
Education  Program. 

The  grant,  in  the  amount  of  $402,000  giving 
support  for  a Five  year  period,  will  aid  in  the 
development  of  a community  outreach  program. 
In  its  broadest  sense,  this  program  will  organize 
undergraduate,  graduate,  and  continuing  medical 
education  into  a statewide  system  for  the  benefit 
of  the  entire  field  of  health  education. 

Doctor  Pierre  M.  Galletti,  vice  president  (bi- 
ology and  medicine)  at  Brown,  said  that  the  new 
program  is  also  expected  to  play  a vital  role  in 
expanding  the  health  service  capability  of  Rhode 
Island  that  “heretofore  has  been  seriously  com- 
primised  by  the  lack  of  a medical  school.” 

Doctor  Galletti  said  the  funds  from  the  Kellogg 
Foundation  will  allow  Brown  progressively  to  in- 
corporate all  health  care  and  health  education  facil- 
ities in  the  Rhode  Island  area  into  a single  educa- 
tional network.  This  plan  is  expected  to  avoid 
conflicts  betw'een  teaching  and  community  hospitals, 
between  hospital  setting  and  ambulatory  care  set- 
ting, and  between  short-term  care  facilities  and 
extended  care  facilities.  The  program  will  allow 
development  of  areawide  education  programs  for 
health  professionals  in  a manner  related  to  man- 
power needs  and  available  teaching  resources. 

“We  have  found  fertile  ground  in  Rhode  Island 
to  organize  undergraduate  medical  education  on  a 
multi-institutional  basis,”  Doctor  Galletti  contin- 
ued. “The  challenge  now  is  to  extend  this  concept 
to  graduate  medical  education  and  to  work  it  to 
the  benefit  of  the  entire  field  of  health  education, 


including  allied  health  education  and  the  continuing 
education  of  physicians.  This  support  from  the 
Kellogg  Foundation  which  ranges  from  eighty- 
seven  per  cent  support  of  the  project  the  first  year 
to  twenty  per  cent  support  the  fifth  year,  will 
create  the  academic  and  administrative  structure 
of  the  Office  of  Hospital  and  Community  Affairs.” 

Doctor  Galletti  said  he  was  confident  that  “Local 
resources  could  be  developed  during  the  first  year 
for  the  continuation  of  the  project  after  the  Kel- 
logg funds  are  exhausted.”  He  explained  that  there 
is  a willingness  among  the  hospital  community  and 
the  medical  community  to  move  together  under  the 
auspices  of  the  Brown  Medical  Program,  and  that 
state  agencies  support  that  effort. 

“This  program,”  Doctor  Galletti  said,  “could 
also  be  used  for  coordinating  all  programs  of  grad- 
uate medical  education  to  eventually  obtain  a 
single,  statewide  program  for  house  officers  and 
residency  training.  The  new  system  is  expected  to 
provide  a basis  for  continuing  medical  education. 
It  can  play  a role  in  coordinating  the  hospital -based 
component  in  the  training  of  health  professionals 
through  state  colleges  and  private  institutions,”  he 
concluded. 

Doctor  Frederick  V.  Featherstone,  program  di- 
rector of  the  W.  K.  Kellogg  Foundation,  said  in 
presenting  the  grant,  “we  at  the  Foundation  are 
delighted  to  be  able  to  assist  Brown  University  in 
the  further  development  of  its  medical  education 
program.  I think  that  the  activities  Brown  will  be 
undertaking  should  play  an  important  role  in  the 
development  of  health  services  delivery  in  Rhode 
Island  and  the  development  of  more  rational  and 
higher  quality  graduate  educational  opportunities 
in  medicine  as  well.” 


Brown  University  Affiliated  Hospitals 

REGULARLY  SCHEDULED  EVENTS 


NOTE:  A listing  of  Brown  University  affiliated  hospital  rounds  will  be  published  semi-annually 
in  this  Journal.  Meeting  notices  and  inquiries  should  be  sent  to  Brown  University  Cal- 
endar of  Events,  Box  G,  Providence,  R.  I.  02912 


Mondays 

9:30  a.m. 
10:30  a.m. 
12:00  p.m. 
12:00  p.m. 
1:00  p.m. 
1:00  p.m. 
2:00  p.m. 


Medical  X-Ray  Conference,  Memorial  Hospital,  X-Ray  Department 

Pediatrics  Grand  Rounds,  Roger  Williams  General  Hospital,  Kay  Auditorium 

Renal  Conference,  Miriam  Hospital,  H-3  Conference  Room 

Gl  Conference,  Rhode  Island  Hospital,  George  Auditorium 

Hematology  Conference,  Miriam  Hospital,  Pathology/ Radiology  Classroom 

Pathology  Review  Conference,  Miriam  Hospital,  Sopkin  Auditorium  (1st  Monday  only) 

Cardiology  Rounds,  Roger  Williams  General  Hospital,  West  2 Conference  Room 


Tuesdays 


7:15  a.m. 
8:30  a.m. 
9:00  a.m. 
9:00  a.m. 
9:30  a.m. 
10:30  a.m. 
11:00  a.m. 
11:00  a.m. 
12:00  p.m. 
12:00  p.m. 
12:00  p.m. 
2:00  p.m. 
2:00  p.m. 


Surgical  Grand  Rounds,  Rhode  Island  Hospital,  George  Auditorium 
Urology  Conference,  Memorial  Hospital,  X-Ray  Department 
ICU  Conference,  Miriam  Hospital,  ICU  (2nd  Tuesday  only) 

Pulmonary  Conference,  Memorial  Hospital,  Pulmonary  Conference  Room 
Medical  X-Ray  Conference,  Memorial  hospital,  X-Ray  Department 
*Morbidity  and  Mortality  Conference,  Miriam  Hospital,  Pathology/ Radiology  Classroom 
‘Gastroenterology  Clinical  Rounds,  Miriam  Hospital,  Pathology/ Radiology  Classroom 
Medical  Grand  Rounds,  Roger  Williams  General  Hospital,  Kay  Auditorium 
Electrocardiography  Conference,  Miriam  Hospital,  H-3  Conference  Room 
‘Oncology  Conference,  Rhode  Island  Hospital,  George  Auditorium 
‘Hematology  Conference,  Rhode  Island  Hospital,  George  Auditorium 
Infectious  Disease  Conference,  Rhode  Island  Hospital,  9A  Conference  Room 
Organ  Review,  Roger  Williams  General  Hospital,  Anatomy  Lab 


Wednesdays 

7:30  a.m. 
8:00  a.m. 
8:30  a.m. 
9:30  a.m. 
11:00  a.m. 
11:30  a.m. 

12:00  p.m. 
12:00  p.m. 
1:00  p.m. 
1:00  p.m. 
2:00  p.m. 
2:00  p.m. 
2:00  p.m. 
2:00  p.m. 
3:30  p.m. 


Surgical  Resident's  Conference,  Roger  Williams  General  Hospital,  Surg.  Conf.  Room 
Orthopedic  Conference,  Memorial  Hospital,  Richardson  Lecture  Room  1 
‘Cardiac  Evaluation  Conference,  Miriam  Hospital,  H-3  Conference  Room 
Meeting  Street  Evaluation,  Miriam  Hospital,  Sopkin  Auditorium  (3rd  Wednesday  only) 
Medical  Grand  Rounds,  Rhode  Island  Hospital,  George  Auditorium 
Indications  Clinic  with  Meeting  Street  Schoal,  Miriam  Hospital,  Sopkin  Auditorium  (3rd 
Wednesday  only) 

Pediatric  Seminar,  Miriam  Hospital,  H-3  Conference  Room 

Medical  Research  Conference,  Miriam  Hospital,  Medical  Research  Conference  Room 
Surgeon-in-Chief's  Rounds,  Miriam  Hospital,  H-3  Conference  Room 
House  Staff  Journal  Club,  Miriam  Hospital,  Pathology/ Radiology  Classroom 
Pathology  Conference,  Memorial  Hospital,  Richardson  Lecture  Room  1 
Rheumatology  Rounds,  Rhode  Island  Hospital,  10A  Conference  Room 
‘Morbidity  and  Mortality  Conference,  Miriam  Hospital,  H-3  Conference  Room 
‘Infectious  Disease  and  Allergy  Rounds,  Miriam  Hospital,  H-3  Conference  Room 
Neuroscience  Seminar,  Miriam  Hospital,  Pathology/ Radiology  Classroom 


‘Alternate  weeks 


Thursdays 

7:30  a.m. 
8:30  a.m. 
9:00  a.m. 
9:30  a.m. 
11:00  a.m. 
11:00  a.m. 
12:00  p.m. 
12:00  p.m. 
1:00  p.m. 

2:00  p.m. 

3:00  p.m. 
4:30  p.m. 


Fridays 

8:30  a.m. 
8:30  a.m. 
10:30  a.m. 
1 1 :00  a.m. 
1 1 :30  a.m. 
11:45  a.m. 
12:00  p.m. 

12:00  p.m. 

1:00  p.m. 
2:00  p.m. 
4:00  p.m. 


Saturdays 

8:00  a.m. 
8:30  a.m. 
9:00  a.m. 


Surgical  Service  Meeting,  Miriam  Hospital,  Sopkin  Auditorium 
Cine  Angiography  Conference,  Miriam  Hospital,  X-Ray  Department 
Pulmonary  Conference,  Memorial  Hospital,  Pulmonary  Conference  Room 
Medical  X-Ray  Conference,  Memorial  Hospital,  X-Ray  Department 
Physician-in-Chief's  Rounds,  Roger  Williams  General  Hospital,  West  2 Conf.  Room 
Medical  Grand  Rounds,  Miriam  Hospital,  Sopkin  Auditorium 
X-Ray  Conference,  Miriam  Hospital,  Pathology/ Radiology  Classroom 
*Renal  Conference,  Rhode  Island  Hospital,  9th  Floor  Conference  Room  — Dialysis  Unit 
Dermatology  Rounds,  Roger  Williams  General  Hospital,  West  2 Conference  Room 
*Rheumatology  Conference,  Miriam  Hospital,  Sopkin  Auditorium 
Dermatology-Pathology  Resident's  Conference,  Roger  Williams  General  Hospital,  Path 
ology  Conference  Room 

Surgical  Service  Meeting,  Memorial  Hospital,  Richardson  Lecture  Room  1 
Surgeon-in-Chief's  Rounds,  Memorial  Hospital,  Staff  Room 


Surgical  Research  Conference,  Miriam  Hospital,  Surgical  Resident's  Conference  Room 
Urology  Rounds,  Roger  Williams  General  Hospital,  West  2 Conference  Room 
Pediatric  Grand  Rounds,  Rhode  Island  Hospital,  George  Auditorium 
Clinical  Pathology  Conference,  Miriam  Hospital,  Sopkin  Auditorium  (4th  Friday  only) 
Rehabilitation  Rounds  and  Conference,  Miriam  Hospital,  Physical  Therapy  Department 
Cardiology  Conference,  Rhode  Island  Hospital,  George  Auditorium 

Gastroenterology  Pathology  Conference,  Miriam  Hospital,  Pathology/ Radiology  Class 
room  (2nd  Friday  only) 

Gastroenterology  Radiology  Conference,  Miriam  Hospital,  Pathology/ Radiology  Class 
room  (4th  Friday  only) 

The  Topic  Conference,  Miriam  Hospital,  H-3  Conference  Room 
Physician-in-Chief's  Rounds,  Miriam  Hospital,  H-3  Conference  Room 
Thoracic-CV  Conference,  Rhode  Island  Hospital,  537  APC 


*Surgical  Grand  Rounds,  Miriam  Hospital,  Sopkin  Auditorium 
Ob-Gyn  Rounds,  Providence  Lying-In  Hospital,  Auditorium,  Nurses  Annex 
Surgical  Teaching  Rounds,  Miriam  Hospital,  O.  R.  Dressing  Room 


Alternate  Weeks 


163rd  Annual  Scientific  Assembly 

of 

The  Rhode  Island  Medical  Society 


WEDNESDAY  MARCH  13,  1974 


COLONIAL  HILTON  INN 

Route  1-A,  Cranston,  R.  I. 


2:00  p.m. 


P 


roc^rcun 


Call  to  Order 

Edmund  T.  Hackman,  M.D.,  President,  Presiding 


* * * 


Business  Meeting  of  the  Society 
Installation  of  Officers 

* * * 

President’s  Address:  Edmund  T.  Hackman,  M.D. 

2:45  p.m.  Panel  Presentation 

Subject:  The  Patient  with  Coronary  Artery  Disease:  Pathology, 
Physiology  and  Psychology 

Speakers:  Richard  Gorlin,  M.D.,  of  Boston 

Herman  K.  Hellerstein,  M.D.,  of  Cleveland 
Thomas  P.  Hackett,  M.D.,  of  Boston 

Moderator:  Henry  T.  Randall,  M.D.,  of  Providence,  Chairman, 
Scientific  Work  and  Annual  Meeting  Committee  of  the  So- 
ciety, Chief,  Department  of  Surgery,  Rhode  Island  Hospital, 
Professor  of  Surgery,  Brown  University. 


4:00  p.m.  Charles  V.  Chapin  Oration 

Subject:  Treatment  of  Angina  by  Coronary  Arterial  Bypass 
Surgery 

Speaker:  Donald  B.  Effler,  M.D.,  of  Cleveland 
5:00  p.m.  Recess 

6:00  p.m.  Reception  and  Social  Hour 

7 :00  p.m.  Dinner 

8 :30  p.m.  Presentations 

Address:  PILLS,  PATIENTS  AND  POLITICS 

Russell  B.  Roth,  M.D.,  of  Pennsylvania,  President,  The 
American  Medical  Association 


(Dancing  during  dinner,  and  after  formal  program  to  the  music  of  Ralph 

Stuart’s  Orchestra) 


Book  Reviews 


POST-MORTEM  by  David  M.  Spain.  M.D.,  with 
Janet  Kole.  Garden  City,  N.Y.,  Doubleday  & 
Company,  Inc.,  1974  $7.95 
David  Spain  is  a pathologist  with  experience  as 
a medical  examiner,  researcher,  and  private  foren- 
sic pathology  consultant.  In  this  book  he  relates 
the  circumstances  of  his  involvement  in  several 
deaths  he  has  been  called  upon  to  investigate. 
However,  he  goes  beyond  a mere  recital  of  the 


CAPE  COD-HOUSE  FOR  SALE 
Dennis  on  the  Bay 

Lovely  split-level  year  around  furnished 
home.  5 bedrooms,  2 baths,  2 fireplaces,  sun- 
deck  and  many  extras.  Landscaped,  5 min- 
utes walk  to  beautiful  private  beach.  Ideal 
for  large  family. 

Excellent  investment  possibilities.  Middle 
$50's. 

CALL  (401)  738-9692 


"MANUAL  OF  ROUTINE  ORDERS  FOR 
MEDCAL  AND  SURGICAL  EMERGENCIES" 


NEW  CONCEPT  IN  TREATMENT 
OF  EMERGENCIES 


AVOID  MALPRACTICE  SUITS 


WARREN  GREEN,  INC. 

10  SOUTH  BRENTWOOD  BLVD. 
ST.  LOUIS,  MISSOURI  63105 


medico-legal  information  elicited  in  each  of  the 
deaths  and  depicts  the  political,  social,  and  emo- 
tional conflicts  that  occur  when  an  individual’s 
civil  rights  and  liberties  are  in  confrontation  with 
governments  in  criminal  cases  and  large  corporate 
bodies  in  civil  cases. 

The  author’s  experiences  are  presented  under 
three  main  headings:  “Politics  Can  Play  Havoc 
With  The  Facts’’,  “Crime  Is  Never  Clear  Cut”, 
and  “Madison  Avenue  Murders”.  In  the  first 
group  are  included  his  involvement  in  examining 
the  bodies  of  three  civil  rights  workers  killed  in 
Mississippi,  the  Fred  Hampton  slaying  in  Chicago, 
and  the  murder  of  a Black  Panther  member  in 
New  Haven.  In  each  of  these  cases  there  were 
over-riding  political  interests  and  personal  repu- 
tations at  stake.  This  led  to  the  medical  evidence 
being  ignored  or  downplayed  to  the  extent  that 
such  evidence  did  not  enter  into  the  final  legal 
determination  of  the  guilt  or  innocence  of  the  par- 
ties involved.  Inadequate  medico-legal  investiga- 
tions by  poorly  qualified  physicians  and  testimony 
biased  to  support  the  prosecution’s  case  in  court 
were  pertinent  factors  in  the  outcome  of  these 
deaths. 

Under  the  heading  “Crime  Is  Never  Clear  Cut” 
Doctor  Spain  presents  examples  of  types  of  deaths 
which  are  all  too  familiar  to  the  forensic  patholo- 
gist. In  the  Alice  Crimmins  trial  the  medical  evi- 
dence hinged  upon  whether  or  not  the  autopsy 
findings  justified  the  medical  examiner’s  opinion 
on  the  cause  of  death.  Inasmuch  the  state's  in- 
dictment against  the  accused  must  specify  the 
method  used  in  causing  a death,  the  medical  exam- 
iner’s testimony  must  substantiate  the  indictment. 
Sometimes  this  testimony  is  based  upon  equivocal 
evidence.  However,  through  certain  courtroom 
gamesmanship,  the  state’s  expert  may  be  led  to 
testify  in  such  a manner  that  the  evidence  pre- 
sented to  the  jury  seems  conclusive.  The  reputa- 
tion of  the  medical  expert  witness  may  lend  fur- 
ther weight  and  credence  to  the  testimony.  The 
problem  of  a defense  attorney  in  obtaining  a 
medical  witness  to  counteract  these  tactics  is  tell- 
ingly described  by  Doctor  Spain. 

In  other  chapters  under  this  heading  we  find 
discussions  of  cases  where  misleading  medical  evi- 
( Continued  on  page  43) 
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Banana-Flavored  Donnagel  PG 


The  civilized  solution  to  the  age-old  problem  of  diarrhea. 


The  evolution  of  Donnagel®- PG: 

Kaolin  and  pectin  to  provide  demulcent-detoxicant  effects. 

Belladonna  alkaloids  for  antispasmodic  benefits. 

Powdered  opium,  the  therapeutic  equivalent  of  paregoric— without 
the  unpleasant  taste— to  promote  the  production  of  formed  stools  and 
lessen  the  urge. 

And  a delicious  banana  flavor  good  enough  for  the  most  discriminating 
tastes. 

All  together  in  the  evolutionary  discovery  that’s  the  best-tasting  way 
yet  to  treat  acute,  non-specific  diarrheas. 


DonnagelPG 

Donnagel  with  paregoric  equivalent. 


Each  30cc.  contains: 

Kaolin 6.0  g. 

Pectin 142.8  mg. 

Hyoscyamine  sulfate 0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide 0.0065  mg. 

Powdered  opium,  USP 24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

(warning:  may  be  habit  forming) 

Sodium  benzoate 

(preservative) 60.0  mg. 

Alcohol,  5% 


(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law 


/PH'f^OBINS 


Chimp  courtesy  of  Ringling  Brothers  & Bamum  & Bailey  Combined  Shows.  Inc 


A.  H Robins  Company.  Richmond.  Virginia  23220 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increase  the  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  (9 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


elect  the  Robitussin® 
Clear-Tract”  Formulation 
hat  Treats  Your  Patient’s 
ndividual  Coughing 
leeds: 


/V'- 

v_o  .a 


-O'  „ 


0^ 

V.<o 


V-' 

V 

OBITUSSIN®  ^ 

• 

OBITUSSIN  A-C®  ^ 

OBITUSSIN-DM®  • 

• 

lOBITUSSIN-PE®  ♦ 

• 

• 

:OUGH  CALMERS®  ■ 

m 

m 

■ 

eep  this  handy  chart  as  a guide  In  selecting  the  formula  that  provides  the  benefits  you  want  for  your  patient. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


/WROBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220 


It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution . 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  Trustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists' 
Association 


J int  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
t affirm  the  support  of  the  participat- 
J!g  organizations  for  the  laws,  regula- 
i nsand  professionaltraditionswhich 
Ibhibit  the  unauthorized  substitution 
< drug  products. 

Traditionally,  physicians,  den- 
( ts  and  pharmacists  have  worked 
operatively  to  serve  the  best  inter- 
ts  of  patients.  Productive  coopera- 
m has  been  achieved  through 
utual  respect  as  well  as  a common 
jincern  for  the  ideals  of  public 
3 rvice.  This  mutual  respect  has  been 
; fleeted,  in  part,  by  joint  support 
her  the  years  for  the  adoption  and 

iiforcement  of  laws  and  regulations 
>ecifically  prohibiting  unauthorized 
ibstitution  and  encouraging  joint 
ilscussion  and  selection  of  the 
lj>urce  of  supply  of  drug  products, 
ne  basic  principles  of  medical,  den- 
til and  pharmacy  practice  are  thus 
|!:ilized  and  preserved  in  the  interest 
patient  welfare. 

The  antisubstitution  laws  have 
pt  obstructed  enhancement  of  the 
'ofessional  status  of  pharmacy  any 
lore  than  they  have  in  and  of  them- 
Blves  guaranteed  absolute  protec- 
an  from  unsafe  drugs,  or  freed 
nysicians,  dentists  and  pharmacists 
’om  their  responsibilities  to  patients, 
sa  practical  matter,  however,  such 
ws  and  regulations  encourage  inter- 
irofessional  communications  regard- 
!ig  drug  product  selection  and  assure 
ach  profession  the  opportunity  to 
'xercise  fully  its  expertise  in  drug 
‘ 'sage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
e urged  to  increase  the  frequency 
nd  regularity  of  their  contacts  with 
iharmacists  in  selection  of  quality 
1 1 rug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 

Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. , Washington,  D.  C.  20005 


nthroid 

othyroxine) 


Supplied:  Tablets: 
0.15  mg..  0.2  mg. 
color-coded  In  bottles 
Injection:  500  meg. 
and  10  mg.  of  Mannitol 


mg.,  0.05  mg.,  0.1  mg.. 
0.5  mg.,  scored  and 
3,  500.  and  1000. 
nilized  active  ingredient 
1 10  ml.  single-dose 


vial,  with  5 ml.  vial  of  Sodium  Chloride  Injection. 
U.S.P.as  a diluent. 


FLiNT  LABORATORIES 

DIVISION  OF  TRdVENOt  IAB0RAT0R  ES.INC 
Deerfield,  Illinois  60015 


BOOK  REVIEWS 

(Continued  from  page  42) 

dence  and  its  interpretation  almost  led  to  miscar- 
riages of  justice.  The  many  perplexing  questions 
provoked  in  deaths  by  suicide  provide  the  sub- 
ject matter  for  another  chapter. 

Under  the  heading  “Madison  Avenue  Murders”, 
Doctor  Spain  includes  his  adventures  in  giving 
opinions  in  deaths  wherein  the  vested  interests  of 
large  corporations  led  to  interference  with  the  pub- 
lic’s right  to  know  about  certain  medical  evidence 
that  was  detrimental  to  the  corporations.  Doctor 
Spain  has  engaged  in  research  on  the  cause  of  lung 
cancer  and  is  profoundly  convinced  of  the  positive 
relationship  between  smoking  and  lung  cancer. 
Accordingly,  he  has  been  called  upon  to  give  evi- 
dence for  the  plaintiff  in  actions  for  wrongful  death 
brought  against  cigarette  manufacturers.  He  re- 
lates in  detail  his  confrontations  with  the  forces 
allied  against  the  dissemination  of  information 
linking  cigarette  smoking  to  lung  cancer  and  the 
devious  methods  used  by  those  forces  to  impede 
publication  of  this  medical  evidence. 

The  liability  of  pharmaceutical  manufacturers 
for  the  safety  of  their  products  and  the  equally 
important  role  of  the  physician  in  the  proper  use 
of  these  products  is  discussed  in  another  chapter. 
Doctor  Spain  concludes  this  section  with  a lengthy 
presentation  of  his  medico-legal  experiences  and 
research  work  in  coronary  artery  disease  and  sud- 
den deaths.  A medical  witness  in  some  sudden 
deaths  is  faced  with  conflict  between  “medical 
legalisms  and  medical  science”.  Medical  science 
may  support  more  than  one  conclusion  from  the 
same  set  of  facts,  but  the  law  demands  that  the 
witness  provide  a definite  answer.  Doctor  Spain’s 
style  of  interweaving  stories  of  courtroom  encoun- 
ters with  philosophical  discussions  and  factual  ma- 
terial holds  the  interest  of  the  reader  to  the  final 
page. 

This  book  deserves  several  readings  and  should 
command  the  attention  of  both  physician  and  lay- 
man. It  could  stimulate  concern  in  the  reader  to 
support  efforts  to  install  thoroughly  trained  foren- 
sic pathologists  in  medical  examiner  systems 
throughout  the  oountry.  This  book  could  also  in- 
terest the  reader  to  aid  those  groups  who  are  seek- 
ing some  solution  to  the  presently  encountered 
divergencies  between  medicine  and  law  which  often 
lead  to  denial  of  justice  to  injured  parties. 

Harold  L.  Beddoe,  m.d. 

(Concluded  on  page  78) 


PHYSICIANS  OFFICE  BUILDING 
FOR  RENT 

We  are  offering  an  office  building  formerly 
occupied  by  an  agency  of  the  Federal  Gov- 
ernment. It  is  located  on  Public  Street  near  the 
Rhode  Island  Hospital. 

This  facility  is  adaptable  for  medical  of- 
fices or  a clinic,  etc.  The  government  spent  in 
the  excess  of  $186,000  and  the  facilities  that 
they  installed  are  very  suitable  for  a medical 
clinic. 

If  there  are  any  Doctors  that  would  be  in- 
terested in  forming  this  clinic,  we  are  willing 
to  assist.  It  can  be  shown  by  appointment  if 
you  call  our  office  943-2800. 

WEBB-STONE  CORPORATION 

Post  Office  Box  8142 
Cranston,  R.  I.  02920 


Attractive  X functional  Offices 


Division  of  National  Office  Supply  Co. 


u 


Designers  X Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 
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Peripatetics 

Elected  to  the  Board  of  Trustees  of  the  St. 
Joseph's  Hospital  has  been  ANTHONY  MERLI- 
NO,  President-elect  of  the  hospital  staff.  LELAND 
W.  JONES  received  a plaque  in  recognition  of  his 
services  to  St.  Joseph's  Board  of  Trustees  from 
Msgr.  Daniel  P.  Reilly,  vice  president  of  the 
hospital. 

* * * 

.ALTON  M.  PAULL,  Chairman  of  the  Society’s 
State  Commission  on  Peer  Review,  has  been  elected 
a member  of  the  Board  of  Trustees  of  Notre  Dame 
Hospital.  Doctor  Pauli  is  also  Chief  of  Medicine 
at  that  institution. 

* * * 

Two  Chiefs  of  Service  have  been  appointed  by 
the  Board  of  Trustees  at  Rhode  Island  Hospital. 
They  are:  ROBERT  S.  L.  KINDER,  Surgeon-in- 
Chief,  Department  of  Ophthalmology  and  AU- 
GUSTINE McNAMEE,  JR.,  Director  of  the  De- 
partment of  Anesthiology. 

* * * 

TIM  NORBECK,  Executive  Director,  and  TED 
LAUNCH,  Associate  Executive  Director,  of  the  So- 
ciety were  guests  at  a recent  meeting  of  the  Paw- 
tucket Medical  Association. 


EDMUND  T.  HACKMAN,  President,  WIL- 
LIAM J.  MacDONALD,  AMA  Delegate,  TIM 
NORBECK,  executive  director,  and  TED  LYNCH, 
associate  executive  director,  attended  the  recent 
National  Leadership  Conference  of  the  American 
Medical  Association  in  Chicago.  PETER  L.  MAT- 
HIEL',  JR..  President  of  the  Providence  Medical 
Association,  and  THOMAS  F.  HEAD,  Immediate 
Past  President,  represented  that  District  Medical 
Organization. 

* * * 

Elected  as  a Fellow  of  the  American  College  of 
Chest  Physicians  at  the  39th  .Annual  Meeting  of 
the  College  is  JEAN  K.  ASHBA.  He  has  recently 
been  promoted  to  the  rank  of  Clinical  Assistant 
Professor  in  Medicine  at  Brown  University. 

* * * 

BEN  FEATHER  recently  spoke  at  Duke  Uni- 
versity, where  he  received  his  Medical  and  Psy- 

chology Traning.  Doctor  Feather  discussed  “A 
Psychoanalytic  Contribution  to  Behavioral  Ther- 
apy.” 


Plan  To  Attend  . . . 

JOINT  MEETING  OF  THE  PROVIDENCE  MEDICAL 
ASSOCIATION  AND  R.  I.  DISTRICT  BRANCH  OF 
THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 

TUESDAY,  MARCH  19,  1974  at  the  Medical  Library,  at  8:00  p.m. 
TOPIC:  ALCOHOLISM  AND  THE  PHYSICIAN 

]\LAIN  SPEAKER:  Dr.  Jack  H.  Mendelson,  Professor  of  Psychiatry, 
Harvard  Medical  School,  Director  of  Research,  McLean  Hospital, 
Former  Director  of  the  National  Institute  of  Alcoholism 

This  renown  speaker  will  discuss  Alcohol  Abuse  and  Alcohol  Related 
Illness. 


JOIN  YOUR  FELLOW  PHYSICIANS— RESERVE  THIS  DATE  ON  YOUR 

CALENDAR 

Collation  Follows 
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Pretend  ids  1961. 

ifould  you  invest  in  Chateau  Latour? 


Did  you  see  the  article  about 
the  man  who  bought  the  fancy 
French  wine  10  or  1 2 years  ago  at 
$1 .50  a bottle,  and  now  it’s  worth  so 
much  he  can’t  drink  it? 

Well,  it’s  true. 

If  you  had  the  specialized 
knowledge  and  insight  it  takes  to 
invest  in  wines,  you  could  have 
made  a killing  between  1 96 1 and 
1974.  But,  most  likely,  you  didn’t. 
Because  common  sense  told  you 
not  to  try  unless  you  knew  what 
you  were  doing. 


> The  same  principle  applies 
equally  well  to  other  kinds  of  invest- 
ments. There  are  no  substitutes  for 
the  knowledge  and  insight  that  come 
from  thorough  research  and  years 
of  professional  experience. 

If  this  principle  is  true  for  pro- 
fessional money  managers  in  gen- 
eral, it’s  especially  true  for  Industrial 
National’s  Trust  Department.  We’ve 
got  the  people,  the  philosophy  and 
the  organization  needed  to  make 
your  money  grow. 

In  fact,  we’ll  gladly  match  the 
growth  record  of  the  investments 
we  manage  against  anybody  else’s. 

To  find  out  more,  give  us  a call. 
Ask  for  Mr.  Evans  at  278-6607. 
He’ll  show  you  how  easy  it  is  to 
make  the  necessary  arrangements. 
And  you’ll  probably  find  that  the 
service  costs  much  less  than  you 
think. 

Trust  & Investment  Division, 
Industrial  National  Bank,  100 
Westminster  Street,  Providence, 
Rhode  Island  02903 


HIUK 

Industrial  National  Bank 

Something  extra  in  Investment  Management. 


Report  Of  The  House  Of 
Island  Medical  Society 

A Summary  Of  The  Meeting  Of  January 

23.  1974 

A regular  meeting  of  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  was  held  at 
the  Medical  Library,  Providence,  on  Wednesday, 
January  23,  1974.  The  meeting  was  called  to  order 
by  the  Speaker  of  the  House,  Dr.  Herbert  F. 
Hager,  at  2:05  p.m. 

Delegates  in  attendance  were:  Drs.  Herbert  F. 
Hager,  Thomas  F.  Head.  David  Newhall,  Carl  V. 
Anderson,  Robert  E.  Baute,  J.  Douglas  Nisbet, 
Charles  B.  Round,  Joseph  E.  Wittig,  Charles  P. 
Shoemaker,  George  Lewis,  Robert  Fortin,  David 
R.  Hallmann,  Paul  J.  M.  Healey,  Richard  Kuhn, 
Mary-Elaine  Rohr,  James  McGrath,  Leonard  S. 
Staudinger,  Edmund  T.  Hackman,  A.  A.  Savas- 
tano,  Stephen  J.  Hove,  John  P.  Grady,  Robert 
V.  Lewis,  D.  Richard  Baronian,  Joseph  E.  Caruolo, 
Dominic  L.  Coppolino,  John  A.  Dillon,  Joseph  D. 
DiMase,  Donald  P.  Fitzpatrick,  Melvyn  Gelch, 
Constantine  S.  Georas,  Frank  Giunta,  Milton  W. 
Hamolsky,  Charles  L.  Hill,  Abraham  Torvitz,  Rob- 
ert Indeglia,  Henry  M.  Litchman,  Vincent  I.  Mac- 
Andrew,  William  J.  MacDonald,  Peter  L.  Mathieu, 
Jr.,  Joseph  B.  May,  Raul  Nodarse,  P.  Joseph 
Pesare,  Ralph  F.  Pike,  James  A.  Reeves,  Robert 
P.  Sarni,  Richard  P.  Sexton,  Frank  Sullivan,  Wil- 
liam R.  Thompson,  Wilson  F.  Utter,  Elihu  S. 
Wing,  Jr.,  Seebert  J.  Goldowsky,  John  J.  Cun- 
ningham and  Arnold  Porter. 

Delegates  absent  were:  Drs.  Richard  Zuerner, 
Richard  Kraemer,  Louis  Morrone,  Erwin  Sieg- 
mund,  Francis  L.  Scarpaci,  J.  Gerald  Lamoureux, 
Nathan  Chaset  (excused),  Bertram  H.  Buxton, 
Jr.,  George  V.  Coleman,  Herbert  Constantine,  Jo- 
seph L.  Dowling,  Jr.,  Martin  E.  Felder,  Samir 
Moubayed,  Guy  A.  Settipane  (excused),  Peorge 
H.  Taft  and  Joseph  E.  Cannon. 

Commissioners  in  attendance  were:  Drs.  Leon- 
ard S.  Staudinger,  Thomas  F.  Head,  Richard  P. 
Sexton  and  Frank  W.  Sullivan.  Also  in  attendance 
was  William  J.  Baltaks,  AMA  Field  Representa- 
tive. 

Commissioner  absent  was  Dr.  Kenneth  Liff- 
mann. 

Specialty  Society  representatives  in  attendance 
were:  Drs.  John  D.  Pinto,  Henry  M.  Litchman, 


Delegates  Of  The  Rhode 


David  Hallmann,  Wilson  F.  Utter,  Patrick  A. 
Broderick,  Louis  V.  Sorrentino,  William  F.  Varr, 
Charles  L.  Hill  and  Joseph  E.  Caruolo. 

Specialty  Society  representatives  absent  were: 
Drs.  Daniel  B.  Massouda,  Charles  E.  Millard, 
Richard  Peters,  Bencel  L.  Schiff,  Arthur  I.  Geltzer, 
Guy  A.  Settipane  (excused),  David  M.  Barry  and 
Walter  Cotter. 

Also  present  were:  Tim  Xorbeck,  Executive  Di- 
rector, and  Ted  Lynch,  Associate  Executive  Di- 
rector. 

APPROVAL  OF  MINUTES  OF  PREVIOUS 
MEETING 

The  Speaker  noted  that  the  minutes  of  the 
October  meeting  of  the  House  had  been  printed 
and  distributed  by  the  Secretary. 

Action : A motion  was  made,  seconded  and 
voted  that  the  minutes  of  the  October  3,  1973 
meeting  of  the  House  of  Delegates  be  approved 
as  presented. 

REPORT  OF  THE  SECRETARY 

The  Speaker  noted  that  the  report  of  the  Secre- 
tary was  included  in  the  handbook. 

Action : A motion  was  made,  seconded  and 
voted  that  the  report  of  the  Secretary  be  ap- 
proved and  placed  on  record. 

REPORT  OF  THE  TREASURER 
Dr.  John  P.  Grady  noted  that  his  report  was 
included  in  the  handbook  for  the  meeting  and  dis- 
cussed several  portions  of  it. 

Action : A motion  was  made,  seconded  and 
voted  that  the  report  of  the  Treasurer  be  ap- 
proved and  placed  on  record. 

Doctor  Grady  asked  Mr.  Norbeck  to  apprise 
the  House  of  Delegates  of  the  recent  repairs  per- 
formed on  the  Society  building.  Mr.  Norbeck  com- 
mented that  the  repairs  had  been  completed  and 
that  the  bill  for  them  amounted  to  $21,600.  Stocks 
and  bonds  from  the  Society  investments  were  sold 
to  obtain  the  funds. 

RECOMMENDATION  FROM  THE  COUNCIL 

Doctor  Hoye  read  the  recommendations  from 
the  Council  as  published  in  the  handbook  for  the 
meeting.  Action  was  taken  on  the  following  items: 

(Continued  on  page  48) 
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We  help 
you  to  invest 
in  yourself 


When  you’re  busy  taking  care  of  other 
people,  it’s  hard  to  find  time  to  take  care 
of  yourself.  That’s  where  we  come  in. 

We’re  experts  in  the  field  of  financial  planning 
for  physicians.  We’ve  done  a lot  of  it  for  physicians 
like  yourself.  In  short,  we  have  the  experience  and 
know-how  to  help  you  achieve  your  own  personal  goals 
. . . thru  sound,  intelligent,  professional  counseling. 

Whether  it  involves  incorporation,  estate  or  financial  planning, 
profit  sharing  or  pension  plans,  Keogh  plans,  tax  shelter  ideas, 
investments,  life  insurance  or  other  financial  concepts,  our  staff 
has  the  scope  and  capacity  to  analyze  your  personal  situation; 
recommend  the  right  investment  programs;  and  tie  it  all 
together  for  you. 

Want  more  information? 

Give  us  a call,  and  we’ll  arrange  a personal  conference  at  your 
convenience. 

New  England  Physicians 
Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  02159 
Tel:  (617)  965-5100 

Financial  planning  for  physicians. 

Retirement  Planning  (Keogh,  Pension,  Profit  Sharing) 
endorsed  by  the  Council  of  the 
New  England  State  Medical  Societies. 


New  England  Physicians 
Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  021 59 
Tel:  (617)  965-5100 

I would  like  to  learn  more  about  how  I can  invest  in  myself 
Name 


Address 
City 


State 


Hospital  □ 


Home  L ] 


Office  □ 


Date  of  Birth 


Use  this  telephone  number 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


i\nd  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

I I ONE  SOURCE /TOTAL  INSURANCE 

559-9 


HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  46) 

1.  Spring  Meeting  of  the  House 

A motion  was  made,  seconded  and  voted  that 
the  recommendation  be  adopted. 

2.  Physicians  Service  Directors 

A motion  was  made,  seconded  and  voted  that 
Drs.  Paul  E.  Barber,  Thomas  F.  Head,  Robert 
V.  Lewis  and  Leonard  S.  Staudinger  be  renomi- 
nated for  three  years  terms  each  as  members  of 
ihe  Board  cf  Directors  of  Physicians  Service. 

3.  Uniform  Controlled  Substances  Bill 

A motion  was  made,  seconded  and  voted  that 
the  report  of  the  Society’s  Drug  Abuse  Commit- 
tee be  adopted  as  the  official  position  of  the  Rhode 
Island  Medical  Society  on  bill  73-H  6369  (as 
amended). 

4.  Medical  Aspects  of  Sports  Conference 

A motion  was  made,  seconded  and  voted  that 
the  Rhode  Island  Medical  Society  guarantee  $500 
to  be  used  by  the  committee  in  conjunction  with 
this  Summer's  Medical  Aspects  of  Sports  Confer- 
ence to  be  raised  by  a voluntary  contribution  so- 
licited from  the  membership. 

BENEVOLENCE  FUND 

The  speaker  noted  that  the  trustees  of  the 
Benevolence  Fund  had  filed  their  1973  financial 
report  for  the  information  of  the  House. 

Action : A motion  was  made,  seconded  and 
voted  that  the  report  from  the  Trustees  of  the 
Benevolence  Fund  be  received  and  placed  on 
file. 

PROFESSIONAL  ADVISORY  COMMITTEE  OF 
PHYSICIANS  SERVICE 

The  Speaker  noted  that  the  House  was  called 
upon  to  elect  three  physicians  to  serve  on  the  Pro- 
fessional Advisory  Committee  of  Physicians  Serv- 
ice. The  Rhode  Island  Medical  Society  members 
whose  names  were  presented  for  renomination 
were: 

J.  Robert  Bowen,  M.D. 

John  F.  W.  Gilman,  M.D. 

John  P.  Grady,  M.D. 

The  name  of  Dr.  Joseph  DiMase  was  submitted 
from  the  floor  as  a candidate  and  Dr.  John  F.  W. 
Gilman’s  name  was  withdrawn. 

Action : A motion  was  made,  seconded  and 
voted  that  Drs.  J.  Robert  Bowen,  Joseph  Di- 
Mase and  John  Grady  be  elected  to  serve  on  the 
Professional  Advisory  Committee  of  Physicians 
Service  for  1974. 

HAND  RAILING  FOR  BUILDING 
Dr.  Raul  Xodarse  commented  on  the  recent 
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Council  action  to  consider  his  request  for  an  in- 
iide  and  outside  the  building  hand  railing  in  next 
ear’s  budget.  He  urged  the  House  of  Delegates 
[o  take  immediate  action  and  his  request  was  re- 
erred to  the  Trustees  of  the  Rhode  Island  Medi- 
al Society  Building  for  their  consideration. 
SPECIAL  REPORT  OF  THE  CHAIRMAN  OF  THE 

DELIVERY  OF  MEDICAL  CARE  COMMITTEE 
Edmund  T.  Hackman,  M.D.,  President  of  the 
Chode  Island  Medical  Society,  read  a letter  from 
Governor  Noel  in  which  he  granted  a time  exten- 
| ion  until  January  29  for  a Society  review  and 
lesponse  to  his  health  finance  legislation.  Doctor 
iackman  mentioned  that  Dr.  Joseph  E.  Caruolo, 
Chairman  of  the  Delivery  of  Medical  Care  Com- 
nittee,  had  received  the  final  version  of  the  bill 
ivith  a deadline  of  January  22  for  comments. 

Doctor  Caruolo,  representative  of  the  Society 
>n  the  Governor’s  Task  Force  on  Health  Finance, 
•eported  in  detail  the  genesis  of  this  proposed  legis- 
ation.  He  also  described  the  work  of  his  commit- 
ee  and  a special  Ad  Hoc  Committee  to  review  the 
most  recent  legislative  draft.  The  House  of  Dele- 
gates discussed  this  matter  at  length. 

Action'.  A motion  was  made,  seconded  and 
voted  that  the  Ad  Hoc  Committee  be  empow- 
ered to  respond  to  the  governor’s  request  with 
; specific  comments  and  constructive  suggestions 
stating  the  Society’s  position  on  this  proposed 
health  legislation  and,  furthermore,  that  the 
membership  be  encouraged  to  contribute  their 
own  thoughts  to  this  overall  response. 

PROPOSED  HOSPITAL  PRECERTIFICATION 
The  House  of  Delegates  discussed  in  detail  the 
regulation  requiring  precertification  of  elective 
hospital  admissions  under  Medicare  and  Medicaid 
as  proposed  by  HEW  in  the  Federal  Register. 

Action : A motion  was  made,  seconded  and 
voted  that  the  House  of  Delegates  go  on  record 
in  opposition  to  the  implementation  of  hospital 
precertification  in  Rhode  Island  and  that  such 
opposition  be  conveyed  to  HEW,  the  Federal 
Register  and  the  state’s  federal  legislators. 

A motion  was  made  to  amend  the  motion  to  in- 
clude the  words  “in  its  present  form”  after  the 
word  “precertification”  but  it  was  defeated  on  a 
voice  vote. 

FORMATION  OF  AD  HOC  COMMITTEE  ON 
HAND  GUN  CONTROL 

Dr.  Melvyn  Gelch  discussed  hand  gun  legisla- 
tion and  the  feasibility  of  forming  a committee 
to  draft  legislation  on  this  subject. 

(Continued  on  page  77) 
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Epidemiology  And  Concept  Of  Risk  Are 
Shifting  Focus  Of  Medical  Care  From 
Hospital  Ward  To  Outpatient  Center 


By  Kerr  L.  White,  M.D. 

Today  we  celebrate  the  expression  of  an  old 
idea  in  contemporary  form.  The  Ambulatory  Pa- 
tient Center  of  the  Rhode  Island  Hospital  is  tan- 
gible testimony  to  the  substantial  shift  in  the 
center  of  gravity  that  is  occurring  in  medicine  and 
medical  care.  This  shift  in  emphasis  is  occasioned 
by  the  need  for  balance  and  perspective.  The 
health  care  establishment  of  our  nation  is  now 
addressing  itself  more  specifically  and  more  pru- 
dently to  the  health  care  requirements  of  the 
populations  it  serves. 

This  building  reflects  the  care  and  concern  of 
the  staff  who  conceived  it,  the  trustees  who  as- 
sumed the  risks  for  financing  it,  the  architects  who 
designed  it,  and  the  contractors  who  built  and 
equipped  it.  Thousands  of  people  have  been  in- 
volved in  the  creation  of  this  structure  and  its 
component  facilities.  It  will  become  a haven  over 
many  years  to  come  for  patient-physician  encoun- 
ters, or  in  the  wider  context  of  the  new  medicine, 
for  client-therapist  encounters.  As  such,  I am  sure 
that  I speak  both  for  the  consumers  — the  people 

— and  for  the  providers  — the  health  professionals 

— when  I express  the  hope  that  flexibility  in  the 
physical  construction  of  this  building  will  be 
matched  by  equal  flexibility  in  the  highly  personal 

KEkR  L.  WHITE,  M.D.,  Professor  of  Medical 
Care  and  Hospitals,  The  John  Hopkins  University, 
Baltimore,  Maryland. 

Address  at  the  Opening  of  the  Ambulatory  Patient 
Center  of  the  Rhode  Island  Hospital,  May  17,  1973. 


transactions  of  patient  care  and  the  accompanying 
technological  support  systems.  Change  is  the  order 
of  the  day.  Paradoxically  change  is  itself  the 
stable  process,  and  we  need  to  be  prepared  for  the 
inevitability  of  change  in  both  medicine  and  medi- 
cal care.  The  inner  configuration,  the  partitions 
and  equipment  of  this  building,  we  are  told,  can 
be  changed  readily.  Can  the  same  be  said  for 
those  who  seek  and  provide  care  in  this  Ambu- 
latory Patient  Center?  Are  both  groups  ready,  not 
only  to  react  to  change,  but  to  initiate  change  in 
the  way  medical  care  is  sought  and  provided?  After 
all,  this  building  and  what  it  stands  for  have  been 
a long  time  in  the  making.  Is  it  to  be  a new  ex- 
pression of  an  old  idea  or  a new  modality  for  the 
expression  of  dreams  and  aspirations  for  improved 
patient  care? 

HISTORY  OF  OUTPATIENT  CARE 

Hospital-based  ambulatory  care  has  a three- 
hundred  year  history.  ‘‘Outpatients”  are  mentioned 
briefly  in  the  Journals  of  London's  St.  Bartholo- 
mew's Hospital  in  1664  and  again  in  1678,  when 
the  number  was  said  to  have  become  so  burden- 
some that  not  more  than  eight  patients  were  to 
be  accepted  in  any  one  week!1  In  1687  the  Col- 
lege of  Physicians  in  London  responded  to  the 
growing  unmet  medical  needs  of  the  metropolis 
by  decreeing  that  all  of  its  members  should  care 
for  the  poor  without  charge.  The  pharmacists  had 
(Continued  on  next  page) 
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established  a monopoly  that  made  drugs  beyond 
the  reach  of  most  — probably  where  they  should 
have  been,  since  there  were  few  in  that  day  more 
beneficial  than  harmful.  To  break  this  monopoly. 
50  physicians  in  1696  each  paid  £10  of  their  own 
money  for  the  establishment  of  a "dispensary” 
to  supply  medicines  for  the  poor.  It  was  not  long 
before  the  physicians  complained  that  the  public 
appeared  more  interested  in  the  medicines  than 
they  did  in  the  medical  sendees.2 

A century  and  a half  later  the  Poor  Law  of 
1834  formalized  the  care  of  indigent  patients  as 
a governmental  responsibility,  and  the  outpatient 
departments,  as  they  came  to  be  called,  were  rap- 
idly swamped.  Physicians  complained  again  that 
those  who  could  pay  were  taking  advantage  of 
free  care  at  the  hospital  outpatient  departments, 
and  those  concerned  with  the  lot  of  the  poor  criti- 
cized the  quality  of  care  provided.  A year  after 
the  Rhode  Island  Hospital  opened,  in  1869,  the 
Lancet,  one  of  the  world's  leading  medical  jour- 
nals, undertook  its  own  investigation  into  the  ad- 
ministration of  the  outpatient  departments  in  Lon- 
don hospitals.  It  was  reported  that  there  was  gross 
overcrowding,  delay,  rapid  and  perfunctory  exam- 
ination and  prescribing,  and  lack  of  primary  and 
proper  consideration  for  the  comfort  and  feelings 
of  patients.3 

To  these  emerging  ideas  of  the  “dispensary" 
and  the  “outpatient  department’’  must  he  added 
a third  concept,  that  of  the  “polyclinic”.  Again 
about  a century  ago  and  close  to  the  year  when 
the  Rhode  Island  Hospital  opened  this  term  was 
originated.  In  1871  a group  of  professors  of  medi- 
cine, faculty  of  the  University  of  Vienna,  formed 
themselves  into  an  independent  association,  rented 
space  in  the  nearby  building,  and  held  consulta- 
tion clinics  for  the  poor  at  which  they  also  taught 
medical  students.  The  important  point  was,  not 
that  the  professors  formed  a group,  not  that  they 
occupied  ?.  free-standing  building,  and  not  that 
the  patients  were  poor,  but  rather  that  the  pro- 
fessors, the  heads  of  departments,  were  in  charge 
and  taught  in  the  clinics. 

By  the  turn  of  the  century  broader  concerns 
for  the  outpatient  department  and  for  the  care 
of  ambulatory  patients  were  emerging.  Comments 
by  two  eminent  physicians  of  the  day  illustrate 
the  point.  In  commenting  on  the  functions  of  the 
new  outpatient  department  of  the  Cardiff  Infirm- 
ary in  1908,  Sir  William  Osier,  Professor  of  Medi- 
cine at  Oxford,  said: 


“That  an  outpatient  department  is  simply  for 
the  relief  of  the  poor  — the  common  idea  — is  to 
take  an  altogether  too  narrow  view  of  its  func- 
tions ....  Of  course,  the  first  and  most  important 
(function)  is  the  relief  of  the  poor  ....  (But) 
it  has  always  seemed  to  me  a radical  defect  . . . 
that,  as  a rule,  no  provision  is  made  for  pay 
patients  . ...”  He  continued:  "In  acting  as  the 
training  school  for  the  younger  members  of  the 
profession,  the  outpatient  department  fulfills  its 
second  great  function  ....  With  a sufficient  staff, 
there  is  no  reason  why  just  as  careful  notes  should 
not  be  taken  in  these  rooms  as  in  the  wards,  and 
let  me  remind  the  younger  physicians  in  the  audi- 
ence that  some  of  the  most  brilliant  reputations 
in  the  profession  . . . have  been  built-up  on  the 
solid  foundation  of  notes  taken  in  outpatient  de- 
partments ....  Let  me  urge  you  to  make  ample 
provision  for  your  medical  students  in  the  out- 
patient department,  where  they  see  the  patients 
in  their  native  state,  so  to  speak,  before  they  have 
been  scoured  and  cleansed  by  the  nurses  in  the 
ward.”4 

On  this  side  of  the  Atlantic,  in  the  same  year, 
Richard  Cabot,  Professor  of  Medicine  at  Harvard 
end  the  Mass.  Gen.  Hospital,  was  saying  much 
the  same  about  the  quality  of  the  patient  care 
and  the  teaching  in  the  outpatient  departments 
in  the  L’nited  States: 

“.As  long  as  work  done  without  pay  is  thought 
of  primarily  as  ‘charity’  — i.e.,  is  something  which 
is  to  a man's  credit  to  do  at  all  — we  readily  par- 
don its  poor  quality.  With  the  gradual  transforma- 
tion of  our  habits  of  thought,  hospital  wrork  is  now 
begun  to  be  thought  of  not  as  ‘charity'  but  as 
public  work  — wrork  called  for  by  the  public  and 
therefore  demanding  the  best  we  have  to  give.  A 
private  road,  a private  w'av,  is  ‘dangerous  passing'. 
Only  the  public  roads  are  guaranteed  to  be  of 
standard  quality.  We  now'  demand  that  public 
education  shall  be  equal  to  the  best  anywhere 
attainable  ....  Such  is  the  tendency  in  many 
fields  of  work,  and  the  tendency  is  beginning  to 
make  itself  felt  in  one  of  the  last  strongholds  of 
the  old  regime.  Beginning  with  perfection  of  equip- 
ment in  the  surgical  operating  rooms  of  modern 
hospitals,  the  reform  movement  is  spreading  via 
the  wards  to  that  forgotten  corner  of  the  hospital, 
the  dispensary.”5 

And  to  continue  from  another  of  Cabot’s  papers: 
“Through  a strange  twist  of  fortune,  the  dispen- 
sary, started  as  an  humble  agency  for  distributing 
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or  ‘dispensing’  drugs  to  those  prevented  by  pov- 
erty from  getting  any  better  medical  care,  has 
come  to  be  the  best  public  demonstration  of  how 
medical  work  should  always  be  done,  the  best 
exemplar  of  medical  forces  organized  for  accurate 
and  thorough  service.”6 

The  question  for  us  here  today  is  whether  we 
are  dedicating  just  another  dispensary,  outpatient 
department,  or  polyclinic,  or  are  we  celebrating 
the  opening  of  a new  kind  of  ambulatory  medical 
center  — the  "best  exemplar  of  medical  forces” 
for  the  ifuture?  Will  this  be  just  a new  piece  of 
real  estate  or  will  it  be  a dynamic  center  where 
new  approaches  to  the  provision  of  health  care 
are  developed,  tested,  and  evaluated  by  the  Rhode 
Island  Hospital  and  Brown  University’s  School  of 
Medicine?  For  I see  change  as  inexorable,  I think 
it  will  inevitably  be  more  rapid  in  the  future  than 
in  the  days  of  Osier  and  Cabot  more  than  half  a 
century  ago,  and  I believe  the  basic  concerns  they 
expressed  for  responsibility  and  excellence  in  the 
provision  of  ambulatory  care  will  now  prevail. 

Let  me  try  to  suggest  two  ways  in  which  medi- 
cine’s center  of  gravity  is  moving.  One  relates  to 
medical  education  and  the  other  to  health  care 
organizations. 

EPIDEMIOLOGY 

The  first  is  the  emergence  of  epidemiology'  as  a 
major  discipline  in  medicine.  In  plain  language 
the  word  “epidemiology”  means  “that  which  is 
upon  the  people”.  It  is  derived  from  ideas  and 
methods  developed  in  the  17th  century  to  count 
the  dead  and  dying  and  applied  in  the  19th  cen- 
tury to  study  and  control  epidemics  of  infectious 
diseases  among  the  citizenry.7  About  a generation 
ago  these  methods  were  applied  to  chronic  dis- 
eases, conditions  such  as  cancer,  heart  disease, 
alcoholism,  and  accidents  that  have  become  the 
major  health  problems  of  industrialized  western 
countries.  More  recently  the  same  methods  have 
been  used  to  study  the  efficacy  of  health  services 
and  the  process  of  health  care. 

Epidemiology  is  the  basic  science  that  permits 
the  health  care  establishment  to  measure  the  health 
status  and  health  needs  of  the  populations  in  the 
communities,  states,  or  regions  it  serves  and  to 
assess  the  impact  of  health  services  on  those  popu- 
lations. This  discipline,  together  with  that  of  eco- 
nomics, enables  us  to  relate  resources  deployed, 
such  as  those  represented  by  this  new  building, 
to  changes  in  the  health  status  of  populations  that 
look  to  its  staff  for  services. 


Now  what  impact  wiil  the  development  of  epi- 
demiology as  one  of  the  basic  sciences  of  medicine 
have  on  the  future  of  medical  care?  Essentially, 
it  is  a means  of  quantifying  the  health  problems 
of  populations  and  of  assessing  the  impact  and 
outcome  of  health  services.  This  new  information 
is  accompanied  'by  a broadening  of  the  health  pro- 
fession's mandate  and  responsibilities  of  enormous 
consequences.  From  the  highly  personal,  sensitive, 
and  intimate  one-to-one  patient-physician  or  client- 
therapist  relationship,  which  is  the  central  element 
of  all  medical  care,  there  is  an  extension  of  re- 
sponsibility on  the  part  of  the  entire  medical  pro- 
fession, including  the  related  health  professions, 
for  the  health  and  health  care  of  the  entire  popu- 
lation. Epidemiologically  derived  information  re- 
sults in  a newly  recognized  responsibility  for  those 
who  break  appointments  as  well  as  for  those  who 
keep  them,  for  those  who  do  not  seek  care  as 
well  as  those  who  do,  for  those  who  are  not  im- 
munized as  well  as  for  those  who  are,  for  those 
who  do  not  comply  with  prescribed  regimens  as 
well  as  for  those  who  do.  To  whom  should  the 
people  of  Rhode  Island  turn  with  their  health 
problems  if  not  to  the  health  professions  and  the 
health  care  establishment?  This  extension  of  the 
medical  professions’  concept  of  its  responsibilities 
I like  to  refer  to  as  the  “epidemiological  shift”. 
It  is  intelligence  about  health  and  health  services 
generated  by  new  applications  of  epidemiology, 
and  by  related  health  information  systems  such 
as  the  pioneering  SEARCH  program  developed 
by  Rhode  Island  Health  Services  Research,  Inc., 
that  is  shifting  the  center  of  gravity  in  medicine 
and  medical  care.  It  is  this  development  that  gives 
scientific  credibility  to  the  need  for  the  new  em- 
phasis on  ambulatory  care  in  the  provision  of 
services  and  on  community  medicine  in  tht  edu- 
cation of  physicians  and  that  fully  justifies  the 
construction  of  this  new  Ambulatory  Patient  Cen- 
ter. 

RISK  FACTOR  IN  MEDICINE 

The  second  development  that  is  shaping  the 
future  of  medicine  is  the  notion  of  “risk"’.  This 
term  has  a general  connotation  that  refers  to  the 
hazards,  costs,  and  benefits  of  taking  action  of 
any  kind  or  of  choosing  one  course  of  behavior 
over  another.  It  also  has  a specific  meaning  when 
applied  to  insurance,  whether  it  be  private  or  com- 
mercial insurance,  or  public  insurance  such  as 
that  provided  through  Medicare  or  Medicaid. 
Clearly  we  live  in  a world  of  limited  resources 
(Continued  on  next  page) 
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and  endless  needs.  The  demand  for  medical  care 
is  a bottomless  pit,  and  societies  in  all  countries 
seem  to  balk  at  spending  over  eight  per  cent  of 
their  gross  national  product  on  health  sendees. 
The  United  States  currently  spends  more  than  any 
other  western  industrialized  country  for  health 
services,  some  $90  billion  annually  or  about  $400 
for  even-  man,  woman,  and  child  in  the  country. 
This  sum  is  adequate  to  provide  medical  care  of 
high  quality  for  all  if  the  risk  is  equitably  dis- 
tributed. But  who  is  to  be  at  risk?  The  individual 
patient  when  he  is  ill?  The  individual  citizen  who 
smokes,  eats  and  drinks  excessively,  who  does  not 
take  regular  exercise  or  use  seat  belts  in  his  auto- 
mobile? The  doctor  or  hospital  assuming  responsi- 
bility for  the  care  of  the  poor  or  medically  in- 
digent, as  the  College  of  Physicians  did  in  the  17th 
century  and  as  many  physicians  and  hospitals  still 
do  in  this  country?  A tax-supported  social  security 
trust  fund  that  pays  reasonable  and  customary 
charges  for  any  service  provided?  Or  should  it 
be  a mixture  of  private  and  public  insurance  car- 
riers that  pay  all  claims  submitted  without  refer- 
ence to  the  nature  or  value  of  the  care  provided? 
Who  is  to  assume  the  risk  for  allocating  scarce 
resources  to  meet  unlimited  demands? 

My  own  view  is  that  the  risk  factor  in  medicine 
will  increasingly  influence  the  behavior  of  pa- 
tients, physicians  and  other  health  professionals, 
and  the  public  in  general.  All  parties  involved  in 
the  ‘‘action'’  will  be  at  risk  in  an  increasingly  open 
and  accountable  way.  Patients  will  have  to  under- 
stand clearly  that  there  is  no  such  thing  as  a “free 
lunch’’  and  that  their  premiums  or  taxes  for  health 
care  are  related  to  their  own  health  behavior, 
or  to  use  the  insurance  jargon,  we  will  see 
much  more  “experience  rating”  based  on  the 
health  behavior  and  potential  risk  of  groups 
or  populations.  Governments  at  the  federal, 
state,  and  local  levels  will  have  to  recognize 
their  obligations  for  the  victims  of  social, 
economic,  and  occupational  deprivation  and  dis- 
crimination and  to  assume  the  risks  for  this 
type  of  collective  social  behavior  as  it  re- 
lates to  the  health  of  specific  segments  of  the  com- 
munity. Doctors  will  have  to  be  at  risk  for  the 
way  in  which  they  use  equipment,  facilities,  pro- 
cedures. and  treatments.  Unnecessary  laboratory 
tests  and  x-rays,  unnecessary  hospitalization  and 
use  of  procedures  and  treatments  whose  efficacy 
has  not  been  objectively  evaluated,  as  wall  as  those 
that  are  useful  and  beneficial,  will  come  out  of  a 
fixed  annual  sum  of  money  per  person  enrolled. 


This  puts  health  care  systems  at  risk  for  an  entire 
package  of  agreed  benefits  for  a defined  popula- 
tion. Experience  indicates  that  where  this  kind  of 
overall  risk  has  been  assumed  by  a responsible 
organization,  the  impact  on  utilization  and  costs 
has  been  dramatic.8  Everybody  gains:  patients, 
doctors,  hospitals,  financial  intermediaries,  and 
society. 

I think  that  you  can  look  forward  to  a more 
extensive  discussion  of  the  notion  of  risk  as  the 
staff  of  the  Ambulatory  Patient  Center  defines  its 
responsibilities.  Sooner  or  later,  I predict,  the  staff 
will  have  to  organize  in  some  collective  fashion  to 
take  care  of  enrolled  populations  of  patients.  An- 
nual sums  of  money  will  be  negotiated  for  the  care 
of  these  groups  by  insurance  carriers,  Medicaid, 
Medicare,  unions,  consumers  groups,  or  employ- 
ers, who  will  contract  with  some  organizational 
entity  or  entrepreneurial  group.  The  annual  budget 
available  to  the  enterprise  will  be  known  to  the 
providers,  including  both  the  physicians  and  the 
hospitals.  Both  they  and  the  covered  populations 
will  be  at  risk  for  use  of  the  services  responsibly 
and  for  the  deployment  of  the  resources  prudently. 
The  predetermined  budget  can  be  allocated  in  any 
agreed  fashion,  and  I would  not  exclude  the  no- 
tion that  financial  incentives  or  “profits”,  to  use 
the  jargon  of  the  market  place,  will  be  necessary 
to  evoke  optimal  behavior  from  the  providers  and 
administrators.  All  of  this  could  result  in  a marked 
increase  in  the  use  of  the  Ambulatory  Patient  Cen- 
ter, a reduction  in  overall  health  care  costs,  and 
improvement  in  the  health  status  of  the  popula- 
tion. 

SUMMARY 

I have  tried,  then,  in  taking  you  on  this  three- 
hundred-year  odyssey  from  St.  Bartholomew’s 
Hospital,  where  no  more  than  eight  outpatients  a 
week  were  to  be  seen,  through  the  evolution  of 
dispensaries,  polyclinics,  and  outpatient  depart- 
ments, to  capture  briefly  some  of  the  old  tradi- 
tions and  new  ideas  that  now  find  expression  in 
the  Rhode  Island  Hospital's  Ambulatory  Patient 
Center.  Contemporary  methods  of  epidemiology 
and  the  concept  of  risk  are  now,  I believe,  rap- 
idly shifting  the  center  of  gravity  in  medical  care 
from  the  hospital  ward  to  the  outpatient  center 
and  from  one-to-one  concern  for  the  individual 
patient  who  seeks  care  to  concern  for  all  the  citi- 
zens in  the  community. 

You  have  an  excellent  new  facility,  dynamically 
designed  so  that  you  can  respond  to  the  changing 
(Concluded  on  page  76) 
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The  Treatment  Of  Lacerated  Flexor  Tendons  Of  The 
Fingers  And  Thumb  In  No-Man’s  Land  By 
Tendon  Grafting 


Superior  Results  Are  Attributable  To  Ex- 
cusion  Of  Unsuitable  Cases  And  Adher- 
ence To  Strict  Indications 


By  Harilaos  T.  Sakellarides,  M.D. 


The  divided  flexor  tendons  in  the  area  of  the 
so-called  “No-Man’s  Land”  and  their  treatment 
has  been  a very  controversial  point  among  sur- 
geons dealing  with  this  injury.  Disagreement  arises 
in  the  area  of  whether  to  suture  the  tendons  pri- 
marily or  secondarily,  or  whether  treatment  should 
be  delayed  and  a tendon  graft  performed  later. 
Flexor  tendons  are  difficult  to  treat  in  this  area 
because  of  certain  special  anatomic  characteristics. 
The  so-called  “No-Man’s  Land”  extends  from  the 
distal  palmar  crease  to  the  base  of  the  middle 
phalanx  in  the  fingers,  and  in  the  thumb  from  the 
proximal  phalanx  to  the  base  of  the  palm.  These 
special  characteristics  are  peculiar  to  the  flexor 
tendons  of  the  fingers  because  both  flexor  tendons, 
the  sublimis  and  profundus  pass  through  a rigid 
fibro-osseous  tunnel.  This  tunnel  is  formed  by  the 
flexor  tendon  sheath  with  the  pulleys  as  reinforce- 
ments. Divided  tendons  that  are  sutured  in  this 
area  are  glued  down  to  the  fibrous  sheath,  the  end 
result  being  one  of  adherence  with  no  recovery  of 
functional  motion  in  the  interphalangeal  joints. 

In  1918  Bunnell4  first  advised  that  the  divided 
tendons  should  be  left  alone,  closing  the  skin  alone 

HARILAOS  T.  SAKELLARIDES,  M.D.,  Assist- 
ant Clinical  Professor,  Orthopedic  Surgery,  Boston 
University  School  of  Medicine,  Boston,  Massa- 
chusetts. 


at  the  time  of  the  injury  and  later  replacing  with 
a tendon  graft,  bridging  the  area  from  the  palm 
to  the  base  of  the  distal  phalanx.  In  1922  he  re- 
ported five  cases  of  tendon  grafting  for  the  thumb 
and  the  fingers,  all  of  which  had  obtained  satis- 
factory function.  Since  that  time  the  operation  of 
tendon  grafting  has  been  reported  by  many  in- 
vestigators. There  have  been  important  improve- 
ments in  the  techniques  of  tendon  grafting  pro- 
cedure during  the  last  15  years.  Excellent  papers 
have  been  published  by  Boyes2,  Pulvertaft11’  12, 
Littler9,  Rank  and  Wakefield14’ 16  and  Tibiana. 
Primary  repair  in  No-Man’s  Land  has  also  had  its 
supporters,  such  as  Mason  and  others1’ 8’ 9 and 
more  recently  Michon  and  Verdan15.  The  latter 
have  perfected  the  technique  of  primary  repair, 
and  their  results  are  encouraging.  It  is  the  pur- 
pose of  this  author  to  describe  his  experience  with 
tendon  grafting  in  No-Man’s  Land. 

CLINICAL  DATA 

In  this  series  there  were  100  cases  treated  by 

Table  1 
Material 

100  cases  — 

80  involved  both  flexors  (fingers) 

20  flexor  pollicis  longus 
75  laceration  by  sharp  instrument 
25  laceration  more  extensive 

(Continued  on  next  page) 
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Table  2 

Material 

Primary  repair  attempted 

60 

No  repair 

40 

One  or  both  di  gital  nerves  divided 

35 

the  delayed  grafting  procedure  (Table  1).  All 
patients  were  operated  upon  by  the  author  person- 
ally and  followed  by  him  from  one  to  fifteen  years 
postoperativelv.  There  w'ere  74  males  and  26  fe- 
males in  the  series.  In  80  cases  both  flexor  tendons 
of  the  involved  fingers  were  involved  and  in  20 
instances  the  flexor  pollicis  longus.  The  ages  of 
the  patients  ranged  from  5 to  70  years.  The  index 
and  little  fingers  were  most  commonly  affected,  fol- 
lowed by  the  middle  and  ring  fingers.  In  75  per 
cent  of  the  cases  the  injuries  were  sustained  by  a 
sharp  object.  In  25  per  cent  the  laceration  was 
caused  by  a sharp  instrument,  but  was  more  ex- 
tensive than  those  in  the  former  group.  Primary 
repair  of  the  divided  tendon  had  been  attempted 
elsewhere  in  60  per  cent  of  the  cases.  These  were 
referred  to  the  author  for  further  treatment  be- 
cause of  result  ahd  not  been  successful.  In  35  per 
cent  one  or  two  digital  nerves  were  involved 
(Table  2).  The  patients  were  seen  from  a few 
days  to  four  years  following  injury. 

INDICATIONS  FOR  TENDON  GRAFTING 
The  criteria  for  performing  the  tendon  grafting 
procedure  were:  1.  Good  skin  coverage  with  no 
skin  contractures.  If  contractures  were  present, 
these  were  eliminated  before  tendon  grafting.  2. 
Full  passive  range  of  motion  at  the  proximal  and 
distal  interphalangeal  joints  (Fig.  1).  The  opera- 
tion was  not  performed  unless  the  joint  contrac- 
tures were  fully  eliminated.  Forty  per  cent  had  a 
moderate  to  slight  degree  of  flexion  contracture 
either  of  the  proximal  or  distal  interphalangeal 
joint.  This  was  eventually  markedly  improved  or 
eliminated  by  daily  passive  stretching  and  a care- 
fully and  frequently  adjusted  dynamic  splint. 
Night  splints  were  also  frequently  used.  In  35 
per  cent  there  was  moderate  to  slight  limitation 
of  passive  flexion  at  the  proximal  or  distal  joint 
of  the  involved  digits.  This  limitation  of  motion 
again  had  to  be  improved  or  fully  corrected  by 
passive  stretching  or  dynamic  splinting  before  the 
patient  was  admitted  for  the  operation.  Cases 
with  severe  contractures,  extensive  scarring,  mul- 
tiple previous  procedures,  fractures  involving  the 
phalanges-  or  cases  associated  with  extensor  ten- 
doninjury  were  eliminated  from  the  study.  Well 
motivated  patients  were  encouraged  to  have  the 


Figure  1 

Demonstrating  a test  to  prove  the  passive  range  of 
motion  of  the  finger.  The  involved  finger  should 
have  full  passive  range  in  flexion  and  extension 
before  tendon  grafting. 

operation.  The  lapse  between  the  time  when  the 
patient  was  first  seen  and  when  surgery  was  per- 
formed varied  from  six  weeks  to  six  months. 

TECHNIQUE  OF  TENDON  GRAFTING 

A.  Fingers'.  The  mid-lateral  incision  is  the 
most  commonly  used  incision  for  the  index,  middle, 
and  ring  fingers  (Figs.  2a-2b).  In  the  case  of  the 
little  finger,  the  incision  is  placed  over  the  medial 
border.  The  incision  over  the  palm  follows  the 
proximal  or  distal  palmar  creases  and  is  extended 
proximally  in  a zig-zag  fashion  or  parallel  with 
the  thenar  crease  to  expose  the  divided  flexor 
tendons  in  the  palm  and  the  origin  of  the  lumbrical 
muscle.  The  fibrous  sheath  is  exposed  through 
the  finger  incision  and  excised,  except  for  three 
pulleys  which  are  very  important  to  avoid  a bow- 
string effect  of  the  tendon.  These  pulleys  are  main- 
tained, one  over  the  middle  of  the  middle  phalanx, 
the  second  slightly  proximal  to  the  proximal  in- 
terphalangeal joint,  and  the  third  at  the  level  of 
the  metacarpophalangeal  joint.  The  divided  ten- 
dons are  dissected  and  pulled  out  through  the 
proximal  incision  in  the  palm.  The  two  slits  of 
the  sublimis  are  excised  just  proximal  to  their 
insertion.  A small  portion  of  the  distal  insertion 
of  the  profundus  tendon  is  preserved.  An  osteo- 
periosteal flap  is  raised  under  the  insertion  of  the 
profundus  to  the  base  of  the  distal  phalanx  and 
two  drill  holes  are  made,  coming  out  through  the 
distal  half  of  the  nail. 

The  sublimis  tendon  is  now  pulled  down  through 
the  palmar  incision  and  is  cut  short  and  left  to  be 
retracted  in  the  forearm.  The  amplitude  of  the 
remaining  profundus  is  tested  by  pulling  the  ten- 
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Figure  2A 

Index  finger  of  a patient  with  both  flexor  tendons 
divided  shows  full  passive  and  active  extension. 


Figure  2b 

Index  finger  at  exploration,  showing  a midlateral 
incision.  The  divided  flexor  tendons  are  seen  with 
all  the  scar  tissue. 


Figure  3 

Demonstrating  the  passing  of  the  tendon  graft 
through  the  pulleys  and  the  distal  insertion  of  the 
graft  with  the  pull-out  wire  suture.  Two  No.  18 
needles  are  used  to  thread  the  wire. 
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don  distalward.  The  tendon  graft  is  then  passed 
through  the  puileys.  Sources  for  tendon  graft  are 
the  palmaris  longus,  the  extensor  of  the  third  toe, 
the  sublimis’  and  the  plantaris.  A pull-out  wire 
suture  is  now  placed,  using  a No.  34  wire  at- 
tached to  two  short  straight  needles  (Fig.  3).  The 
wire  is  passed  through  the  drill  holes,  under  the 
osteoperiosteal  flap  and  tied,  using  square  knots 
over  a button.  The  remaining  insertion  of  the 
profundus  is  then  cut  short  and  sutured  over  the 
distal  end  off  the  tendon  graft  with  two  No.  4-0 
Merseline®  sutures.  The  incision  over  the  digit  is 
now  closed  and  the  tendon  is  sutured  to  the  proxi- 
mal end  of  the  profundus.  The  tendon  graft  is 
anastamosed  to  the  profundus  with  the  so-called 
‘‘fishnnouth”  through-and-through  Pulvertaft  type 
suture  (Figs.  4a-4b).  The  fish-mouth  anastomosis 
is  done  one  centimeter  beyond  the  most  distal 
portion  of  the  lumbrical.  Merseline®  mattress  su- 
tures No.  4-0  are  used  to  approximate  the  tendon 
graft.  The  tension  of  the  tendon  graft  anastomosis 
is  of  great  importance.  The  fingers  should  be  in  a 
position  oif  flexion  similar  to  the  adjacent  un- 
involved finger.  This  position  is  easily  appreciated 
when  the  hand  is  placed  on  the  table  with  the 
wrist  in  neutral  position  and  the  relaxed  position 
of  the  uninvolved  fingers  is  observed,  the  index 
finger  being  less  flexed  than  the  little  finger.  A 
pressure  bandage  is  then  applied  and  the  pneu- 
matic tourniquet  is  released.  The  hand  is  elevated 
above  heart  level,  and  after  five  minutes  the  band- 
ages removed  and  any  bleeding  is  controlled.  The 
palmar  incision  is  then  closed,  and  a compression 
type  of  bandage  is  applied,  reinforced  with  a 
posterior  splint,  holding  the  metacarpophalangeal 
(MP)  and  the  interphalangeal  joints  in  flexion 
and  the  wrist  in  approximately  30  degrees  of 
flexion. 

B.  Thumb'.  A mid-lateral  incision  is  used  in 
the  case  oif  the  thumb.  Another  incision  is  made 
parallel  with  the  thenar  crease,  and  a third  L- 
shaped  incision  is  placed  over  the  wrist  and  lower 
forearm.  Through  the  mid-lateral  incision,  the 
divided  flexor  pollicis  longus  is  explored’  the  fi- 
brous sheath  is  excised,  carefully  preserving  a wide 
pulley  at  the  level  of  the  MP  joint.  The  tendon 
is  freed  proximally  through  the  thenar  crease  in- 
cision and  pulled  out  through  the  wrist  incision. 
The  tendon  graft  is  then  passed  through  the  car- 
pal tunnel  and  directed  from  the  palmar  incision 
under  the  thenar  muscles  through  the  pulley  and 
is  sutured  to  the  base  of  the  distal  phalanx  with 
(Continued  on  next  page) 
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Figure  4a 

Pulvertaft’s  technique  of  proximal  anastomosis  of 
the  tendon  graft  with  the  distal  end  of  the  pro- 
fundus (in  the  palm). 


Figure  4b 

Diagrammatic  representation  of  Fulvertaft’s  so- 
called  through-and-through  technique  at  the  proximal 
anastomosis  of  the  tendon  graft  to  the  profundus. 


a pull-out  wire  suture,  as  described  for  the  finger. 
The  anastomosis  of  the  tendon  graft  to  the  tendon 
of  the  flexor  pollicis  longus  is  performed  at  the 
distal  third  of  the  forearm  with  a through-and- 
through  type  of  suture.  It  should  be  well  above 
the  carpal  tunnel.  The  tension  of  the  tendon  graft 
should  be  such  that  the  thumb  is  held  at  approxi- 
mately 30  degrees  of  flexion  at  the  terminal  joint. 

POSTOPERATIVE  CARE 

The  hand  is  elevated  above  heart  level  sus- 
pended on  an  intravenous  pole,  while  the  patient 
is  in  bed.  This  position  is  maintained  while  the 
patient  is  up  and  about.  He  is  encouraged  to  move 
the  uninvolved  fingers.  Three  weeks  following 
operation,  the  cast  and  all  dressings  are  removed, 
a five  centimeter  strapping  is  applied  with  the 
finger  held  in  a relaxed  position.  This  prevents 
hyperextension  of  the  finger,  but  allows  the  patient 
to  flex  gently  and  actively.  One  week  later  all 
support  is  eliminated.  The  pull-out  wire  is  removed 
and  a program  of  gentle  active  exercises  begins. 
Resistance  exercises  should  be  avoided,  because 
of  the  danger  of  rupture  of  the  tendon  insertion. 

SOURCES  OF  TENDON  GRAFTS 

The  palmaris  longus  was  used  in  65  per  cent 
of  the  cases.  In  the  author’s  experience  this  has 
been  the  best  choice,  because  the  same  forearm 
is  used,  a convenience  in  the  majority  of  cases, 
and  because  this  tendon  is  of  the  appropriate 
thickness.  The  tendon  is  taken  through  two  small 
incisions’  one  over  the  wrist  and  one  in  the  upper 
third  of  the  forearm,  carefully  preserving  the  glid- 
ing substance  of  the  tendon.  In  approximately  10 
per  cent  of  the  cases,  the  palmaris  longus  is  absent 


in  which  case  other  tendons  are  used.  In  28  per 
cent  of  cases  the  extensor  of  the  third  toe  was 
used.  In  five  per  cent  the  sublimis  was  used  al- 
though this  is  usually  an  unsatisfactory  tendon 
due  to  its  thickness.  In  two  per  cent  the  plantaris 
was  used,  although  because  of  its  thinness,  it  is 
unsuitable  for  the  index,  middle,  and  ring  fingers. 

RESULTS 

In  assessing  the  end  results  of  a tendon  graft- 
ing procedure,  one  should  be  very  critical  and  very 
exact.  The  method  of  Boyes2  was  used  in  assessing 
the  functional  result  in  our  series.  This  method 
measures  the  distance  from  the  distal  palmar 
crease  to  the  tip  of  the  involved  finger.  For  the 
thumb,  the  range  of  motion  at  the  terminal  joint 
is  measured. 

A.  Fingers'.  In  25  per  cent  of  the  cases  the 
tip  of  the  involved  finger  touched  the  distal  palmar 
crease  (Figs.  5a-5c).  In  20  per  cent  the  tip  of 
the  finger  missed  the  palm  by  one  centimeter. 
These  two  groups,  making  up  45  per  cent  of  the 
cases  were  considered  as  excellent  results.  In  35 
per  cent  the  tip  failed  to  touch  the  distal  palmar 
crease  by  1 V2  cm.  These  were  considered  good 
results.  In  the  remaining  15  per  cent  the  distance 
from  the  tip  to  the  distal  crease  was  2 cm,  while 
in  five  per  cent  was  lYi  cm.  In  essence-  there 
were  80  per  cent  good  to  excellent  results,  15  per 
cent  fair,  and  five  per  cent  poor.  The  best  results 
were  achieved  in  patients:  (1)  between  the  ages 
of  6 and  30.  (2)  well  motivated,  (3)  with  no  evi- 
dence of  degenerative  arthritis  in  other  joints  of 
the  hand  and  (4)  in  w'hom  the  palmaris  longus 
was  used  as  a graft. 
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Figure  5a 

Index  finger  of  a patient  who  had  an  injury  to  both 
flexor  tendons  in  the  middle  of  the  proximal  phalanx. 
A primary  repair  of  the  profundus  tendon  was  per- 
formed which  failed  because  of  adhesions. 


Figure  5b 

Same  hand  demonstrated  nine  weeks  after  a tendon 
grafting  procedure.  The  palmaris  longus  was  used. 
The  tip  of  the  index  is  touching  the  palm. 


With  the  metacarpo  phalangeal  joints  of  the  oper- 
ated index  finger  held  in  extension,  the  tip  of  this 
finger  almost  touches  the  skin  of  the  palm  distally, 
criterion  of  an  excellent  resust. 
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B.  Thumb:  In  this  group  35  per  cent  who 
attained  a range  of  motion  from  0°  to  8CT  were 
considered  as  excellent.  Forty-five  per  cent  with 
motion  of  from  O"  to  60°  were  assessed  as  good 
result.  Thus  80  per  cent  had  excellent  and  good 
results.  Fifteen  per  cent  flexed  to  40°  and  five 
per  cent  flexed  to  30°.  The  superior  results  in  this 
series  are  due  to  the  exclusion  of  cases  that  were 
unsuitable  for  tendon  grafting  and  in  particular 
to  adherence  to  strict  indications  for  the  operation. 

SUMMARY 

A series  of  100  cases  of  tendon  grafting  in  the 
fingers  and  thumb  have  been  evaluated  here.  There 
were  80  tendon  grafts  in  the  fingers  and  20  in  the 
thumb.  These  100  cases  were  carefully  selected, 
and  no  operation  was  performed  unless  there  was 
satisfactory  passive  range  of  motion  of  the  in- 
volved digits.  The  results  in  the  fingers  were  45 
per  cent  excellent,  35  per  cent  good,  15  per  cent 
fair,  and  five  per  cent  poor.  In  the  thumb  results 
were  35  per  cent  excellent,  45  per  cent  good,  15 
per  cent  fair-  and  five  per  cent  poor. 
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I.  The  Premature  Infant  And  E.  Deficiency* 


An  Anemia  Of  The  Premature  Infant 
Due  To  Poor  Absorption  Of  The  Vita- 
min Is  Described 


By  David  K.  Melhorn,  M.D. 

The  recent  reintroduction  of  emphasis  on  the 
therapeutic  values  of  vitamin  E (tocopherol)  in  a 
wide  variety  of  human  disease  states,  generated 
in  part  by  enthusiastic  news  media  reports  and 
commercial  claims,  prompts  this  three-part  review 
of  the  biologic  function,  cellular  actions  and  pos- 
sible therapeutic  roles  of  this  agent  in  the  human 
being.  In  this  hrst  part-  the  biochemical  nature  of 
tocopherols  will  be  considered,  together  with  some 
of  the  known  information  regarding  biochemical 
function  at  the  cellular  level.  Following  a brief 
introduction  to  the  chemical  actions  of  the  vitamin, 
a model  of  vitamin  E deficiency  in  the  human,  that 
occurring  in  the  premature  infant,  will  be  consid- 
ered. In  the  subsequent  section  relationships  be- 
tween E lack  and  various  malabsorptive  disorders 
in  the  child  and  adult  will  be  explored,  and  in  the 
final  part,  the  rationality  or  irrationality  of  the 
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use  of  vitamin  E therapy  for  disease  states  not 
related  to  deficiency"  will  be  discussed. 

BIOCHEMISTRY  OF  THE  TOCOPHEROLS 
Vitamin  E is  present  in  a variety  of  foodstuffs 
and  in  a variety  of  chemically  similar  forms.  Since 
there  is  still  controversy  about  the  most  biologically 
active  form  or  forms  of  the  vitamin  the  alpha- 
tocophenol  compound  portrayed  in  Figure  1 will 
be  considered  as  representative.  It  should  be  noted 
that  the  basic  tocopherol  molecule  is  modified  by 
esterification  with  an  acetate  moiety.  Tocopherol 
supplied  in  foodstuffs  is  usually  present  in  a variety 
of  free  tocopheral  forms,  and  the  ester  is  generally 
considered  to  be  removed  from  the  basic  molecule 
by  hydrolysis  upon  entering  circulation.  One  action 
of  vitamin  E in  biologic  systems  is  that  of  an  anti- 
oxidant, or  antiperoxidant.  Its  effectiveness  in  pre- 
venting the  peroxidation  of  lipids  in  vitro  is  easily 
demonstrated,  although  the  exact  mode  of  this 
action  is  not  known  with  certainty.1  The  mech- 
anisms of  peroxidation  and  the  protective  actions 
of  the  tocopherols  at  the  cellular  level  are  sche- 
matically represented  in  Figure  2. 2 It  should  be 
observed  that  peroxidation  of  the  lipid  membrane 
components  by  peroxide  radicals  is  a continuous 
process  found  in  many  biologic  systems.  The  ef- 
fects of  peroxidation  on  lipids  and  cellular  proteins 
are  multiple,  and  these  effects  can  be  accentuated 
either  by  the  increased  presence  of  agents  stimu- 
lating peroxidation  or  by  a deficiency  of  the  cellu- 
lar mechanisms  normally  responsible  for  detoxifi- 
cation of  peroxidants.  Although  vitamin  E defi- 
ciency is  focused  upon  here,  the  normal  human 
red  blood  cell  (RBC)  and  other  cells  contain  a 
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variety  of  efficient  mechanisms  defending  against 
peroxidant  agents,  eg,  glucose-6-phosphate  dehy- 
drogenase, glutathione,  glutathione  peroxidase, 
catalase  and  others,  and  deficiencies  of  these  sub- 
stances also  may  increase  the  rate  and  degree  of 
peroxidant  damage.3 
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CAUSES  OF  VITAMIN  E DEFICIENCY 

It  is  not  the  intention  of  this  review  to  re- 
count the  discoveries  which  led  to  the  identifica- 
tion of  vitamin  E and  vitamin  E deficiency  states 
in  lower  animals.  Several  points  about  knowledge 
gained  in  animal  experimentation  are,  however, 
relevant  to  our  discussion  of  vitamin  E deficiency 
in  humans.  First,  E deficiency  in  animals  such  as 
the  mouse  or  rat  is  much  more  easily  produced 
in  the  weanling  or  newborn  animal.  Second’  many 
of  the  other  cellular  antioxidant  mechanisms  are 
often  decreased  or  absent  in  lower  animals.  It  is 
perhaps  for  this  reason  that  vitamin  E deficiency 
in  animals  results  in  far  more  serious  and  gener- 
alized effects  than  in  the  human.  These  points 
may  be  relevant  to  such  situations  as  prematurity, 
as  will  be  later  described. 

There  is  also  some  experimental  evidence, 
both  in  animals  and  in  humans,  that  vitamin  E 
plays  a role  in  regulating  cellular  synthesis  of 
proteins  and  porphyrins.4  At  the  present  time,  it 
is  unclear  whether  these  functions  are  related  to 
the  antioxidant  properties  of  the  vitamin  or  some 
other  biochemical  role,  and  the  significance  of 


such  findings  in  relations  to  human  metabolism 
is  uncertain. 

Since  relationships  between  vitamin  E defi- 
ciency and  disease  states  in  the  human  being  re- 
main vague,  the  minimum  daily  requirement  for 
intake  of  the  vitamin  still  has  not  been  firmly 
established.  Various  amounts  have  been  recom- 
mended, both  for  children  and  adults,  which  have 
been  based  upon  the  average  oral  dietary  intake 
of  tocopherols  in  the  “normal  diet”,  or  the  com- 
parison of  serum  tooopherol  levels  in  “normal” 
populations  of  individuals  with  subjects  given  con- 
trolled doses  of  the  vitamin.  It  is  also  clear  that 
intestinal  absorption,  and  perhaps  utilization  of 
vitamin  E is  dependent  upon  other  components 
in  the  diet,  particularly  fats.  Although  a daily  in- 
take of  from  5 to  30  international  units  (IU)  has 
been  recommended  to  maintain  vitamin  E suf- 
ficiency, many  investigators  prefer  to  assess  re- 
quirements in  relation  to  polyunsaturated  fatty 
acid  (PUFA)  intake.  The  need  for  tocopherol 
appears  to  rise  in  proportion  to  an  increased  PUFA 
intake.5-7 

Although  adequate  amounts  of  the  tocopherols 
are  present  in  a wide  variety  of  foods  contained  in 
the  average  adult  diet  in  this  country  (cereal  grains 
and  oils,  green  vegetables,  some  meat  products, 
peanut  oil,  etc.),  host  factors  play  an  important 
role  in  maintenance  of  E sufficency.  In  the  fol- 
lowing section  on  the  premature  infant,  for  ex- 
ample, it  will  be  seen  that  vitamin  E levels  may 
depend  to  a greater  extent  on  efficient  intestinal 
absorption  than  the  amount  of  tocopherols  offered 
in  the  diet. 

HUMAN  VITAMIN  E DEFICIENCY  AND  ITS 

CONSEQUENCES:  THE  PREMATURE  INFANT 

The  study  of  the  premature  infant  in  relation 
to  vitamin  E deficiency  began  some  time  ago,  not 
by  serendipitous  investigation,  but  by  the  recogni- 
tion of  possible  similarities  between  newborn  ani- 
mals and  the  immature  infant.  Like  the  weanling 
rodent,  the  small  premature  infant  is  often  vita- 
min E deficient  (by  the  commonly  accepted  defi- 
nition of  a serum-free  tocopherol  level  less  than 
0.50  per  100  ml)  at  or  shortly  after  birth  when 
gestatonal  age  is  less  than  36  weeks.  Unlike  many 
other  substances,  it  seems  apparent  that  tocopherols 
are  not  actively  transported  from  the  maternal 
circulation  through  the  placenta  into  the  fetal 
circulation.  In  fact,  cord  serum  E levels  no  pre- 
mature and  full-term,  newborn  infants  actually 
have  been  shown  to  be  significantly  lower  than 
in  their  mothers.8  (Continued  on  next  page) 
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Vitamin  E deficiency  in  the  newborn  period 
is  rapidly  corrected  in  the  first  few  days  of  life 
in  the  full-term,  newborn  infant.  Although  both 
human  breast  milk  and  proprietary  formulas  in 
common  use  contain  relatively  small  amounts  of 
tocopherols.  the  intestinal  absorption  of  this  fat- 
soluable  vitamin  is  relatively  efficient  in  the  full- 
term  infant.  In  contrast,  gut  absorption  in  the 
premature  infant  whose  gestational  age  is  less  than 
36  weeks  is  significantly  and  persistently  decreased, 
a phenomenon  not  unexpected  in  consideration  of 
other  studies  documenting  decreased  absorption 
of  fats  and  other  fat -soluble  vitamins.9  As  is  clearly 
evident  in  Figure  3,  the  full-term  newborn  is  ca- 
pable of  efficient  E absorption  almost  from  the 
time  of  birth-  while  the  premature  infant  achieves 
the  same  capacity  only  as  he  achieves  gestational 
maturity.  Paradoxically,  therefore,  the  premature 
infant  is  not  only  most  likely  to  develop  vitamin 
E deficiency  but  is  least  capable  of  effective  ab- 
sorption of  fat-soluble  forms  of  vitamin  E during 
the  early  weeks  of  life. 

LABORATORY  FINDINGS 

For  mam'  years,  vitamin  E deficiency  in  a 
variety  of  conditions  has  been  associated  with  an 
in  vitro  laboratory  study  known  as  the  erythrocyte 
hydrogen  peroxide  (H2O2)  hemolysis  test.  First 
developed10  in  the  1940’s,  and  subsequently  modi- 
fied in  a variety  of  ways,  red  cell  H2O2  hemolysis 
measures  the  in  vitro  lysis  of  erythrocytes  after 
exposure  to  H2O2.  Results  are  recorded  in  terms 
of  percent  hemolysis  after  a period  of  incubation. 
In  the  following  presentations  of  results  of  H2O2 
hemolysis  determinations,  the  method  of  Gordon, 
et  al11  is  employed.  Correlation  between  an  ab- 
normally elevated  H2O2  hemolysis  test  and  vitamin 
E deficiency  (serum  vitamin  E levels  <0.30  mg 
per  100  ml)  has  been  well-established,  although 
as  previously  suggested,  increased  oxidant  stress 
on  the  red  cell  membrane  may  also  result 
in  abnormal  erythrocyte  H2O2  hemolysis,  even 
when  serum  vitamin  E levels  are  within  the 
normal  range.  Examples  include  deficiencies  of 
red  cell  enzymes  involved  with  detoxification  of 
peroxides  or  large  amounts  of  oxidant  drugs  ad- 
ministered to  the  infant.  Even  oxygen  itself-  fre- 
quently administered  in  high  concentrations  in  the 
early  days  of  life  of  the  premature,  may  be  impli- 
cated in  increased  peroxidation  of  red  cell  lipids. 
The  correlation  between  abnormal  H2O2  fragility 
and  vitamin  E deficiency  becomes  clear  only  after 
the  initial  four  weeks  in  the  premature  infant 


HOURS 
Figure  3 

Vitamin  E absorption  tolerance  curves.  Oral  toler- 
ance dose  in  alpha-tocopherol  acetate,  25  IU/kg- 
body  weight. 

whose  gestational  age  is  less  than  36  weeks. 

Another  factor  in  vitamin  E deficiency  in 
premature  infants  is  the  unusual  composition  of 
lipid  components  of  the  red  blood  cell  membrane. 
The  RBC  membrane  of  the  premature  infant  con- 
tains. at  the  time  of  birth,  a greater  total  lipid 
content  as  well  as  certain  lipid  fractions  when 
compared  with  the  adult  erythrocyte  and  even 
with  the  full-term  newborn.  As  the  premature 
infant  develops,  RBC  lipids  decrease  to  approach 
‘‘adult”  levels  at  3 to  4 months  of  chronologic  age. 
The  significance  of  these  progressve  changes  is 
not  certain.  However,  it  is  clear  that  a relationship 
exists  between  serum  vitamin  E and  red  blood 
cell  lipids  which  may  reflect  the  cellular  bal- 
ance between  peroxidant  and  antioxidant  agents 
acting  at  the  membrane  level.  The  degradation 
of  membrane  lipid  components  is  also  reflected  in 
the  in  vitro  determination  of  malonyldialdehyde 
(MDA),  a breakdown  product  of  polyunsaturated 
fats. 

CLINICAL  FINDINGS 

The  anemia  associated  with  vitamin  E de- 
ficiency in  the  premature  infant  is  characterized 
by  a number  of  clinical  and  laboratory  findings 
reported  independently  by  several  investigators.12-14 
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Table  1.  Clinical  and  Laboratory  Findings  in  Vitamin 


Clinical  Features 

1.  Gestational  age  28-36  weeks  1. 

2.  Chronologic  age  4-8  weeks  2. 

3.  Anemia  3. 

a.  Proportional  fall  in  hgb  and  hct.  4. 

b.  Reticulocyte  count  evaluated  5. 

c.  Pyknocytes  on  peripheral  smear 

4.  Thrombocytosis  6. 

5.  Peripheral  edema*  7. 

*Reported  in  some  studies. 


E-Deficient  Premature  Infants 
Laboratory  Findings 

Serum  vitamin  E decreased 
RBC  H202  hemolysis  increased 
RBC  MDA  increased 
RBC  survival  decreased 

RBC  membrane  phospholipids  relatively  de- 
creased 

Active  bone  marrow  erythropoeisis 
Adequate  iroon  stores 


These  findings  are  reviewed  in  Table.  1.  The 
clinical  syndrome  is  best  typified  by  the  following 
representative  case  history. 

I A black  male  infant,  birth  weight  1180  gm,  ges- 
tational age  30  weeks,  was  transferred  to  Rainbow 
Babies  and  Children's  Hospital  at  24  hours  of  age. 
Initial  hematologic  data  included  hemoglobin  value 
14.9  gm  per  ml;  hematocrit  reading  of  49  per  cent; 
blood  type  O Rh+;  and  direct  Coombs  test  nega- 
tive. During  the  first  three  days  of  life,  the  infant 
manifested  mild  signs  of  hyaline  membrane  disease 
but  improver  rapidly.  During  the  next  six  weeks 
weight  gain  was  satisfactory  on  a standard  infant 
formula  and  there  were  no  further  demonstrable 
illnesses.  The  hematologic  data  gathered  during 
this  period  are  illustrated  in  Figure  4. 

As  he  reached  the  chronologic  age  of  6 weeks, 
the  infant  became  progressively  more  anemic, 
while  during  the  same  period,  the  reticulocyte 
count  rose.  Peripheral  RBC  morphology  at  age  6 
weeks  was  characterized  by  the  presence  of  large 
numbers  of  pyknocytes  and  polychromasia.  Plate- 
lets were  increased  on  smear.  At  8 weeks  of  age, 
the  infant  was  started  on  an  oral  course  of  toco- 
pherol acetate  in  a dose  of  100  units  per  day.  His 
hematologic  progress  following  institution  of  this 
therapy  is  seen  in  Figure  4. 

In  observation  of  a large  population  of  small 
premature  infants  fed  standard  formulas,14  it  is 
clear  that  all  such  infants  do  not  become  vitamin 
E deficient,  and  that  among  those  who  do,  not  all 
develop  the  picture  of  vitamin  E-dependent  ane- 
mia. The  former  observation  may  be  explained  by 
the  variability  of  intestinal  absorption  of  fats  and 
fat-soluble  vitamins  in  infants  of  similar  gestational 
age.  The  latter  may  reflect  both  the  adequacy  of 
other  RBC  antioxidant  mechanisms  or  the  lack  of 
oxidant  stresses  during  the  period  of  early  develop- 
ment. 

APPROACH  TO  THERAPY 

Having  alluded  previously  to  the  problem  of 
intestinal  absorption  of  fats  and  fat-soluble  vita- 
mins in  the  small  premature  infant,  it  is  necessary 


to  evaluate  response  to  vitamin  E therapy  in  light 
of  the  capability  for  absorption  of  the  forms  of 
tocopherol  given  orally.  The  paradoxical  problem 
the  physician  faces  in  directing  E therapy  or  pre- 
venting vitamin  E deficiency  my  prophylactic  ad- 
ministration of  the  fat-soluble  tocopherols  is  that 
they  are  simply  not  effectively  absorbed.  Thus, 
failure  to  immediately  correct  the  vitamin  E-de- 
pendent anemia  of  the  premature  infant  often 
represents  poor  absorption  of  tocopherol  in  formula 
or  in  separate  oral  supplements.  The  approach  to 
maintaining  vitamin  E sufficiency  at  this  hos- 
pital has  been  to  use  an  oral  tocopherol  acetate 
supplement  in  a dose  of  25  units  per  day  starting 
on  the  7th  day  of  life.  This  supplement  has  been 


Figure  4 

Hematologic  parameters  in  reported  patient  prior 
to  and  during  vitamin  E therapy 

(Concluded  on  next  page) 
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reasonably  successful  in  infants  whose  gestational 
age  is  greater  than  32  weeks  but  quite  erratic  in 
those  of  less  than  32  weeks.  Coincidentally,  sup- 
plementing the  infants  with  oral  iron  during  the 
tirst  8 weeks  of  life  (approximately  8 mg  ele- 
mental Fe  kg  day)  interferes  with  the  intestinal 
absorption  of  alpha-tocopherol  acetate-15  and  be- 
ing a peroxidant  agent,  may  add  to  the  peroxidant 
stress  on  the  vitamin  E-deficient  red  blood  cell. 
There  is  no  evidence,  however,  that  the  smaller 
amounts  of  elemental  iron  (2-3  mg/kg/day)  pres- 
ent in  iron-supplemented  proprietary  formulas 
cause  similar  difficulties. 

The  effects  of  vitamin  E deficiency  on  the  red 
blood  cell  of  the  premature  infant  have  received 
greater  investigative  attention  because  of  the  ac- 
cessibility of  this  tissue  for  study.  The  possibility 
of  adverse  effects  of  E deficiency  in  other  tissues 
in  small  premature  infants  (such  as  lung  and 
neural  elements)  has  been  postulated  but  not 
thoroughly  explored.  The  ideal  approach  to  the 
therapy  and  prophylaxis  of  the  vitamin  E defi- 
ciency of  prematurity  would  be  a water-soluble 
form  of  the  vitamin  which  would  be  absorbed 
adequately  from  the  intestine  either  in  medicinal 
doses  or  incorporated  into  proprietary'  formulas. 
Such  compounds  have  been  studied  in  other  ex- 
perimental animal  and  human  conditions  and  are 
currently  being  evaluated  in  the  premature  infant 
at  this  institution. 
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Teflon  Injection  For  Vocal  Cord  Rehabilitation 


Procedure  Allevates  Aspiration  And  Dys- 
phonia  Resulting  From  Vocal  Cord 
Paralysis 


By  Mary  D.  Lekas  M.D.,  F.A.C.S. 

Teflon®  has  just  recently  been  released  for  gen- 
eral usage  by  the  Federal  Food  and  Drug  Ad- 
ministration, as  Mentor  Polytef  Paste®  or  PTFE 
Paste  for  Injection  (modified  polytetrafluoroethy- 
lene,  50  per  cent  by  weight,  in  glycerin).1 

Arnold  in  1962  proposed  vocal  cord  injection 
of  Teflon®  granules  suspended  in  glycerin.2  The 
original  idea  of  injecting  the  vocal  cords  was  pub- 
lished in  1911  by  Bruenings,  who  injected  paraffin 
for  the  correction  of  laryngeal  paralysis  with  good 
results.  The  improvement  was  only  temporary,  be- 
cause the  paraffin  had  a tendency  at  body  tem- 
perature to  migrate  from  the  site  of  injection.3'  4 
The  cancerogenic  effect  was  another  problem  with 
paraffin  and  also  with  other  materials  used  for 
this  purpose.  Teflon®  is  said  to  be  the  most  inert 
of  all  plastic  materials.5  Continuous  research  and 
experimentation  have  shown  no  evidence  of  car- 
cinogenesis with  the  Polytef  Teflon®  as  has  been 
well  documented  by  Rubin  and  others.6-  7 

MARY  D.  LEKAS,  M.D.,  F.A.C.S.,  of  Providence, 
Rhode  Island,  Surgeon,  Department  of  Otolaryn- 
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Veterans  Administration  Hospital,  Providence, 
Rhode  Island;  Clinical  Instructor,  Division  of 
Bio-Medical  Science,  Brown  University,  Provi- 
dence, Rhode  Island. 


Vocal  cordoplasty  with  Teflon®  injection  is  used 
to  compensate  for  the  deficient  closure  of  the  vocal 
cords.  The  most  frequent  cause  is  laryngeal  para- 
lysis from  lesions  involving  the  recurrent  laryn- 
geal nerve.  Lesions  of  the  vagus  nerve  associated 
with  malignant  tumors  of  the  lung  or  their  sur- 
gical treatment  may  also  be  a cause.  The  left  vocal 
cord  in  such  instances  is  most  frequently  affected. 
Viral  or  vascular  neuropathy  of  the  vagus  or  re- 
current nerves  may  also  cause  laryngeal  paralysis. 
Teflon®  is  also  used  to  rebuild  a deficient  vocal 
cord,  in  cases  of  excision  of  a cancerous  vocal  cord 
where  there  is  only  a scar  band  after  natural 
wound  healing,  or  where  a vocal  cord  defect  exists 
after  a biopsy  or  vocal  cord  polypectomy. 

Further,  a congenital  glottal  deficiency  has  been 
described.  It  has  also  been  termed  juvenile  in- 
ternus  paresis,  congenital  vocal  cord  sulcus,  or 
dysplastic  dysphonia.  In  this  disorder  the  glottis 
has  a bowing  appearance,  but  with  mobile  vocal 
cords.  The  condition  is  characterized  by  hoarse- 
ness. Arnold  and  others  have  reported  improve- 
ment in  these  cases  by  Teflon®  injection.8  Hoarse- 
ness is  caused  by  the  failure  of  the  vocal  cords 
to  meet  in  the  middle  for  a suitable  closure  of  the 
vocal  aperture. 

Indications  for  intracordal  injection  of  the  vocal 
cords  are  as  follows: 

(Continued  on  next  page) 
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1.  Unilateral  vocal  cord  paralysis. 

2.  Lateral  immobilization  of  the  paralyzed 
vocal  cord,  i.e.  in  the  paramedian  position 
or  in  the  intermediate  position.  Aspiration 
problems  then  occur  and  can  be  considered 
an  urgent  indication. 

3.  Hoarseness  following  cordectomy. 

4.  Acquired  vocal  cord  defect  where  the  ex- 
cision of  a vocal  cord  polyp  or  nodule  has 
been  excessive. 

5.  Congenital  glottal  deficiency,  where  there 
is  bowing  of  the  vocal  cord.  Injection  of  both 
cords  can  be  done  about  a month  apart. 

The  following  contraindications  are  recognized: 

1.  Bilateral  vocal  cord  paralysis.  Arytenoidec- 
tomv  or  an  arytenoidopexy  may  be  of  help; 
and  a tracheostomy  may  be  lifesaving.  Howt- 
ever,  one  may  consider  the  Teflon®  injec- 
tion in  these  cases  if  there  is  an  aspiration 
problem  — - but  provision  would  have  to  be 
made  for  an  airway  by  tracheostomy!  This 
concept  was  suggested  by  a neurologist  at 
the  Rhode  Island  Hospital,  but  has  not  yet 
been  attempted. 

2.  Central  nervous  system  lesions.  Such  pa- 
tients are  not  suitable  for  the  procedure, 
since  they  do  not  have  an  isolated  lesion  of 
one  vocal  cord,  for  which  the  procedure  is 
intended,  but  rather  complex  dysarthric  syn- 
d'cmes  causing  loss  of  speech  or  dysphonia; 
such  as  progressive  cerebral  lesions,  includ- 
ing hemiplegia,  Parkinsonism,  supra-bulbar 
paralysis,  or  cerebellar  disease. 

3.  Functional  involvement,  where  there  is  an 
emotional  disorder  or  psychogenic  dysphonia. 
[Psychological  exploration  or  psychiatric  as- 
sistance does  not  of  itself  cause  a disorder 
of  the  voice.]  If  hoarseness  is  present  in  such 
a case,  one  must  consider  a psychogenic 
etiology,  e.g.,  as  may  occur  following  thy- 
roidectomy. The  hormonal  factor  sometimes 
precipitates  functional  dysphonia. 

It  is  desirable  to  wait  at  least  six  months  fol- 
lowing the  onset  of  paralysis,  for  the  paralysis  may 
subside  spontaneously.9  Meanwhile,  one  can  insti- 
tute treatment  with  the  help  of  a speech  therapist 
through  compensatory  voice  rehabilitation.  When, 
however,  the  paralysis  is  considered  permanent, 
such  as  after  certain  surgical  procedures,  or  when 
the  vocal  cord  paralysis  is  due  to  malignancy,  im- 
mediate injection  can  be  performed. 

PROCEDURE 

Local  anesthesia  is  preferable  (four  per  cent 


topical  Xylocaine®),  so  that  the  patient  can  pho- 
nate  as  requested,  thus  permitting  observation  of 
the  function  of  the  vocal  cords  for  precise  injec- 
tion of  the  Teflon®.  General  anesthesia  may  have 
to  be  instituted,  in  the  presence  of  excessive  ap- 
prehension, or  in  patients  with  a very  strong  gag 
reflex  who  refuse  to  cooperate.  One  of  our  cases 
had  general  endotracheal  anesthesia  via  tracheos- 
tomy, because  of  apprehens;on  and  the  severity 
of  her  iilness. 

At  the  Rhode  Island  Hospital,  we  utilize  the  sus- 
pension direct  laryngoscopy  method  and  the  Hol- 
inger  anterior  commissuroscope,  or  in  some  cases 
the  standard  Jackson  laryngoscope. 

The  amount  of  Teflon®  used  is  determined  by 
the  dimensions  of  the  vocal  cord,  e.g.,  the  male 
larynx  usually  requires  a larger  amount  of  Teflon® 
than  the  more  dainty  female  larynx  (usually  0.5 
to  1.0  ml).  It  is  of  course  best  to  inject  too  little 
rather  than  too  much,  for  one  can  alwrays  com- 
pensate by  another  later  injection  (usually  after 
three  months).  We  use  the  standard  Bruenings 
syringe,  which  is  loaded  with  2 ml  of  Teflon® 
glycerin  paste. 

The  site  of  injection  is  of  utmost  importance. 
The  objective  is  to  increase  the  bulk  of  the  defi- 
cient cord  or  to  shift  the  paralyzed  cord  to  a bet- 
ter position.  In  order  to  compensate  for  a deficient 
cord,  one  injects  laterally  to  correct  the  bowing 
or  concavity  of  the  defective  cord.  The  paralyzed 
cord  can  be  shifted  toward  the  midline  by  inject- 
ing laterally  from  the  vocal  process.  It  is  advisable 
to  inject  toward  the  area  of  the  loose  mid-portion 
of  the  vocal  oord,  for  the  greatest  amount  of  air 
wastage  is  said  to  be  toward  the  middle  of  the 
cord.  It  has  been  found  that  the  posterior  third 
of  the  vocal  cord  toward  the  arytenoid  area  has 
been  more  susceptible  to  postoperative  reaction. 
The  anterior  half  of  the  weal  cord  is  not  usually 
injected,  for  it  w'ould  act  like  a vocal  cord  polyp 
or  nodule  and  cause  hoarseness  because  of  im- 
proper closure  of  the  glottis.  The  medial  shift  of 
the  vocal  cord  is  usually  adequate  to  compensate 
for  any  anterior  residual  deficiency.  The  exception 
to  this  rule  is  where  an  excessive  resection  for 
polypectomy  resulted. 

Since  the  voice  postoperatively  is  usually  rather 
hoarse  because  of  the  edematous  vocal  cord,  the 
patient  should  always  be  forewarned  that  it  takes 
a few  days  to  a week  for  subsidence.  If  the  patient 
is  psychologically  prepared,  the  postoperative  re- 
action may  be  less.  The  pain  is  mild  and  is  usually 
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controlled  with  a mild  analgesic  and  at  times  an 
ice  collar. 

Most  Teflon®  injections  of  the  vocal  cord  at 
Rhode  Island  Hospital  have  been  for  treatment 
of  dysphonia  and  aspiration.  One  injection  to  re- 
build a deficient  vocal  cord  after  a polypectomy 
was  performed  at  another  hospital,  and  a second 
in  a patient  with  a deficient  vocal  cord  following 
excision  of  a cancerous  vocal  cord,  where  only  a 
band  of  scar  tissue  substituted  for  a vocal  cord. 

CASE  REPORTS 

Mrs.  L.B..  aged  65,  with  a left  vocal  cord  paraly- 
sis — she  developed  aspiration  pneumonitis  and 
respiratory  distress,  requiring  an  emergency 
tracheostomy.  She  was  initially  admitted  with  a 
gastrointestinal  hemorrhage  due  to  peptic  ulcera- 
tion. In  1964  she  had  had  a radical  mastectomy 
followed  by  an  oopherectomy,  and  has  been  on 
hormonal  and  chemotherapeutic  treatment.  This 
patient  presented  the  so-called  pseudo-carci 
noma  sign  upon  barium  swallow  and  larvngo- 
gram,10  due  to  neuromuscular  dysfunction  from 
left  vocal  oord  paralysis.  With  the  paralyzed  ary- 
tenoid falling  forward  and  medialward,  the  ven- 
tricle and  the  pyriform  fossa  are  enlarged  in  such 
cases,  and  the  true  cord  sags  below  the  level  of  the 
normal  cord,  with  the  result  that  it  is  sometimes 
interpreted  as  containing  a lesion.  Complete  endo- 
scopic evaluation  revealed  no  lesion,  but  the  vocal 
cord  paralysis  in  the  paramedian  position  caused 
aspiration  and  dysphonia.  Another  consideration 
in  this  patient  was  constipation  due  to  the  absence 
of  glottal  closure  upon  physical  effort!  A Levin 
tube  was  inserted,  and  a tracheostomy  performed. 
A gastrostomy  was  under  consideration.  After  the 
Teflon®  injection  the  naso-gastric  and  tracheos- 
tomy tubes  were  removed,  and  the  gastrostomy 
abandoned . 

Mr.  C.T.,  aged  66,  who  had  a right  pneumonec- 
tomy for  adenocarcinoma  with  metastases  and 
right  vocal  cord  paralysis,  causing  coughing  and 
aspiration  of  fluids  while  eating.  The  patient's 
voice  was  almost  barely  audible  because  of  the 
great  air  waste  from  the  widely  abducted  and 
atrophic  vocal  cord.  Secretions  were  spilling  over 
into  the  trachea,  causing  coughing  spells.  The  pa- 
tient was  discharged  in  48  hours  after  Teflon® 
injection  of  the  right  vocal  oord.  The  aspiration 
problem  was  relieved,  and  shortly  thereafter 
marked  improvement  of  the  breathy  rough  voice 
was  noted. 


Mrs.  M.E.M.,  a 70  year  old  retired  nurse  with 
a history  of  a radical  mastectomy  for  carcinoma 
of  the  left  breast  in  1957,  a right  radical  mastec- 
tomy for  adenocarcinoma  in  1966,  carcinoma  of 
the  uterus,  and  metastases  to  lung  and  bone.  She 
presented  with  a right  vocal  cord  paralysis  with 
symptoms  of  aspiration  and  dysphonia.  After  Tef- 
lon® injection  deglutition  was  restored  and  over- 
flow of  secretions  into  the  trachea  disappeared. 
Patient’s  voice,  swallowing,  and  emotional  atti- 
tude improved. 

CONCLUSIONS 

Cordoplasty  by  Teflon®  injection  has  produced 
vocal  cord  rehabilitation,  with  resumption  of  nor- 
mal cough,  ability  to  strain,  improvement  of 
voice,  arrest  of  aspiration,  and  the  ability  to  laugh 
again.11 

Carcinoma  of  the  bronchus  or  lung  and  thy- 
roidectomy trauma,  followed  by  incidence  by  an- 
terior cervical  fusion  and  heart  surgery,  are  the 
commonest  causes  of  laryngeal  nerve  paralysis. 
Other  causes  are  radical  neck  surgery,  malignant 
neoplasm  within  the  thoracic  cavity,  surgery  for 
aneurysm  of  the  thoracic  aorta,  surgical  correc- 
tion of  coarctation  of  the  thoracic  aorta,  pulmon- 
ary tuberculosis  with  thoracic  scar  formation, 
poliomyelitis,  posterior  fossa  tumor  or  chemodec- 
toma  involving  IX,  X,  and  XI  cranial  nerves  in 
their  cervical  course,  trauma  to  the  right  upper 
thorax,  trauma  to  the  neck,  localized  brain  dam- 
age, scar  replacement  of  vocal  cord  after  excision 
for  malignant  tumors,  deformity  of  vocal  cord 
after  removal  of  large  tumors,  and  surgery  for 
esophageal  diverticulum.11 

Immediate  injection  may  be  carried  out  when 
the  vocal  cord  paralysis  is  due  to  malignant  dis- 
ease or  permanent  involvement  from  a surgical 
procedure.12  If  etiology  of  the  paralysis  is  un- 
known or  if  the  paralysis  is  otherwise  potentially 
reversible,  Teflon®  cordoplasty  should  if  possible 
be  delayed  for  six  months  after  onset. 
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Psoriasis  And  Alopecia  Areata  In  The  Same  Patient 


For  Unknown  Reasons  The  Association 
Of  The  Tno  Diseases  Is  Rare 


By  Francesco  Ronchese,  M.D. 


Two  or  more  dermatoses,  related  or  unrelated, 
may  be  found  occasionally  in  the  same  patient. 
The  literature  reports  cases  of  psoriasis  and  lupus 
erythematosus  chronic  discoid,  psoriasis  and  lichen 
planus,  psoriasis  and  vitiligo.1-5 

How  often  are  psoriasis  and  alopecia  seen  in 
the  same  patient?  Strange  as  it  may  seem,  very 
seldom. 

A 30  year  old  woman  with  common  psoriasis 
developed  common  alopecia  areata  of  the  scalp 
(Fig.  1).  I believe  that  this  is  the  first  case  that 
1 have  ever  seen. 

Both  diseases  are  of  mysterious  origin;  both 
may  be  related  to  psysical  or  psychic  trauma,  or 
both.  Psoriasis  factitia  is  well  known;  the  dis- 
appearance of  psoriasis  through  psychic  trauma 
is  less  well  known.5  The  psychic  trauma  of  psoria- 
sis, especially  in  the  young,  could  be  a cause  of 
the  development  of  alopecia  areata. 

Xudemberg  and  Rechter6  in  1939  reported  a 
case  of  a 50-year  old  man  with  alopecia  areata  of 
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the  parietal  areas  of  the  scalp,  in  whom  psoriasis 
developed  on  the  alopecic  areas.  They  quote  Sa- 
bouraud  as  the  only  author  mentioning  an  asso- 
ciation of  psoriasis  and  alopecia  areata. 

In  a monograph  of  405  pages  on  alopecia  areata7 
its  association  with  psoriasis  is  represented  by  one 
case,  reported  by  Howard  Fox8  as  an  unusual 
condition. 

SUMMARY — 10  pt  caps 

Alopecia  areata  developed  on  the  scalp  of  a 
young  woman  with  psoriasis.  For  unknown  reasons 
the  association  of  the  two  diseases  has  been  rarely 
observed.  Because  of  the  psychic  trauma  caused 
by  psoriasis,  especially  in  the  young,  alopecia 
areata  and  psoriasis  should  not  be  as  rare  a com- 
bination as  it  is. 
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Fig.  1 

A patch  of  psoriasis  on  alopecia  areata 


4Chapman  RS:  Coincident  vitiligo  and  psoriasis  in 
the  same  individual.  Arch  Dermatol  107:776,  May 
73 

5Bolgert  M,  Chiapponi  L:  Guerison  d’un  cas  cle 
psoriasis  generalise  par  injections  intramusculaires 
d’eau  distillee.  Bull  Soc  Franc  Dermat  62:50-1, 
Jan-Feb  55 

6Nudenmberg  A,  Rechter  M:  Asociacion  pelada- 
psoriasis.  Rev  Argent  Dermatosif  23:406-17,  39 

7Baccaredda-Boy  A,  et  al.:  L’alopecia  areata.  Min- 
erva Derm  38  .Suppl.  Jan-Mar)  :232,  1963.  (Atti 
Soc  Ital  Dermatol  Sifil) 

8Fox  H:  Psoriasis  on  patches  of  alopecia  areata. 

Arch  Dermatol  7:842,  Jun  23 


Beautiful  Waterview  of  West  Passage  from 
Rambling  Ranch  in  Jamestown. 

Four  Minute  Walk  to  Lifeguarded  Beach; 
Moor  your  Boat  50  yards  from  your  home. 
Family  Room  is  30'  x 20'  with  massive  fire- 
place, all  situated  on  over  1/3  acre.  Sacrifice 
only  $43,500  firm,  942-2015  eves  or  423-1364 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  rhem 
for  you,  day  or  night. 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 


February, 1974 
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REFLECTIONS  ON  DDT 


Some  12  years  ago,  when  the  late  Rachel  Car- 
son  published  the  “Silent  Spring’’,  these  columns 
expressed  reservations  about  her  drastic  conclu- 
sions. The  pressures  from  ecological  and  environ- 
mental enthusiasts  resulted  in  an  order  from  the 
Environmental  Protection  Agency  (EPA)  Admin- 
istrator, E.  P.  Ruckelshaus,  in  June  1972  almost 
totally  banning  the  use  of  DDT  as  a pesticide 
in  the  United  States.  Partial  bans  instituted  in 
1969  had  been  gradually  extended,  cumulating  in 
the  comprehensive  order  becoming  effective  in  De- 
cember 1972.  The  material  is  now  practically  un- 
obtainable in  the  United  States. 

Doctor  Norman  E.  Bourlaug,  winner  of  the  Nobel 
Peace  Prize  in  1970  for  his  historic  work  in  de- 
veloping high-yield  wheat  strains,  an  important 
contribution  to  the  green  revolution,  stated  be- 
fore a United  Nations  Conference  in  Rome  in 
1971: 

“The  current  vicious  hysterical  propaganda  cam- 
paign against  the  use  of  agricultural  chemicals 
being  promoted  today  by  fear^provoking,  irrespon- 
sible environmentalists,  had  its  genesis  in  the  best- 
selling, half-science,  half-fiction  novel  ‘Silent 
Spring’  published  in  1962.  This  poignant,  power- 
ful book  written  by  the  talented  scientist  Rachel 
Carson  sowed  the  seeds  for  the  propaganda  whirl- 
wind and  the  press,  radio,  and  television  circuses 
that  are  being  sponsored  in  the  name  of  conser- 
vation today  (which  are  to  the  detriment  of  world 
society)  by  the  various  organizations  making  up 
the  environmentalist  movement.” 

He  went  on  to  point  out  that  in  a period  of  25 
years  “1,000  million  people  have  been  freed  from 
the  risk  of  malaria”.  At  that  time  329  million 
people  were  being  protected  from  malaria.  Eradi- 
cation of  malaria  opened  up  vast  areas  of  India, 
Nepal,  and  Taiwan  to  agricultural  production.  He 
considered  the  safety  of  DDT  “truly  remarkable”. 
After  testifying  before  the  EPA,  he  stated:  “You 
should  see  the  misery  and  poverty  before  you 
start  philosophizing  from  a full  stomach”. 

While  there  have  been  some  benefits  from  the 
withdrawal  of  DDT  (such  as  the  revival  of  some 
endangered  species  and  the  leaching  out  of  DDT 
from  some  food  chains)  the  record  is  not  at  all 
unequivocal  at  this  time. 


Borlaug  has  stated  that  “without  DDT  and 
other  important  agricultural  chemicals,  our  goals 
to  feed  the  world  are  simply  unattainable  and  star- 
vation and  world  chaos  will  result”.  In  Ceylon 
DDT  spraying  reduced  the  incidence  of  malaria 
from  2.8  million  cases  in  1946  to  110  cases  in 
1961.  The  Ceylonese  then  dropped  the  spraying 
program,  considering  the  battle  won.  In  1968  and 
1969  malaria  afflicted  2.5  million  cases.  Malarial 
fatalities  world-wide  dropped  from  four  million 
a year  in  the  1930s  to  less  than  one  million  in 
1968.  Other  insect-born  diseases  such  as  encephali- 
tis, yellow  fever,  and  typhus  fever  showed  similar 
declines.  It  has  been  estimated  that  100  million 
lives  have  been  saved  as  a result  of  the  suppression 
of  these  and  other  diseases  due  to  insect  vectors. 

The  World  Health  Organization  in  1972  stated 
that  there  was  no  substitute  in  sight  for  control  of 
malaria,  typhus,  and  other  insect-borne  diseases. 
It  concluded  that  “the  immediate  discontinuation 
of  the  use  of  DDT  would  be  a disaster  to  world 
health”. 

The  implications  to  the  farmer  and  consumer 
are  less  drastic.  The  housewife  has  become  accus- 
tomed to  vegetables  free  of  insect  debris  and 
wormy  parts  and  to  fruits  without  blemishes.  A 
farmer  in  New  Jersey  put  up  a roadside  sign:  “We 
have  stopped  using  DDT.  Result!!  Corn  Worms”. 
The  organo-phosphates  recommended  by  the  EPA 
to  cotton  growers  as  substitutes  for  DDT  have 
their  own  difficulties  associated  with  their  extreme 
toxicity.  Substitutes  are  toxic  to  bees,  which  are 
immune  to  DDT,  thus  interfering  with  pollination 
of  crops  and  the  production  of  honey. 

Residents  of  Rhode  Island  and  New  England  at 
large  are  all  too  familiar  with  the  heavy  infesta- 
tions with  mosquitoes,  inchworms,  and  gypsy 
moths  since  the  banning  of  DDT.  In  Sweden,  the 
first  country  to  ban  it,  DDT  was  promptly  re- 
instated to  save  its  important  pine  forests.  Canada 
also  reversed  its  ban  when  the  cutworm  threatened 
to  wipe  out  its  $2  million  onion  crop  in  Ontario. 

The  current  DDT  ban  does  not  prevent  export 
of  the  substance.  This  is  indeed  fortunate.  The 
World  Health  Organization  recently  reiterated 
that,  in  spite  of  the  overwhelming  adverse  pub- 
licity, there  is  no  present  justification  for  a'ban- 
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doning  this  valuable  weapon  in  the  fight  against 
disease  and  starvation. 

While  there  is  no  imminent  likelihood  that  DDT 
regulations  in  the  United  States  will  be  relaxed, 
it  is  probable  that  the  complete  story  has  not  yet 
been  told. 

In  November  of  1973  a House  agriculture  sub- 
committee voted  to  authorize  the  Secretary  of  Agri- 
culture to  order  the  EPA  to  lift  its  1972  ban  on 
DDT.  The  subcommittee  acted  after  hearing  testi- 

Guest  Editorial 

POLITICIANS  AND 

Through  the  open  window’s  space 
Behold,  a camel  thrust  his  face. 

!“My  nose  is  cold,”  he  meekly  cried, 

“Oh,  let  me  warm  it  by  thy  side.” 

. . . Lydia  Huntly  Sigourney, 

The  Camel’s  Nose  Stanza  1 

Thanks  to  our  politicians,  chiropractic  has  its 
nose  in  the  tent! 

How  can  our  legislators,  our  administrators,  our 
Governor,  equate  their  vaunted  concern  for  public 
health  and  their  often  expressed  anxiety  for  indi- 
vidual medical  care,  and  at  one  and  the  same 
time  justify  stooping  so  low  as  to  endorse  the 
“false  god”  of  chiropractic?  The  latter  is  the  very 
antithesis  of  good  medical  care  and  presents  many 
factual  and  actual  dangers  to  health.  How  can 
this  same  officialdom  now  demand  regular  recerti- 
fication and  relicensure  of  physicians  already  once 
fully  certified  as  qualified  — ostensibly  to  assure 
continuation  of  the  highest  quality  of  medical  care 
— • and  yet  simultaneously  be  all  too  ready  to  ac- 
cept the  false  and  deceptive  dogma  of  chiropractic 
— apparently  acceptable  without  any  further  train- 
ing or  testing?  Surely  they  need  further  controls  if 
anybody  does!  Presumably  there  is  the  deep  yawn- 
ing hollow  void  in  their  background  so  that  there 
is  no  foundation  then  to  build  on,  add,  or  to  im- 
prove. To  compare  chiropractic  care  with  that  by 
qualified  physicians  is  a disservice  to  even  the 
poorest  care  by  a licensed  physician.  The  poorest 
physician’s  worst  care  is  safer  and  preferable  to 
the  chiropractic  best.  Doctors  of  medicine  usually 
practice  conscientiously  and  capably. 

There  is  no  small  element  of  hypocrisy  in  this 
too-readily  acceptance  of  chiropractic  by  our  poli- 
ticos, and  even  worse  in  their  ready  willingness  to 
“toy  with  the  health  of  the  people.”  If  they  really 


mony  that  one  million  acres  of  trees  had  been  killed 
by  gypsy  moths  in  Pennsylvania  and  hundreds  of 
thousands  damaged  in  New  England.  The  tussock 
moth  in  the  meantime  had  hit  the  Pacific  North- 
west and  after  appearing  in  Indiana  and  Ohio  was 
working  its  way  south.  The  press  has  reported 
that  DDT  may  indeed  be  on  its  way  back.  It  is 
unlikely  that  the  Lnited  States  will  remain  a DDT- 
free  island  in  a world  where  most  other  countries 
depend  upon  its  use  as  a life-or-death  matter. 


CHIROPRACTIC 

do  believe' ’ and  then  bend  their  knees  in  apparent 
worship  of  this  “pagan  gold  idol  with  feet  of  clay,” 
that  is  still  worse;  for  that  indicates  faulty  judg- 
ment. Apparently,  for  its  proponents,  chiroprac- 
tic is  fully  acceptable  with  inadequate  qualifica- 
tions, or  none  originally,  and  with  no  further 
checks  ever  after;  let  it  be  known  that  this  is  the 
present  attitude  of  our  politicians! 

What  can  any  critic  of  medicine  have  in  mind 
when  he  supports  a form  of  humbug  with  no  logic, 
no  reason,  and  one  that  professes  dogma  that  de- 
nies and  denigrates  every  scientific  basis  of  medi- 
cine including  etiology,  pathogenesis,  pathology, 
immunology,  and  all  other  proved  applicable  as- 
pects of  disease?  The  executive  vice-president  of 
the  Medical  Society  of  the  State  of  New  York, 
an  active  member  of  the  Commission  on  Quackery 
of  the  A.M.A.,  has  stated  the  paradox  in  a consise 
manner  in  his  report  to  the  Council  of  the  Medical 
Society  of  New  York.  His  remarks  are  quoted  be- 
low: 

All  of  us  know  that,  as  a result  of  a Bill  that 
was  passed  in  the  New  York  Legislature  earlier  this 
year  and  was  signed  into  law  by  the  Governor,  chi- 
ropractic is  now  included  in  the  Workmen’s  Com- 
pensation program.  We  are  informed  that  this  will 
require  a Chiropractic  Workmen’s  Compensation 
Board;  and  that  this  group  will  be  asked  by  chiro- 
practors to  set  up  specialty  classifications.  How 
much  lower  can  we  sink! ! ! 

In  accordance  with  the  precedent  set  bv  our 
society  years  ago,  when  we  refused  to  designate  a 
physician  to  sit  with  the  chiropractic  licensing 
Board,  we  have  informed  the  authorities  of  Work- 
men’s Compensation  that  we  will  never  recommend 
a doctor  of  medicine  for  this  assignment. 

(Continued  on  next  page) 
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We  would  like  someone  to  explain  to  us  what 
specialties  belong  in  the  realm  of  the  quack. 

Now,  the  department  of  HEW  has  been  com- 
pelled to  issue  some  regulations.  Payment  may  be 
made  only  for  the  chiropractor's  manual  manipu- 
lation of  the  spine  to  correct  a subluxation  (dem- 
onstrated by  x-ray  to  exist)  which  has  resulted  in 
a neuromusculoskeletal  condition  for  which  such 
manipulation  is  appropriate  treatment. 

The  HEW  definition  of  a subluxation  is  indeed 
ludicrous.  A subluxation  will  be  deemed  present 
when  an  incomplete  dislocation,  off-centering,  mis- 
alignment, fixation  or  abnormal  spacing  of  the 
vertebrae  is  anatomically  demonstrable  of  an  x- 
ray  film  to  individuals  trained  in  the  reading  of 
x-rays.  Since  no  one  has  a "perfect  spine”  we  feel 
that  practically  everyone  fits  into  this  definition. 

It  is  difficult  to  understand  how  the  bureaucrats 
in  our  government  insist  that  they  are  interested  in 
high  quality  medical  care  for  everyone,  to  the  ex- 
tent of  considering  the  requirement  of  recertifica- 
tion and  relicensing  of  a true  doctor  of  medicine; 
and  then  approve  the  practices  of  quacks  who 
know  nothing  about  the  art  of  healing. 

What  administrative  procedures  are  planned  to 
insure,  first,  the  safe  taking  of  the  x-ray  and,  sec- 
ond the  scientific  ability  to  read,  the  x-ray  and 
reach  the  determination  that  it,  in  fact,  does  dem- 
onstrate a subluxation. 

Wilbur  Cohen,  former  Secretary  of  HEW,  once 
said  in  an  official  report:  “Chiropractic  theory  and 
practice  are  not  based  upon  the  body  of  basic 
knowledge  related  to  health,  disease,  and  health 
care  that  has  been  widely  accented  by  the  scientific 
community.  Moreover,  irrespective  of  its  theory, 
the  scope  and  quality  of  chiropractic  education  do 
not  prepare  the  practitioner  to  make  an  adequate 
diagnosis  and  provide  appropriate  treatment.” 

We  are  now  faced  with  a dilemma  and  an  an- 
achronism of  great  magnitude.  The  Board  of  Chi- 
ropractic is  now  demanding  the  authority  to  certify 
“ specialists  in  chiropractic  ( sic ),”  mind  you,  in 
specialties  like  orthopedics,  rheumatology,  and  so 
forth.  This  constitutes  a real  “double  negative,”  a 
“reduction  ad  absurdum,”  and  is  the  distilled  es- 
sence of  sheer  nonsense! 

Yet  we  must  not  adopt  the  indifferent  attitude 
of  “let  those  who  will  it,  stew  in  their  own  juice  of 
their  own  making,  let  them  suffer  for  their  own 
stupidity.”  Both  Medicare  and  Medicaid  now 
have  paid  chiropractic  services!  Unbelievable  as 
this  sounds,  it  is  now'  true  despite  our  owm  strong 


protests  and  the  objections  and  opposition  of  all 
knowledgeable  agencies  such  as  HEW,  AFL-CIO, 
HIBAC,  (Health  Insurance  Benefits  Advisory 
Council)  the  American  Public  Health  Association, 
the  American  Medical  Association,  the  Associa- 
tion of  American  Medical  Colleges,  the  American 
College  of  Radiology , the  American  Cancer  Soci- 
ety, the  American  Association  for  Retarded  Chil- 
dren, the  American  College  of  Sports  Medicine, 
Consumer  Federation  of  America,  National  Coun- 
cil of  Senior  Citizens,  and  the  National  Associa- 
tion of  Letter  Carriers  and  many  others. 

We  must  not  just  stand  idly  by  to  wait  for  the 
nonsense  of  chiropractic  to  die  on  the  vine,  but 
rather  we  must  oppose  it  actively  and  point  out 
the  many  errors  of  its  w-ays.  Its  every  flagrant 
error  must  be  publicized.  Warranted  malpractice 
claims  against  the  chiropractor  should  be  support- 
ed by  expert  testimony  of  qualified  physicians  and 
by  every'  other  ethical  means.  We  now  do  just 
that  to  our  own  physicians  by  peer  review,  and 
also  in  our  analytical  studies  and  recommenda- 
tions in  reviews  of  malpractice  claims  against  le- 
gitimate physicians  insured  in  our  own  group. 
We  need  only  extend  this  service  to  all  those  who 
are  suing  chiropractors;  then  truth  can  prevail. 

It  is  assumed  that  politicians  will  say  things 
they  do  not  mean.  It  is  fully  expected  that  they 
will  make  pledges  they  will  not,  even  cannot,  nor 
even  intend  to  keep.  Politicians  also  can  be  phe- 
nomenal ventriloquists,  throwing  their  voices  to 
selective  locations  at  will.  We  now'  observe  the 
remarkable  phenomenon  of  “shuttle”  ventriloquy, 
the  speaking  alternately  out  of  each  side  of  the 
mouth,  and  even  speaking  different  meanings  out 
of  both  sides  simultaneously.  All  our  politicians 
claim  and  say  it  often,  that  they  are  intensely  in- 
terested in  the  health  of  the  "peepul”  — particular- 
ly when  that  means  votes. 

Emerson's  admonition  is  in  order  here: 

Go  put  your  creed  into  your  deed 

Nor  speak  with  double  tongue. 

Actually,  the  lack  of  understanding  and  the 
poor  judgment,  already  obvious  in  their  original 
acceptance  and  continuing  support  of  chiroprac- 
tic, should  preclude  the  continuation  in  office  of 
all  the  politicians  who  have  ever  voted  for  this 
hoax.  Dare  we  trust  the  “red  button”  to  any 
leader  foolish  enough  to  believe  in  this  heresy  or 
deceitful  enough  to  utilize  it  for  votes.  In  the  pol- 
itician's attitude  toward  chiropractic  we  have  a 
simple  test  to  assay  their  honesty  and  sound  judg- 
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ment.  All  who  are  for  chiropractic  are  not  only 
against  physicians  but  also  lack  true  concern  for 
the  sick  patient  and  the  sick  world;  let  us  oppose 
them  by  every  legitimate  means. 

To  evil  habit’s  earliest  wile 

Lend  neither  ear,  nor  glance,  nor  smile — 


Choke  the  dark  fountain  ere  it  flows, 

Nor  e’en  admit  the  camel’s  nose. 

. . . Lydia  Huntly  Sigourney, 
The  Camel’s  Nose  Stanza  4 

Alfred  A.  Angrist,  M.D. 

Editor,  New  York  State  Journal 
of  Medicine 


v$/ 


The  22nd  Annual  Clinical  Meeting  of  The  American  College  of  Ob- 
stetricians and  Gynecologists  will  be  held  April  29  thru  May  2,  1974, 
Las  Vegas,  Nevada. 

Highlights:  Fifty  papers  on  current  clinical  and  basic  investigation. 
The  President’s  Program,  “The  Conquest  of  Breast  Cancer.”  One 
panel  will  discuss  the  management  of  breast  cancer  (diagnosis,  treat- 
ment, rehabilitation).  In  a second  panel  current  concepts,  etiology, 
pathology  and  research  will  each  be  a focus  of  an  expert.  Parade  of 
Professors:  These  are  15  position  papers  with  current  thinking  on 
the  more  common  and  important  problems  in  the  specialty  as  seen 
by  prominent  authorities.  New  films,  special  interest  meetings  (in 
six  sub-specialty  areas),  luncheon  conferences,  round  tables,  and  PG 
courses  comprise  the  rest  of  the  program. 

Registration  fee  for  non-members:  $125.00 

Contact : 

Mr.  Donald  F.  Richardson,  Associate  Director 

The  American  College  of  Obstetricians  and  Gynecologists 

One  East  Wacker  Drive,  Chicago,  111.  60601 


SPORTS  CONFERENCE  FUNDS  SOUGHT 


t a recent  meeting  of  the 
I ise  of  Delegates,  a $500  Society 
uantee  was  approved  for  use  by  the 
Lical  Aspects  of  Sports  Committee 
i conjunction  with  this  Summer  s 
l ical  Aspects  of  Sports  Conference 
e at  the  University  of  Rhode  Island. 


This  nationally  known  sports  confer- 
ence is  sponsored  jointly  by  the  Uni- 
versity of  Rhode  Island  and  the  com- 
mittee chaired  by  Dr.  A.  A.  Savastano. 
The  members  of  the  Society  are  urged 
to  contribute  to  the  support  of  this 


most  important  conference.  If  the 
$500  allocation  is  met,  there  will  be  no 
charge  for  Rhode  Island  physicians  to 
attend  the  seminars  except  for  meals. 
Will  you  kindly  fill  out  the  form  below 
and  mail  it  with  your  check  payable  to 
The  Rhode  Island  Medical  Society  to: 

Sports  Committee  Conference  Fund 
Rhode  Island  Medical  Society 
106  Francis  Street 
Providence,  R.  I.  02903 


(please  print  name) 


(address) 


February, 1974 
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PROVIDENCE  MEDICAL  ASSOCIATION  1974 
President:  Peter  L.  Mathieu,  Jr.,  M.D 
Vice  President:  Donald  P.  Fitzpatrick,  M.D. 

Secretary:  P.  Joseph  Pesare,  M.D. 

Treasurer:  Robert  P.  Sarni,  M.D. 

Councillor  Trustee 

Bertram  H.  Buxton,  Jr.,  M.D.  .Alfred  L.  Potter,  M.D. 


George  V.  Coleman,  M.D. 
Frank  Sullivan,  M.  D. 
Constantine  S.  Georas,  M.D. 
Wilson  F.  Letter,  M.D. 

Samir  G.  Moubayed,  M.D. 


Executive  Committee 
(in  addition  to  officers) 

Abraham  Horvitz,  M.D. 
Frank  Giunta,  M.D. 

Charles  L.  Hill,  M.D. 

D.  Richard  Baronian,  M.D. 
Richard  P.  Sexton,  M.D. 


Advisory  Committee  to  the  Providence 
oj  Medical  Assistant 
George  Coleman,  M.D.,  Chairman 
Yusef  Barcohana,  M.D. 

D.  Richard  Baronian,  M.D. 

Alex  Burgess,  M.D. 

George  Charon,  M.D. 

Donald  Fitzpatrick,  M.D. 

Constcntine  Georas,  M.D. 

Betty  B.  Mathieu,  M.D. 

Committee  on  Legislation 
Thomas  F.  Head,  M.D.,  Chairman 
Joseph  E.  Caruolo,  M.D. 

Francis  Chaffee,  M.D. 

Carl  DeLuca,  M.D. 

Joseph  DiMase,  M.D. 

Walter  Durkin,  M.D. 

H.  Raymond  McKendall,  M.D. 
Francis  L.  McNelis,  M.D. 

Vahey  Pahigian,  M.D. 

Robert  Sarni,  M.D. 

Richard  P.  Sexton,  M.D. 

William  Thompson,  M.D. 


Grievance  Committee 
Bertram  H.  Buxton,  M.D.,  Chairman 
Alphonse  Cardi,  M.D. 

Nathan  Chaset,  M.D. 

Frank  DeLuca,  M.D. 

Donald  Fitzpatrick,  M.D. 

John  Dillon,  M.D. 

Abraham  Horvitz,  M.D. 

John  Lury,  M.D. 

Vincent  MacAndrew,  M D. 

Betty  B.  Mathieu,  M.D. 

Golf  Tourney  and  Dinner  Committee 
Robert  Riemer,  M.D.,  Chairman 
Reginald  Allen,  M.D. 

C.  Thomas  Angelone,  M.D. 

Edward  Cardillo,  M.D. 

William  J H.  Fisher.  Jr.,  M.D. 

Bertram  Holdridge,  M.D 
Joseph  Lambiase,  M.D. 

Frank  Nevitt,  M.D. 

Anthony  Verrone,  M.D. 

(Concluded  on  page  75) 
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Sign  of  a cold  sufferer 
Time  for  Ornade 


Fast  relief  of 

upper  respiratory  congestion 

ana  hypersecretion 

with  convenient  b.i.d.  dosage. 


Before  prescribing,  see  complete  prescribing  information  in  SK&F 
| literature  or  PDR 

Indications:  Upper  respiratory  congestion  and  hypersecretion  associated 
. with:  the  common  cold;  acute  and  chronic  sinusitis:  vasomotor  rhinitis: 

I allergic  rhinitis  (hay  fever,  “rose  fever,"  etc.) 

Contraindications:  Hypersensitivity  to  any  component;  concurrent 
MAO  inhibitor  therapy;  severe  hypertension,  bronchial  asthma;  coronary 
artery  disease;  stenosing  peptic  ulcer;  pyloroduodenal  or  bladder  neck 
obstruction.  Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring  alertness  (e.g., 
operating  vehicles  or  machinery).  Warn  patients  of  possible  additive 
effects  with  alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and  women  who 
might  bear  children,  weigh  potential  benefits  against  hazards.  Inhibition 
I of  lactation  may  occur. 

Effect  on  PBl  Determination  and  I'3'  Uptake:  Isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests 
I unaffected  by  exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease, 
glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or 
I mouth;  nervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric 
distress,  diarrhea,  rash,  dizziness,  weakness,  chest  tightness,  angina  pain, 
abdominal  pain,  irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia,  convul- 
1 sions.  hypertension,  hypotension,  anorexia,  constipation,  visual  distur- 
bances. iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F 

Smith  Kline  & French  Laboratories 

Division  of  SmithKhne  Corp , Philadelphia.  Pa  19101 


Each  capsule  contains  8 mg.  Teldrin® 

(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride: 
2.5  mg.  isopropamide,  as  the  iodide. 


In  congestive  heart  failure... 

secondary  aldosteronisr 


i. 


How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure" 


Decreased 

Cardiac 

Output 


Decreased  renal 
blood  flow  i 
with  decreased! 
glomerular 
filtration 


Increased 

venous 

pressure 


Transudation 
from  capillaries 


Decreased 

effective 

blood 

volume 


Aldosteronism 


Chronic  liver  congestion 
impairs  degradation 
of  aldosterone 


•adapted  from  coodley,  e.1 


.5  a primary  factor 


o "switch  off'  the  aldosterone  factor  in 
ongestive  heart  failure 


Aldactone 

lipironolactone  25-mg.  tablets 

whe  only  specific 
hldosterone  antagonist. . . 
basic  in  all  diuretic  therapy 

' iree  ways  to  use  Aldactone  in 
ongestive  heart  failure 

As  the  only  diuretic 

Often  sufficient  alone. 

Produces  gradual,  sustained  diuresis  by 
i ocking  aldosterone  action  in  the  distal 
final  tubule. 

Avoids  potassium  loss. 

1 As  the  basic  daily  diuretic  with  an  "add-on'' 
iternate-day-diuretic  ("A.D.D."  schedule) 

Can  be  administered  daily  as  basic 
[ lerapy  with  the  additional  agent 
mosemide  or  ethacrynic  acid)  given 
/ery  second  or  third  day. 

Aldactone  plus  "A.D.D."  schedule 
: jiinimizes  potassium  deficiency  and 
ptentiates  effect  of  "add-on"  diuretic.2 
Avoids  acute  volume  depletion  and 
lldosterone  rebound.2 

As  a daily  diuretic  in  combination  with 
daily  dose  of  a thiazide 

Permits  daily  additive  diuretic  effect 
hile  maintaining  potassium  balance. 


Indications  -Essential  hypertension,  edema  or  ascites  of  congestive  heart  fail- 
ure, cirrhosis  of  the  liver  and  the  nephrotic  syndrome;  idiopathic  edema  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a thiazide  diuretic 

Contraindications — Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia. 

Warnings — Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in- 
dicated unless  a gluciyorticoid  is  also  given  Discontinue  potassium  supplemen- 
tation if  hyperkalemia  develops.  Usage  of  any  drug  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur.  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists,  deaths  have  occurred.  Hyponatremia,  manifested  by  dry- 
ness of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevation  of  BUN  may  occur,  especially  when  pretreatment  hyper- 
azotemia exists.  Mild  acidosis  may  occur.  Reduce  the  dosage  of  other  antihyper- 
tensive drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action. 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro- 
intestinal symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti- 
caria, mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice  Adverse  reactions  are  infrequent  and  usually  reversible. 

Dosage  and  Administration  — For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner.  Adjust  subsequent  dosage  according 
to  response  of  patient 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg.  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response;  add  a thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added  A daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A glucocorticoid,  such  as  15  to  20  mg.  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a conventional  diuretic.  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary.  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1 liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function)  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  ’sterilize"  the  gastrointestinal  tract 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  although  useful  for  diuresis,  will  not  directly  affect  the  basic  pathologic 
process. 

For  children  the  daily  dosage  should  provide  1.5  mg.  of  Aldactone  per  pound 
of  body  weight. 

References:  I.  Coodley,  E Consultant  12:106-107,  109,  111,  113,  115  (July) 
1972  2.  Thorn,  G.  W , and  Lauler,  D.  P.  Am.  J Med  53  673-684  (Nov.)  1972. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department 

Box  51 1 0,  Chicago,  Illinois  60680 


SEARLE 


Wherever  it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
relief  needed. 


In  flu  and  associated  respiratory 
infection,  Empirin  Compound 
with  Codeine  provides  an 
antitussive  bonus  in  addition  to 
relief  of  pain  and  bodily 
discomfort. 


prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1)  *Warning-may 
be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3Y2, 
phenacetin  gr.  2V2,  caffeine 
gr.  V2. 


& 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEN  FLU  HITS  AND 


#3,  codeine  phosphate*  (32.4  mg.)  gr.  Vi 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


PMA  COMMITTEES 

(Concluded  from  page  74) 


Peer  Review  Committee 
Nathan  Chaset,  M.D.,  Chairman 
Joseph  Caruolo,  M.D. 

Joseph  A.  Delfino,  M.D. 

Betty  B.  Mathieu,  M.D. 

Frank  Merlino,  M.D. 

James  Sheridan,  M.D. 

Marshall  Taylor,  M.D. 

Public  Relations  Committee 
Herbert  Hager,  M.D.,  Chairman 
Stanley  Aronson,  M.D. 

Alphonse  Cardi,  M.D. 

Joseph  DiMase,  M.D. 

Jay  M.  Orson,  M.D. 

Helen  Schinazi,  M.D. 

Guy  Settipane,  M.D. 

Louis  Sorrentino,  M.D. 

Albert  Toselli,  M.D. 

Special  Health  Programs  Committee 
Charles  Hill,  M.D.,  Chairman 
Joseph  E.  Caruolo,  M.D. 

Mary  Colbert,  M.D. 

John  P.  Grady,  M.D. 

Isidore  Gershman,  M.D. 

Herman  Marks,  M.D. 

Gus  Motta,  M.D. 

John  H.  Murphy,  M.D. 

George  Taft,  M.D. 


Medical  Bureau  Advisory  Committee 
William  L.  Mauran,  M.D.,  Chairman 
Maurice  Adelman,  M.D. 

Allan  DiSimone,  M.D. 

Alvin  Gendreau,  M.D. 

John  Gilman,  M.D. 

Henry  Krawczyk,  M.D. 

Daniel  Lang,  M.D. 

John  B.  Lawlor,  M.D. 

Anthony  Merlino,  M.D. 

Joshua  Park,  M.D. 

Robert  Sarni,  M.D. 

Leo  Stern,  M.D. 


Mental  Health  Committee 
Hugo  Taussig,  M.D.,  Chairman 
Anthony  Capone,  M.D. 

Eric  Denhoff,  M.D. 

Michael  Ingall,  M.D. 

Ben  Feather,  M.D. 

Henry  Izeman,  M.D. 

Hector  Jaso,  M.D. 

Melvyn  Johnson,  M.D. 

Roswell  D.  Johnson,  M.D. 

Peter  Reilly,  M.D. 

Frank  Sullivan,  M.D. 

Edwin  Viera,  M.D. 

James  Wang,  M.D. 


Women’s  Medical  Auxiliary  Advisory 
Frank  Catanzaro,  M.D.,  Chairman 
Daniel  Calenda,  M.D. 

Erminio  Cardi,  M.D. 

Samir  G.  Moubayed,  M.D. 

Ralph  Pike,  M.D. 

Raoul  Nodarse,  M.D. 

William  Reeves,  M.D. 

Albert  Tetreault,  M.D. 

Wilson  Utter,  M.D. 


Committee  Program  Committee 

P.  Joseph  Pesare,  M.D.,  Chairman 
Herbert  Ebner,  M.D. 

John  E.  Farley,  M.D. 

Pierre  Galletti,  M.D. 

Irving  Gibson,  M.D. 

Frank  Giunta,  M.D. 

Robert  Gorfine,  M.D. 

Donald  P.  Fitzpatrick,  M.D. 

Henry  T.  Randall,  M.D. 
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HEALTH  HAVENS 


A SKILLED  NURSING  HOME 

Medicare  Participating 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 


INTER  NOS  . . . 

Just  between  us, 

Local  group  plans  have  demonstrated  a record  of 
strength  and  stability  that  is  rarely  matched  by  pro- 
grams more  geographically  spread. 

This  is  merely  to  suggest  that  the  first  line  of  defense 
in  economic  security  planning  should  include  your 
R.I.M.S.  official  sponsored  disability  income  plans. 

Complete  insurance  planning  begins  here. 

R.  A.  Derosier  Agency 

Group  Administrator  for  R.  I.  Physicians  Since  1949 
"Treating  The  Whole  Patient"  Thru  These  Affiliates 

FOURDEE  AGENCY,  INC. 

(Indiv.  Ins.  Planning) 

FOURDEE  PLANNING  CORP. 

(NASD  Broker-Dealer) 

215  Waterman  Ave.,  E.  Prov.  02914  438-0660 


TEFLON  INJECTION 

(Concluded  from  page  67) 

6Rubin  HJ:  Pitfalls  in  treatment  of  dysphonias  by 
intrachordal  injection  of  synthetics.  Laryngoscope 
75:1381-97,  Sep  65 

'Kirchner  FR,  Toledo  PS:  Vocal  cord  injection  . . . 
for  the  restoration  of  laryngeal  function.  J Kansas 
Med  Soc  67:125-7,  Mar  66 
8Arnold  GE:  Alleviation  of  aphonia  or  dysphonia 
through  intrachordal  injection  of  Teflon  paste. 
Ann  Otol  Rhinol  72:384-95,  Jun  63 
9 Arnold  GE:  Further  experiences  with  intrachordal 
Teflon  injection.  Laryngoscope  74:802-15,  Apr  64 
10Siegler  J : Rehabilitation  of  voice  after  recurrent 
laryngeal  nerve  paralysis  using  Teflon  suspension. 
J Laryngol  Otol  81:1121-9,  Oct  67 
nLewv  RB:  Glottic  rehabilitation  with  Teflon  injec- 
tion— the  return  of  voice,  cough  and  laughter. 
Acta  Otolaryngol  58:214-20,  Aug-Sep  64 
12Dedo  HH,  et  al.:  Paralytic  dysphonia  corrected 
with  Teflon  injection.  Med  Tribune  May  73  Page 
10 


AMBULATORY  PATIENT  CARE 

(Concluded  from  page  54) 

needs  of  your  citizens.  I wish  you  all  possible  suc- 
cess. 

REFERENCES 

Nuffield  Provincial  Hospitals  Trust:Studies  in  the 
Functions  and  Design  of  Hospitals.  London,  Ox- 
ford University  Press,  1955 

2Davis  MM,  Jr.:  The  functions  of  a dispensary  or 
out-patient  department.  Boston  Med  Surg  Jour  171: 
335-41,  27  Aug  14 

sThe  Lancet  investigation  into  the  administration 
of  the  out-patient  department  of  the  London  Hos- 
pitals. Lancet  2:577-9,  23  Oct  1869 

4Osler  W:  Remarks  on  the  functions  of  an  out- 
patient department.  Brit  Med  Jour  1:1470-1,  20 
June  08 

5Cabot  RC:  Suggestions  for  the  reorganization 
of  hospital  out-patient  departments,  with  special 
reference  to  the  improvement  of  treatment.  Mary- 
land Med  J 1:81-91,  1907 

u Cabot  RC:  What  dispensary  work  should  stand  for. 
Mod  Hosp  7 :467-8,  Dec  16 

'Greenwood  M:  Medical  Statistics  from  Grant  to 
Farr.  Cambridge,  England,  The  University  Press, 
1948 

8Gibbens  SF : Hospitalization  Savings  LTnder  Pre- 
Payment.  California  Medi-Cal  (in  press) 


ONE  SENTENCE  ESSAY 

Most  of  us  are  sensible  enough  to  realize  that 
socialized  medicine  means  turning  doctors  into 
politicians  and  politics  into  a medical  specialty. 

. . . Congressman  Jerry  L.  Pettis  of  California. 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  49) 

Action-.  A motion  was  made,  seconded  and 
voted  that  a committee  be  appointed  by  the  So- 
ciety President  to  study  the  medical  aspects  of 
hand  gun  injuries  with  the  purpose  of  develop- 
ing appropriatte  hand  gun  legislation. 

MEMBERSHIP  POLL  ON  PSRO 
Dr.  Charles  Round  discussed  the  recent  flyer 
mailed  out  to  the  membership  by  the  Council  on 
Medical  Staffs  urging  non-implementation  by  phy- 
sicians of  the  PSRO  law.  He  reported  that  200 
respondents  favored  a referendum  of  the  member- 
ship. A motion  to  that  effect  was  defeated  on  a 
voice  vote. 

CONTINUED  STUDY  OF  FOUNDATION 

Dr.  Joseph  E.  Caruolo,  Chairman  of  the  So- 
ciety’s Delivery  of  Medical  Care  Committee,  asked 
for  the  House  of  Delegates  continued  support  of  a 
study  of  the  “foundation  without  walls”  concept. 

A resolution  was  submitted  in  writing  to  the 
House  by  Doctor  Caruolo,  as  follows: 

Whereas,  The  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  recognizes  that 
experiments  in  changes  in  the  system  of  the  de- 
livery of  medical  care  should  be  carried  out  to 
be  kept  abreast  of  changes  which  are  taking 
place  in  the  milieu  in  which  we  must  deliver 
medical  care;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  goes 
on  reoord  as  approving  the  continued  develop- 
ment of  a group  plan  under  the  auspices  of  the 
Rhode  Island  Medical  Society. 

Action-.  A motion  was  made,  seconded  and 
voted  that  the  resolution,  as  submitted,  be 
adopted. 

REPORT  OF  THE  DELEGATE  AND  ALTERNATE 
DELEGATE  TO  THE  AMA 

The  Speaker  noted  that  the  report  of  the  dele- 
gate, and  alternate  delegate,  Drs.  William  J.  Mac- 
Donald and  John  J.  Cunningham,  respectively, 
were  included  in  the  handbook.  Doctor  MacDon- 
ald supplemented  the  written  report  with  a brief 
oral  presentation. 

REPORTS  OF  COMMITTEES 
The  Speaker  noted  that  there  were  many  com- 
mittee reports  in  the  handbook  for  the  informa- 
tion of  the  members,  but  none  called  for  any  spe- 
cific action  by  the  House. 

Action : A motion  was  made,  seconded  and 
voted  that  the  written  reports  of  the  following 
committees,  as  submitted  to  the  House,  be  re- 
ceived and  placed  on  record: 

February, 1974 


Occupational  Health 
Peer  Review 
Mental  Health 

Allied  Health  Professions  and  Services 
Alcoholism 

Physicians  and  Carriers  Workmen’s  Compensa- 
tion 

Medical  Aspects  of  Sports 
Scientific  Work  and  Annual  Meeting 
Liaison  Committee  with  Brown  University 
(Continued  on  next  page) 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all  -quickly,  reliably,  and  at 
moderate  cost 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  (CEA). 

Test  Combinations? 

We  offer  a variety  of  useful  profiles, 
all  designed  to  provide  a maximum  of 
information  at  minimum  cost. 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call: 


LEARY 

LABORATORY,  INC. 


A Smith  Kline  Clinical  Laboratory 
Serving  New  England  Since  1 929 


Providence,  R.I.,  Laboratory  Locations: 

655  Broad  Street  1 89  Governor  Street 

(401)421-1138  (401)351-4900 

Central  Laboratory  43  Bay  State  Road,  Boston,  Mass. 
Telephone.  (617)536-2121 


Curran  Sc  Burton 

DIVISION  OF  TEXACO,  INC. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 
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BOOK  REVIEWS 

(Concluded  from  page  43) 

MEDICAL  SPECIALTY  TERMI.XOLOGY,  X- 
RAY  AXD  XUCLEAR  MEDICINE  by  Clara 
Gene  Young,  and  Joseph  J.  Likos,  M.D.  Volume 
Two.  St.  Louis,  The  C.  V.  Mosby  Company, 
1972.  $15.75 

This  283  page  book  dealing  with  terminology 
in  the  x-ray  field  of  medicine  is  divided  into  sec- 
tions by  systems.  It  has  good  anatomical  tables 
and  lists  of  diagnostic  terms.  There  are  many  illus- 
trations and  descriptions  of  procedures. 

There  is  also  a glossary  of  general  x-ray  terms, 
in  addition  to  a discussion  of  radioisotopes  and 
nuclear  medicine. 

As  the  title  suggests,  this  is  a handy  reference 
for  those  dealing  in  the  field  of  x-ray  and  nuclear 
medicine.  It  is  a good  text  for  students  interested 
in  entering  this  and  allied  fields. 

I would  recommend  it  as  a valuable  information 
source  for  both  technicians  and  medical  transcrip- 
tionists. 

Mary  S.  Cheever,  rra 


PRIME  OFFICE  SPACE 

for  lease 
PAWTUCKET 

Opposite  Memorial  Hospital 

• Newly  constructed 

• Carpeting 

• Heat 

• Parking 

• 4 and  6 room  suites 

Call  ALLIED  INVESTMENTS 
434-2974  433-0759 


E.  P.  Anthony,  Inc. 


WILLBUR  E.  JOHNSTON.  Phar.  D. 
RAYMOND  E.  JOHNSTON.  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  No.  225 


Emergency  Medical  Services 
Highway  Safety 
Social  Welfare 

ADJOURNMENT 

The  session  was  adjourned  at  4:10  p.m. 
Respectfully  submitted: 

Stephen  J.  Hoye,  m.d. 

Secretary 

REPORT  OF  THE  SECRETARY 
Stephen  J.  Hoye,  M.D. 

The  Council  has  held  two  meetings  since  the 
previous  meeting  of  the  House  of  Delegates  on 
October  3,  1973. 

1.  Delegates  to  State  Meetings 

The  President  was  authorized  to  appoint 
delegates  to  represent  the  Society  at  the  an- 
nual meetings  in  1974  of  neighboring  New 
England  state  medical  associations. 

2.  AM  A National  Leadership  Conference 

The  Council  authorized  the  President  to 
name  four  representatives  to  the  1974  AMA 
National  Leadership  Conference  (January 
25-27,  1974  at  the  Marriott  Hotel  in  Chicago) 
which  would  include  a $50  registration  charge 
per  participant.  They  are:  William  J.  Mac- 
Donald, M.D.,  Delegate:  Edmund  T.  Hack- 
man,  M.D.,  President;  Ted  Lynch,  staff,  and 
Tim  Norbeck,  staff. 

3.  House  Meeting  in  January 

Approval  was  given  for  the  House  of  Dele- 
gates to  meet  on  January  23,  1974  at  2 p.m. 
at  the  Medical  Library. 

4.  Referral  of  Medicare  Complaint  to  Council 

The  Council  received  a complaint  concern- 
ing an  alleged  Medicare  violation  relating  to 
charges  by  a physician  in  excess  of  the  as- 
signment fee.  and  it  delegated  the  investiga- 
tion of  the  problem  to  a subcommittee  of  the 
Council.  The  chairman  of  the  subcommittee 
discussed  this  problem  with  the  physicians 
involved  and  the  matter  was  resolved. 

5.  Nominating  Committee 

The  President  was  authorized  to  name  a 
nominating  committee  to  present  a slate  of 
nominees  to  the  Board  of  Directors  of  the 
Rhode  Island  Medical  Society  Physicians' 
Service. 

6.  Bicentennial  Health  Fair 

The  Council  was  informed  that  the  So- 
ciety's application  for  50  per  cent  matching 
funds  for  the  Bicentennial  Health  Fair  had 
been  rejected  by  the  Rhode  Island  Bicenten- 
nial Commission.  A motion  was  approved 
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that  letters  of  appreciation  and  commenda- 
tion be  sent  to  Saul  Fern  of  Alden  Advertis- 
ing and  Dr.  Seebert  J.  Poldowsky  for  their 
admirable  efforts  in  promoting  this  project. 

7.  Pension  Reform  Bill 

Mr.  John  Casey,  President  of  the  New 
England  Physicians  Retirement  Services,  made 
a brief  presentation  regarding  the  pension  re- 
form bill  and  his  report  was  accepted  for 
information  by  the  Council. 

8.  Council  Service  of  Dr.  Robert  L.  Bestoso 

The  Council  acknowledged  the  past  distin- 
guished service  of  Dr.  Robert  L.  Bestoso  as 
Councillor  from  the  Newport  District  Medi- 
cal Society.  The  Council  also  welcomed  Dr. 
John  E.  Carey  as  Doctor  Bestoso’s  successor. 

9.  Annual  Report  of  the  Treasurer 

The  annual  report  of  the  Treasurer  was 
reviewed  and  approved  subject  to  a profes- 
sional audit. 

10.  No-Fault  Insurance 

The  Council  considered  Governor  Noel’s 
No-Fault  Auto  Insurance  Bill  H 5855  along 
with  his  request  for  endorsement  and  adopted 
the  following  motion: 

“The  Council  of  the  Rhode  Island  Medical 
Society  endorses  the  concept  of  no-fault  auto 
insurance  since  it  more  equitably  serves  our 
patients’  needs.” 

11.  R.  I.  Interagency  Council  on  Smoking 

As  authorized  by  the  Council,  the  Presi- 
dent again  named  Drs.  John  C.  Lathrop,  Le- 
land  W.  Jones  and  Seebert  J.  Goldowsky  as 
the  Society’s  voting  delegates  to  the  Inter- 
agency Council  on  Smoking. 


12.  Benevolence  Fund  Annual  Report 

The  annual  report  from  the  Trustees  of 
the  Benevolence  Fund  was  received  and  placed 
on  file. 

13.  Child-School  Health  Committee  Chairman 

The  Council  approved  of  Dr.  Jay  M.  Orson 
to  serve  as  Chairman  of  this  committee  re- 
placing Dr.  Wilson  Utter  who  asked  to  be 
relieved  of  this  position.  A letter  of  commen- 
dation to  Doctor  Utter  for  his  diligent  efforts 
was  also  approved  by  the  Council. 

14.  AMA-AMPAC  Public  Affairs  Workshop 

The  President  was  authorized,  with  the  help 
and  counsel  of  the  RIMPAC  Chairman,  Dr. 
John  J.  Cunningham,  to  select  the  Society’s 
representatives  to  this  workshop. 

1 5 . Executive  Office 

The  Council  approved  the  change  of  titles 
for  staff  from  executive  secretary  and  assist- 
ant executive  secretary  to  executive  director 
and  associate  executive  director. 

16.  Health  Finance  Legislation 

The  Council  heard  a presentation  from  Dr. 
Joseph  E.  Caruolo,  Chairman  of  the  Society’s 
Committee  on  the  Delivery  of  Medical  Care, 
pertaining  to  the  activities  of  the  Policy 
Committee  of  the  Governor’s  Task  Force  on 
Health  Finance.  The  Council  adopted  a mo- 
tion to  authorize  Doctor  Caruolo  to  seek  a 
public  hearing  once  the  health  finance  bill  is 
assigned  to  a legislative  committee  and,  fur- 
thermore, that  the  Society  send  a member  to 
that  hearing  to  present  its  views.  In  conjunc- 
tion with  this  discussion  about  Governor 


The  American  Board  of  Family  Practice  announces  that  it  will  give 
its  next  two-day  written  certification  examination  on  October  19-20, 
1974.  It  will  be  held  in  five  centers  geographically  distributed 
throughout  the  United  States.  Information  regarding  the  examina- 
tion may  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 

University  of  Kentucky  Medical  Center 
Annex  No.  2,  Room  229 
Lexington,  Kentucky  40506 

Please  Note:  It  is  necessary  for  each  physician  desiring  to  take  the 
examination  to  file  a completed  application  with  the  Board  office. 
Deadline  for  receipt  of  applications  in  this  office  is  June  15,  1974. 


February, 1974 
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Noel's  health  finance  bill,  the  Council  re- 
viewed correspondence  from  Dr.  Hugo  Taus- 
sig, Chairman  of  the  Society’s  Mental  Health 
Committee,  concerning  the  exclusions  of  psy- 
chiatric benefits  in  the  legislation.  The  Coun- 
cil agreed  that  this  matter  should  be  brought 
before  the  Blue  Shield  Board  of  Directors 
for  their  study. 

17.  PSRO 

The  Council  was  informed  that  PSRO  area 
designations  were  published  in  the  December 
20  Federal  Register.  Rhode  Island  received 
a single,  statewide  PSRO  designation. 

18.  Next  Council  Meeting 

The  Council  agreed  that  its  next  meeting 
be  held  on  Monday,  February  25,  1974  at  the 
Hope  Club  beginning  at  6 p.m. 

19.  The  Uniform  Controlled  Substances  Bill 

The  Council  heard  Dr.  John  E.  Farley,  Jr. 
discuss  this  bill  and  other  drug  related  items 
which  will  be  coming  before  the  Rhode  Is- 
land General  Assembly.  Doctor  Farley  is  the 
Chairman  of  the  Society’s  Committee  on  Drug 
Abuse.  A motion  was  carried  to  have  Doctor 
Farley  and  other  Society  representatives  meet 
with  Mr.  Joseph  Cahill,  Director  of  the  Divi- 
sion of  Drug  Control  (R.  I.  Department  of 
Health),  to  determine  how  the  Rhode  Island 
Medical  Society  can  be  of  assistance  in  re- 
solving any  problems  resulting  from  the  mis- 
use of  prescribing  practices. 

20.  Commissioner  Status  on  Peer  Review  Com- 

mittee 

The  Council  approved  of  a motion  whereby 
the  State  Peer  Review  Committee  be  removed 
from  the  jurisdiction  of  a commissioner,  and 
that  the  only  ex  officio  officer  for  peer  review 
matters  will  be  the  President  of  the  Rhode 
Island  Medical  Society  who  would  serve  as 
the  link  between  the  Peer  Review  Committee 
and  the  Council. 

REPORT  OF  THE  TREASURER 
John  P.  Grady,  M.D. 

1.  Investment  Portfolio 

It  is  to  be  noted  that  the  entire  portfolio 
has  an  estimated  market  value  of  $135,477.49 
in  a well  diversified  range  of  xed  income  se- 
curities and  equity  securities.  Our  income  from 
investments  in  1973  amounted  to  $4,888.81. 

2.  Financial  Report  for  1973 

This  report  included  a financial  statement 
of  receipts  and  disbursements  for  1963  which 


will  be  subject  to  final  audit  by  Ward,  Fisher 
& Company. 

3.  Rhode  Island  Medical  Journal 

The  Medical  Journal  closes  its  books  at  the 
end  of  January  after  December  advertising  re- 
ceipts are  received.  The  Journal  had  a bal- 
ance as  of  December  31,  1973  of  $138.73. 

A complete  financial  report  of  the  Journal 
for  1973  will  be  submitted  to  the  Council  at  a 
forthcoming  meeting. 

RECOMMENDATIONS  FROM  THE  COUNCIL 
Stephen  J.  Hoye,  M.D.,  Secretary 

1.  Spring  Meeting  of  the  House 

The  Council  recommends  that  the  House 
meet  at  the  Medical  Library  on  Wednesday, 
March  6,  1974  at  2 p.m.,  and  that  it  adjourn 
in  time  for  a meeting  with  the  Corporation  of 
Physicians  Service  at  the  Blue  Cross  Building 
at  5 p.m.,  to  be  followed  by  dinner. 

2.  Physicians  Service  Directors 

The  Council  submits  as  nominees  for  three- 
year  terms  each  as  Directors  of  Physicians 
Service  the  following: 

Paul  E.  Barber,  M.D.  (Kent) 

Thomas  F.  Head,  M.D.  (Providence) 

Robert  V.  Lewis,  M.D.  (Providence) 

Leonard  S.  Staudinger,  M.D.  (Woonsocket) 
Terms  Expiring  in  1975 

Edmund  T.  Hackman,  M.D. 

Frederick  A.  Peirce,  M.D. 

Arnold  Porter,  M.D. 

Stanley  D.  Simon,  M.D. 

Terms  Expiring  in  1976 

Joseph  E.  Caruolo,  M.D. 

William  J.  MacDonald,  M.D. 

Earl  J.  Mara,  M.D. 

John  J.  Walsh,  M.D. 

3.  Uniform  Controlled  Substances  Bill 

The  Council  voted  that  the  report  of  Dr. 
John  E.  Farley,  Jr.  (see  Appendix  A),  Chair- 
man of  the  Rhode  Island  Medical  Society  Drug 
Abuse  Committee,  be  adopted  as  the  Society’s 
official  position  on  bill  73 -H  6369  (as 
amended). 

4.  Medical  Aspects  of  Sports  Committee 

The  Council  voted  to  recommend  to  the 
House  a guarantee  of  $500  to  be  used  by  the 
committee  in  conjunction  with  this  Summer’s 
Medical  Aspects  of  Sports  Committee  to  be 
raised  by  a voluntary  contribution  solicited 
from  the  membership. 

(To  be  Continued  in  the  March  Issue) 
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Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 

: ' 

A high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


tJ  ore  prescribing,  please  consult  complete  product 
irormation,  a summary  of  which  follows: 
iilications:  Chronic  urinary  tract  infections  (primarily 
odonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
cganisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
Piteus  mirabilis,  and,  less  frequently,  indole-positive 
o>teus  species). 

v te:  The  increasing  frequency  of  resistant  organisms 
i its  the  usefulness  of  antibacterials,  especially  in 
: onic  and  recurrent  urinary  tract  infections. 

C ntraindications:  Hypersensitivity  to  trimethoprim 
csulfonamides;  pregnancy;  nursing  mothers, 
lunings:  Deaths  from  hypersensitivity  reactions, 
.vanulocytosis,  aplastic  anemia  and  other  blood  dys- 
c sias  have  been  associated  with  sulfonamides.  Expe- 
r nee  with  trimethoprim  is  much  more  limited  but 
qcasional  interference  with  hematopoiesis  has  been 
Ported  as  well  as  an  increased  incidence  of  throm- 
epenia  in  elderly  patients  on  diuretics,  primarily 
t azides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
erly  signs  of  serious  blood  disorders.  Frequent  CBC's 
a?  recommended;  therapy  should  be  discontinued 
i significantly  reduced  count  of  any  formed  blood 
ement  is  noted.  Data  are  insufficient  to  recommend 
i5  in  infants  and  children  under  12. 

Dcautions:  Use  cautiously  in  patients  with  impaired 
r ial  or  hepatic  function,  possible  folate  deficiency, 
ajsrgy  or  bronchial  asthma;  and  in  those  with  glucose- 
>:  ihosphate  dehydrogenase  deficiency,  where  he- 
rplysis  may  occur.  During  therapy,  maintain  adequate 
id  intake  and  perform  frequent  urinalyses,  with 
creful  microscopic  examination,  and  renal  function 
t >ts,  particularly  where  there  is  impaired  renal 
fiction. 

dverse  Reactions:  All  major  reactions  to  sulfona- 
r des  and  trimethoprim  are  included,  even  if  not 
i lorted  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
Uis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
' penia,  leukopenia,  hemolytic  anemia,  purpura, 
f poprothrombinemia  and  methemoglobinemia. 
dergic  reactions:  Erythema  multiforme,  Stevens- 
l inson  syndrome,  generalized  skin  eruptions, epider- 
nl  necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml / min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


ROCHE 


Each  tablet  contains 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 


Newsletter 

Enclosed 


I I 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states ; somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma  ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctivelv  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication  ; abrupt  withdrawal  may 
be  associated  with  temporary  in- 
crease in  frequency  and/or  severity 
of  seizures.  Advise  against  simul- 
taneous ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  ab- 
dominal and  muscle  cramps,  vomiting 
and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveil- 
lance because  of  their  predisposition 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


hen  you  determine  that  the 
depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s . 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


symptom  complex 

to  Valium  (diazepam) 


Precautions:  If  combined  with 
ther  psychotropics  or  anticonvul- 
ants,  consider  carefully  pharma- 
ology  of  agents  employed ; drugs 
uch  as  phenothiazines,  narcotics, 
arbiturates,  MAO  inhibitors  and 
ther  antidepressants  may  poten- 
tate its  action.  Usual  precautions 
idicated  in  patients  severely  de- 
ressed,  or  with  latent  depression, 
rwith  suicidal  tendencies.  Observe 
sual  precautions  in  impaired  renal 


Roche  Laboratories 

Division  ol  Holfmann-La  Roche  Inc 

Nutley  N J 07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported;  should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium’ 

(diazepam) 


2-mg,  5-mg,  io-mg  tablets 
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March , 1974 


NEWSLETTER  . . . 

THE  RHODE  ISLAND 


MEDICAL  SOCIETY 


UVIA-SOCIETY 
AANAGEMENT 
WORKSHOP  SET 


The  American  Medical  Association 
.id  the  Rhode  Island  Medical  Society 
ill  co-sponsor  a seminar  on  “Estab- 
hing  Yourself  in  Medical  Practice” 
i be  held  at  the  Rhode  Island  Medical 
ilciety  Auditorium  on  May  14  and  15. 
' lis  practice  management  workshop 
' 11  be  limited  to  25  physician  regis- 
unts  on  a first  come  first  serve  basis. 
Nathan  Chaset,  M.D.,  President  of 
t:  Rhode  Island  Medical  Society,  an- 
runced  that  the  workshop  offers  the 
Jung  physician  planning  to  go  into 
pvate  practice  an  excellent  opportun- 
i to  learn  the  business  side  of  medical 
factice.  The  fee  for  the  two  day  sem- 
i ir,  conducted  by  professional  consul- 
ts, will  be  $35  for  AM  A members 
ad  $60  for  non-members  of  the  AMA. 
T mentioned  that  several  workshops 
hive  been  held  in  the  Midwest  and  that 
pjticipants  universally  agreed  that  the 
v rkshop  was  invaluable  to  all  doctors 
“ ering  private  practice. 

With  this  track  record,”  Doctor  Chas- 
^ioted,  “we  wanted  Rhode  Island  phy- 
sians  beginning  in  private  practice  to 
Eire  a similar  opportunity  to  attend 
si  h a seminar.” 


he  location  of  the  new  practice  is 
i :ussed  in  the  workshop  along  with 
question  of  whether  to  buy,  rent, 
e or  build  an  office.  Problems  of  state 
nses,  narcotic  licenses,  hospital  priv- 
;es  and  announcements  are  also  re- 
ved.  All  facets  of  medical  insurance 
erage  are  described,  including  that 
dnalpractice,  general  liability,  compre- 
sive  casualty,  accident  and  health, 
ibility,  office  overhead,  umbrella,  em- 
/ee,  fidelity  bonding  and  life  insur- 

he  workshop  addresses  itself  to  other 
(Continued  on  page  7) 


House  of  Delegates  Elects 
New  Officers,  Committees 


Dr.  Nathan  Chaset,  a Providence  Ur- 
ologist, was  elected  by  the  House  of 
Delegates  at  its  Spring  meeting,  March 
6th  as  the  115th  President  of  The  Rhode 
Island  Medical  Society.  Doctor  Chaset 
succeeds  Dr.  Edmund  T.  Hackman,  a 
Warwick  general  practitioner.  Named 
as  President-elect  was  Dr.  Stephen  J. 
Hoye,  a Pawtucket  general  surgeon, 
who  served  many  years  as  secretary  of 
the  Society. 

Named  Vice-President  was  Dr.  John 
P.  Grady,  a Cranston  pediatrician,  who 
served  as  the  Society’s  treasurer  since 
1969.  Elected  Secretary  to  succeed  Doc- 
tor Hoye  was  Dr.  Charles  B.  Round,  a 
Warwick  general  surgeon. 

Named  to  replace  Doctor  Grady  was 
Dr.  Frank  W.  Sullivan,  a Cranston 
psychiatrist. 

The  new  officers  were  installed  at  the 
163rd  Annual  Scientific  Assembly  of 
The  Rhode  Island  Medical  Society  con- 
ducted March  13th  at  the  Colonial  Hil- 
ton Inn  in  Cranston. 

New  President  Brown  Graduate 

Doctor  Chaset  is  a native  of  Provi- 
dence and  a graduate  of  Classical  High 
School  and  Brown  University.  He  was 
awarded  a master  of  arts  degree  in  1935 
from  the  graduate  school  of  Boston 
University  and  the  following  year  a 
doctorate  in  medicine  from  that  insti- 
tution. The  new  president  served  an 
internship  and  urology  residence  at 
Massachusetts  Memorial  Hospital  and  a 
urology  residency  at  Beth  Israel  Hos- 
pital. 

Doctor  Chaset  is  a Diplomate  of  the 
National  Board  of  Medical  Examiners 
and  of  the  American  Board  of  Urology. 
He  is  also  a Fellow  of  the  American 
College  of  Surgeons. 

He  is  Chief  of  the  Department  of 
Urology  at  Rhode  Island  General  Hos- 


NATHAN CHASET,  M.D. 
President 


pital,  Howard,  Rhode  Island,  Chief, 
Department  of  Urology,  Providence  Ly- 
ing-In Hospital,  and  a consultant  in 
urology  at  Rhode  Island,  Woonsocket, 
Kent  County,  Our  Lady  of  Fatima, 
Roger  Williams  General  and  Newport 
Hospitals.  He  is  also  an  attending  urol- 
ogist at  the  Veterans  Hospital  in  Provi- 
dence. 

Doctor  Chaset  is  the  former  Chief  of 
Urology  at  The  Miriam  Hospital  where 
he  is  now  a consultant. 

He  is  a member  of  the  American 
Urological  Association  and  served  as  a 
member  of  the  Executive  Committee 
from  1967  to  1969.  A member  of  the 
American  Association  of  Clinical  Urol- 
ogists, Doctor  Chaset  has  been  active 
in  local  medical  organizations.  He  has 
served  as  a member  of  the  Executive 
Committee,  as  vice  president,  and  as 
president  of  the  Providence  Medical 
Association.  Doctor  Chaset  also  ser- 
ves as  Chairman  of  the  State  Medi- 
cal Society’s  Medical-Legal  Committee 
and  Chairman  of  the  Mediation  Com- 
mittee. 

(Continued  on  next  page) 
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JOHN  P.  GRADY,  M.D. 
Vice-President 


Doctor  Grady  Named  Vice  President 

Doctor  John  P.  Grady  received  his 
early  education  in  Pittsfield,  Massachu- 
setts. He  was  awarded  a bachelor  of 
sciences  degree  from  Providence  Col- 
lege in  1939  and  he  was  awarded  his 
doctorate  of  medicine  degree  from 
Georgetown  University  in  1943.  He 
served  internships  at  St.  Francis  Hos- 
pital in  Hartford,  Connecticut,  and  then 
at  St.  Joseph’s  Hospital  in  Providence. 
Doctor  Grady’s  residencies  were  served 
at  Chapin  Hospital  and  at  Boston  City 
Hospital. 

The  Cranston  pediatrician  is  a mem- 
ber of  the  active  staff  of  Rhode  Island 
Hospital,  St.  Joseph’s  Hospital,  Provi- 
dence Lying-In  Hospital,  and  is  a mem- 
ber of  the  courtesy  staff  of  Roger  Wil- 
liams Hospital.  Doctor  Grady  is  also  a 


CHARLES  B.  ROUND,  M.D. 
Secretary 


preceptor  of  the  Brown  University 
Medical  student  program.  The  new 
vice  president  is  a member  of  the  New 
England  Pediatrics  Society  and  is  an 
associate  Fellow  of  the  American  Acal- 
emy  of  Pediatrics.  Doctor  Grady  has 
served  as  President  of  St.  Joseph’s  Hos- 
pital medical  staff,  and  the  Charles  V. 
Chapin  medical  staff.  He  is  also  past 
Chief  of  Pediatrics  at  Our  Lady  of 
Fatima  Hospital. 

Besides  his  activity  as  former  treas- 
urer of  the  state  medical  society,  Doctor 
Grady  is  a past  member  of  the  Exec- 
utive Committee  of  the  Providence 
Medical  Association.  He  currently  serves 
as  a member  of  the  Board  of  Directors 
of  the  Health  Planning  Council,  and 
is  a past  member  of  the  Board  of  Di- 
rectors of  the  Providence  Health  Cen- 
ters, Inc.  Doctor  Grady  has  also  served 
as  a member  of  the  Task  Force  on  Am- 
bulatory Care  of  the  Rhode  Island 
Health  Services  Research,  Inc.  and  is  a 
member  of  the  Infectious  Disease  Com- 
mittee of  Rhode  Island  Hospital  and 
Providence  Lying-In  Hospital. 

Doctor  Hoye  is  President-Elect 

Dr.  Stephen  J.  Hoye,  is  surgeon-in- 
chief  of  the  Memorial  Hospital  in  Paw- 
tucket. Doctor  Hoye,  a native  of  Mich- 
igan, was  graduated  from  Dartmouth 
College  in  1946  and  was  awarded  his 
doctorate  of  medicine  in  1951  from 
the  Harvard  Medical  School.  He  also 
holds  a doctorate  of  dental  medicine 
from  the  Harvard  School  of  Dental 
Medicine  in  1949.  His  medical  training 
included  a surgical  internship  and  resi- 
dency at  Peter  Bent  Brigham  Hospital, 
Boston. 

The  new  president-elect  is  a consul- 
ting surgeon  at  The  Miriam  Hospital, 
an  active  staff  surgeon  at  Our  Lady  of 
Fatima  Unit  of  St.  Joseph’s  Hospital, 
surgeon  at  Notre  Dame  Hospital  in 
Central  Falls,  and  surgeon-in-chief  since 
1965,  at  Memorial  Hospital,  Pawtucket. 

Doctor  Hoye  is  an  assistant  clinical 
professor  of  surgery  at  Tufts  University 
School  of  Medicine,  and  is  a junior  as- 
sociate in  surgery  at  the  Peter  Bent 
Brigham  Hospital.  Doctor  Hoye  was 
also  an  instructor  in  surgery  for  several 
years  at  the  Harvard  Medical  School. 

He  is  a Diplomate  of  the  American 
Board  of  Surgery  and  of  the  National 


STEPHEN  J.  HOYE,  M.D. 


President-Elect 

Fellow  of  the  American  College  of  S 
geons.  He  holds  memberships  in 
New  England  Surgery  Society  and  , 
Providence  Surgical  Society  where 
served  as  secretary,  vice-president, 
president. 

Doctor  Hoye  has  also  been  active, 
local  and  state  medical  associations,  j 
served  as  the  Secretary  of  the  Rh 
Island  Medical  Society  since  1966.  I 
has  been  a member  of  the  House 
Delegates,  the  policy-making  body' 
the  state  society,  and  served  on  m 
society  committees  including  the  C 
mittee  on  Scientific  Work  and  Anr 
Meeting,  the  Cancer  Committee,  i 
the  Blood  Bank  Committee.  Do 
Hoye  serves  on  the  Health  Serv 
Council.  The  president-elect  is  a pro. 
writer  of  scientific  and  medical  artiij 


FRANK  W.  SULLIVAN,  M.D 
Treasurer 
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anston  Psychiatrist  is  Treasurer 

Dr.  Frank  W.  Sullivan,  elected  to 
:ceed  Doctor  Grady  as  treasurer,  is 
lative  of  Texas.  He  attended  elemen- 
v schools  in  Seattle,  Washington,  and 
is  graduated  from  the  University  of 
ashington  in  1957.  He  was  awarded 
; doctorate  of  medicine  from  that  in- 
ution  in  1961.  He  served  an  intern- 
p at  the  Mary  Imogene  Basset  Hos- 
al  in  Cooperstown,  New  York,  and  a 
idency  at  the  Institute  of  the  Living, 
irtford,  Connecticut.  He  holds  staff 
^ointments  at  Rhode  Island  and  But- 
Hospitals.  Doctor  Sullivan  is  also  a 
t time  member  of  the  Brown  Uni- 
sity  Medical  School  faculty, 
rhe  new  treasurer  has  served  as  the 
mmissioner  on  Public  Health  for 
Rhode  Island  Medical  Society  and 
l member  of  the  Executive  Commit- 
of  the  Providence  Medical  Associa- 
n.  Doctor  Sullivan  also  served  as  a 
mber  of  the  House  of  Delegates 
m the  local  medical  organization, 
e new  treasurer  has  been  appointed 
airman  of  the  Ad  Hoc  Committee 
the  Professional  Standards  Review 
ganization  for  the  American  Psychi- 
ic  Association. 

•octor  Round  is  New  Secretary 

Doctor  Round,  Chief  of  Surgery  at 
nt  County  Memorial  Hospital,  is  a 
ive  of  Washington,  D.C.  and  at- 
ded  elementary  schools  in  the  Prov- 
nce  area.  He  was  graduated  from 
)wn  University  in  1938  and  was 
arded  his  doctorate  of  medicine  de- 
e from  Harvard  Medical  School  in 
2.  His  postgraduate  work  includes: 
nical  Obstetrics  at  Boston  Lying-In, 
iew  courses  at  the  Harvard  Medical 
tool  in  medicine  and  surgery  and 
rk  at  the  Mallory  Institute  of  Path- 
gy,  Boston,  Massachusetts, 
fe  served  his  internship  at  Rhode 
md  Hospital,  a surgical  residency  at 
ddlesex  County  Sanatorium  in  Wal- 
m,  Massachusetts,  a surgical  residen- 
at  Cushing  General  Hospital  in 
imingham. 

Doctor  Round  was  an  associate  sur- 
m at  Rhode  Island  Hospital  from 
1 to  1970  and  is  currently  a consul- 
t surgeon  at  that  hospital.  The  new 


secretary  is  also  a courtesy  surgical  staff 
member  at  Roger  Williams  General 
Hospital. 

Doctor  Round  was  the  President  of 
the  Rhode  Island  Chapter  of  the  Amer- 
ican College  of  Surgeons  and  is  a gov- 
ernor of  the  American  College  of  Sur- 
geons. 

Standing  Committee  Chairmen 

Renamed  chairmen  of  the  major 
’ standing  committees  elected  by  the 
House  of  Delegates  were:  Dr.  Thomas 
Perry,  Library,  Dr.  Kenneth  Liffmann, 
Medical  Economics,  Dr.  F.  Bruno  Ag- 
nelli, Public  Laws,  Dr.  John  F.  W.  Gil- 
man, Publications,  Dr.  George  F.  Mon- 
ahan, Jr.,  Occupational  Health. 

Dr.  Mendell  Robinson  was  elected  to 
serve  as  the  chairman  of  the  Scientific 
Work  and  Annual  Meeting  Committee 
to  succeed  Dr.  Henry  T.  Randall. 

Dr.  Herbert  F.  Hager  was  renamed 
Speaker  of  the  House  of  Delegates 
and  Dr.  Thomas  F.  Head,  re-elected 
Vice  Speaker. 

Standing  Committees  Elected 

The  following  Standing  Committees 
were  elected  by  the  House  of  Delegates 
to  serve  until  the  next  annual  meeting 
of  the  Society.  The  President  and  the 
Secretary  serve  as  ex-officio  of  all  these 
committees: 

COMMITTEE  ON 
OCCUPATIONAL  HEALTH 
George  F.  Monahan,  Jr.,  M.D.  Chrm. 
(Kent) 

Thomas  J.  Dolan,  M.D. 

Philip  J.  Lappin,  M.D.  (Pawt.) 

John  E.  Murphy,  M.D.  (Kent) 

Dugald  H.  Munro,  M.D. 

Byron  R.  Quinn,  M.D.  (Pawt.) 

Mendell  Robinson,  M.D. 

Robert  P.  Sarni,  M.D. 

LIBRARY  COMMITTEE 
Thomas  Perry,  M.D.,  Chrm. 

Irving  A.  Beck,  M.D. 

George  V.  Coleman,  M.D. 

Judith  Eaton,  M.D.  (Wash.) 

Mary  Lekas,  M.D. 

Vincent  MacAndrew,  M.D. 

Jay  M.  Orson,  M.D. 

Francesco  Ronchese,  M.D. 

Guy  A.  Settipane,  M.D. 

(Concluded  on  page  7) 


Drs.  Porter,  Mara  Are 
Re-elected  To  BC  Board 

Upon  the  recommendation  of  the 
Council,  the  House  of  Delegates  at 
its  March  meeting  approved  the  re- 
election  of  Drs.  Earl  J.  Mara  of  Paw- 
tucket and  Arnold  Porter  of  Providence 
as  the  Society’s  representatives  on  the 
Blue  Cross  Board  of  Directors  each  to 
serve  for  a one  year  term. 


MEDICAL  JOURNAL 
RATES  INCREASED 

The  House  of  Delegates  of  the  Medi- 
cal Society  upon  recommendation  of 
the  Publications  Committee  has  ap- 
proved the  increase  in  advertising  rates 
for  The  Rhode  Island  Medical  journal 
of  5 per  cent.  The  new  rate  schedule 
will  be  effective  July  1,  1974.  Adver- 
tisers who  were  using  space  in  the 
Medical  Journal  for  the  first  half  of 
1974  will  be  entitled  to  rate  protection 
until  the  end  of  this  year. 


Red  Cross  Active  In 
Project  S.S.I.  Alert 

The  American  Red  Cross  has  been 
requested  to  assist  in  locating  persons 
who  may  be  eligible  for  the  new  Sup- 
plemental Security  Income  and  to  help 
them  apply  for  their  income  supple- 
ment at  the  Social  Security  Administra- 
tion. 

If  you  know  someone  who  is  Blind 
or  Disabled  or  65  or  older,  he  may  be 
eligible.  Generally,  an  individual  can 
own  their  own  home,  have  $1,500.  in 
savings,  own  their  own  car  and  have 
some  life  insurance.  There  are  also  in- 
come requirements  which  depend  on 
your  living  arrangement  anl  if  the 
person  is  single  or  married. 

If  you  know  of  anyone  who  might 
fit  in  one  of  the  above  described  cate- 
gories, please  ask  them  to  contact  the 
American  Red  Cross,  Providence  Chap- 
ter, 831-7700. 
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SOCIETY  CONDUCTS  163rd  MEETIN  S 


An  overflow  gathering  enjoyed  the 
163rd  annual  meeting  of  the  Rhode 
Island  Medical  Society,  held  in  Cran- 
ston at  the  Colonial  Hilton  Inn.  The 
meeting  was  highlighted  hv  several  in- 
teresting and  enthusiastically  received 
presentations.  The  induction  of  new 
officers  and  standing  committees  feat- 
ured the  general  session  held  during 
the  early  afternoon  in  which  Dr.  Na- 
than Chaset  was  installed  as  the  Rhode 
Island  Medical  Society's  115th  president. 

Outgoing  Society  President,  Edmund 
T.  Hackman,  M.D.,  discussed  the  many 
activities  carried  out  by  the  Society's 
committees  and  mentioned  the  numer- 
ous challenges  which  were  encountered 
during  his  term  as  president.  Doctor 
Hackman  also  proposed  the  establish- 
ment of  a special  Lon-Range  Planning 
Committee  which  would  be  charged 
with  the  responsibility  of  reviewing  the 
present  purposes,  functions,  anl  activ- 
ities of  the  Society  in  order  to  determine 
their  current  relevance  and  to  consider 
ways  in  which  these  purposes,  functions 
and  activities  might  be  changed  and 
modified  in  order  to  better  serve  the 
physicians  and  patients  of  the  state. 

“If  this  committee  is  to  perform  a 
real  service  for  the  Society,”  Dr.  Hack- 
man  said  “it  must  have  a broad  scope 
in  reviewing  its  purposes,  functions,  and 
activities  and  should  have  a free  hand 
to  investigate  and  review  all  areas  of 
the  Society’s  operations.” 

Doctor  Hackman  went  on  to  say  that 
“any  truly  viable  organization  must 
take  a good  in-depth  look  at  itself 
occasionally.  I believe  that  this  meeting 
may  mark  a suitable  occasion  to  initiate 
that  look  and  determine  our  current 
relevance.” 

“Having  reviewed  the  purposes,  func- 
tions, and  activities  of  the  Society,  and 
having  arrived  at  recommendations 
with  regard  to  what  the  Society  should 
be  doing  to  be  most  effective  today,  the 
committee  should  then  examine  its  or- 
ganizational structure  and  determine 
whether  or  not  it  is  adequately  suited 
to  carry  out  those  recommendations. 
This  inquiry  should  relate  to  both  the 
professional  staff  and  to  the  volunteer, 


office  and  committee  structure.”  As  for 
the  composition  of  the  committee,  Doc- 
tor Hackman  said  that  “careful  thought 
and  consideration  should  be  given  in 
order  to  take  into  account  the  many 
diverse  points  of  view  and  interests  of 
physicians  throughout  the  state.  It 
should  be  balanced  between  old-timers 
who  can  give  historical  perspective  and 
young  men  with  enthusiasm  who  want 
to  take  off  in  new  directions;  between 
conservatives  and  liberals;  between  the 
Providence  establishment  and  those  in 
outlying  areas;  between  hospital  staff 
men  and  office  practitioners;  between 
academicians  and  practicing  physicians; 
between  the  various  specialty  groups, 
such  as  surgeons,  obstetricians,  pedia- 
tricians, general  practitioners,  etc.” 

Following  Doctor  Hackman’s  address, 
Society  members  and  guests,  numbering 
over  200,  listened  to  three  distinguished 
panelists  discuss  “The  Patient  with  Cor- 
onary Artery  Disease:  Pathology,  Physi- 
ology and  Psychology.”  The  panelists, 
Richard  Gorlin,  M.D.,  Associate  Pro- 
fessor of  Medicine,  Harvard  Medical 
School,  Herman  K.  Hellerstein,  M.D., 
Associate  Professor  of  Medicine,  Case 
Western  Reserve  and  Thomas  P.  Hac- 
kett,  M.D.,  Associate  Professor  of  Psy- 
chiatry, Harvard  Medical  School  were 
introduced  by  Henry  T.  Randall,  M.D. 
who  also  served  as  moderator.  Doctor 
Randall,  Chairman  of  the  Society’s 
Scientific  Work  and  Annual  Meeting, 
worked  diligently  with  his  committee 
members  to  present  this  excellent  sci- 
entific panel  discussion  as  a meaningful 
part  of  the  Rhode  Island  Medical  So- 
ciety annual  meeting. 

After  the  interesting  panel  discussion, 
Dr.  Donald  B.  Effler,  Chief,  Depart- 
ment of  Thoracic  and  Cardiovascular 
Surgery,  Cleveland  Clinic,  delivered  the 
33rd  Charles  V.  Chapin  Oration  entitled 
“Surgical  Treatment  of  Coronary  Ar- 
tery Disease.”  Following  his  outstand- 
ing presentation,  Doctor  Effler,  received 
the  Charles  V.  Chapin  Medical  of  the 
City  of  Providence  from  Mr.  Vincent 
Vespia,  City  Clerk. 

The  dinner  meeting  was  enjoyed  by 
a record  crowd  of  300  members  and 


their  wives,  who  danced  to  the  ( > . 
of  Ralph  Stuart’s  orchestra.  Dr.  R 
B.  Roth,  President  of  the  Amt 
Medical  Association,  was  the  fea  j 
after  dinner  speaker.  He  entertaine  \ 
large  audience  with  a very  artii  I 
version  of  the  challenges  facing  A > 
can  medicine  today  interspread 
amusing  stories  and  anecdotes. 

In  addition  to  Doctor  Roth’s  | 
anniversary  chairman  Dr.  George  i 
presented  for  the  Society  a Revere 
ling  Silver  Bowl  and  a Rose 
Gavel,  both  suitably  engraved  to  | | 
tor  Hackman  in  recognition  on  | 
distinguished  leadership  over  thej 
year.  Mayor  James  L.  Taft  of  Crai  ( 
brought  greetings  of  his  city  tc  t 
gathering. 

Fiske  Fund  Essay 
Winner  Announced 

Dr.  Paul  Cushman,  Jr.,  assistant  i i 
fessor  of  medicine  at  Columbia  Ui  I i 
sity  College  of  Physicians  and  Surj 
and  Director,  Section  on  Clinical  1 | 
macology,  Department  of  Medicin  i , 
Luke’s  Hospital  Center,  New  York) 
been  named  as  the  winner  of  the  1 
Caleb  Fiske  Fund  Essay  compet  r : 
Announcement  of  the  award  was  i|  i 
bv  Dr.  Edmund  T.  Hackman,  Is 
dent  of  the  Rhode  Island  Medica  i 
ciety  and  chairman  of  the  Trustee 
the  Fiske  Fund.  Doctor  Cushman’:! 
sertation,  “Narcotic  Addiction  fl  i 
Crime”  is  “A  longitudinal  stuly  oil 
rests  before  and  during  heroin  a il 
tion,  and  during  methadone  treatmtl 

AMA  Approves  Societ 
CME  Program 

The  Council  on  Medical  Educl 
of  the  American  Medical  Associ;* 
has  provisionally  approved  the  Socii 
continuing  Medical  Education  AccI 
tation  Program  for  one  year.  The  C it 
cil  said  that  it  recommends  that  tij 
Society  be  encouraged  to  implemei  ill  I 
accreditation  program. 

The  Council  also  requested  thatlli 
Society  resubmit  its  accreditation  it 
gram  together  with  a progress  repo  i# 
one  year’s  time  for  further  actioibj 
the  AMA. 
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SECRETARY  REPORTS  COUNCIL  ACTIONS 


8 phen  J.  Hoye,  Secretary,  reported 
elollowing  actions  of  the  Council: 

1 The  Council  endorsed  the  film 
[tiled  “Countdown  to  Collision,” 
hh  was  produced  by  the  George 
Flhington  Medical  School,  in  co- 
xiition  with  the  American  Academy 
amily  Physicians.  The  film  had 
x endorsed  by  the  District  of  Colum- 
Vledical  Society  and  reviewed  by 
■Society’s  Continuing  Medical  Edu- 
jtjti  Committee. 

I The  Council  agreed  that  the  So- 
“ s legal  counsel,  Mr.  Charles  Clapp, 
<jld  prepare  a letter  explaining  the 
gj  aspects  of  Professional  Standards 
bfew  Organization  (PSRO)  to  be 
t in  a response  to  the  Medical-Den- 
l [Staff  of  the  Fogarty  Memorial 
Itpital.  The  medical  staff  had  re- 
tted the  Rhode  Island  Medical  So- 
t to  poll  their  members  individually 
uerning  theri  desire  to  join  the  pro- 
> d PSRO  program. 

The  Council  was  informed  of  the 
t r of  the  President  of  the  Rhode 
fid  Medical  Society  to  HEW  Secre- 
r Weinberger,  the  Social  Security 
ministration,  and  the  Administrator 
lie  Social  and  Rehabilitation  Services 
ijerning  proposed  regulations  for 
Certification  of  Hospital  Admissions 
il:r  Medicare  and  Medicaid.  The 
:|r  was  sent  after  action  of  the  House 
[delegates  at  its  January  23,  1974 
ring. 

The  Council  received  a copy  of 
) Council  of  Medical  Staff  (CMS) 
jing  to  the  Society  membership  and 
; ed  to  hold  a special  luncheon  meet- 
with  the  President  and  two  other 
)ers  of  the  CMS  to  discuss  issues  of 
ual  concern  in  the  near  future. 

The  Council  discussed  the  letter 
)r.  Mario  Tami,  President  of  the 
- . Chapter  of  the  Council  of  Medi- 
Staffs,  concerning  representation  in 
House  of  Delegates  of  his  organiza- 
. The  Council  agreed  that  this  mat- 
j should  be  discussed  at  the  special 
Iheon  meeting. 

The  Council  authorized  a letter 
commendation  be  forwarded  by  the 
i ident  of  the  Society  to  Dr.  Robert 
-onrad,  Chairman  of  the  Emergency 


Medical  Services  Committee  of  the  So- 
ciety, for  his  fine  work  in  organizing 
medical  assistance  to  the  people  of 
Block  Island.  Doctor  Conrad’s  work 
was  recognized  by  the  AMA  News  in 
a recent  issue. 

7.  The  President  of  the  Society  was 
authorized  to  appoint  a nominee  to  the 
Board  of  Trustees  of  the  Regional  Med- 
ical Program  to  replace  Dr.  Melvin  D. 
Hoffmann,  who  asked  to  be  relieved 
of  this  position.  Dr.  Herbert  F.  Hager, 
Speaker  of  the  House,  was  named  to 
the  position. 

8.  The  President  informed  the  Coun- 
cil that  he  had  named  the  following 
physicians  to  serve  on  the  Ad  Hoc 
Committee  on  Gun  Control:  Drs.  Mel- 
vyn  Gelch,  Chairman,  Milton  W.  Ham- 
olsky,  David  N.  Newhall  and  Richard 
P.  Sexton. 

9.  The  Council  approved  the  follow- 
ing delegation  to  represent  the  Society 
at  next  month’s  AMA-AMPAC  Public 

Affairs  Workshop  in  Washington,  D.C. : 
Dr.  John  J.  Cunningham,  RIMPAC 
Chairman,  Dr.  Richard  Perry,  RIM- 


PAC Treasurer,  Tim  Norbeck,  Exec- 
utive Director,  and  Ted  Lynch,  Asso- 
ciate Executive  Director  of  the  Society. 

10.  The  President  of  the  Society 
was  empowered  to  appoint  a liaison 
representative  for  the  R.  I.  Medical 
Society  to  serve  on  a committee  with 
the  Department  of  Health  and  the 
Heart  Association.  This  request  orig- 
inated with  the  Health  Department  in 
conjunction  with  the  National  High 
Blood  Pressure  Month  (May,  1974). 
Dr.  Kenneth  Nanian  was  appointed  to 
this  assignment. 

11.  The  President-Elect  was  com- 
mended for  his  excellent  presentation  at 
the  malpractice  insurane  rate  hearing. 
The  Aetna  Insurance  Company  had 
filed  for  a 90.1  per  cent  increase  in  the 
rate  paid  by  their  malpractice  sub- 
scribers. Dr.  Nathan  Chaset  spoke 
against  such  a rate  increase. 

12.  The  Council  reviewed  a request 
for  financial  support  from  the  Library 
Committee  and  Approved  $125  appro- 
priation for  a cataloguing  course  for 
the  assistant  librarian  and  an  allocation 
of  $800  for  a summer  full  time  aide. 


CME  PROGRAM  APPROVED 
BY  HOUSE  OF  DELEGATES 

The  House  of  Delegates  at  its  March  6,  1974  meeting  voted  that  the  Society 
will  serve  as  the  certifying  body  for  continuing  medical  education  activities  of 
physicians  in  the  state  and  that  the  House  will  be  guided  by  the  accreditation 
manual  and  recommendations  of  the  Committee  on  Continuing  Medical  Educa- 
tion. 

The  House  heard  a lengthy  report  by  Dr.  Howard  S.  Browne,  Jr.,  Chairman 
of  the  Society’s  CME  Committee,  which  has  been  working  over  a long  period  of 
time  to  prepare  an  accreditation  manual.  The  fifty  page  document  was  reviewed 
by  the  Council  and  submitted  to  the  House  for  consideration.  Now  that  the 
House  of  Delegates  has  approved  the  document,  it  will  be  submitted  to  the  Coun- 
cil on  Medical  Education  of  the  American  Medical  Association. 

The  manual  contains  the  plan  of  the  Rhode  Island  Medical  Society  for  a 
program  of  survey  for  accreditation  of  institutions  and  organizations  with  con- 
tinuing medical  education  programs  of  local  scope  and  focus.  The  manual  also 
discusses  recommendations  for  organization,  including  standards  considered  to  be 
important  aspects  of  a hospital’s  or  organization’s  committment  to  improving 
patient  care  through  continuing  medical  education. 

The  plan  also  outlines  the  pre-accreditation  survey  for  continuing  medical 
education  including  suggested  procedures  for  surveys  and  a team  report  form  for 
use  in  the  survey  for  continuing  medical  education  programs. 
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CALENDAR  OF  EVENTS 

CASINO  ROYALE  at  CHATEAU  de  YILLE  — Gala  Event  for  Medical 
Education  Fund 

In  order  to  give  this  event  the  attention  it  deserves,  it  will  be  POST- 
PHONED  from  March  31,  1974  to  a Sunday  in  late  September.  Further  infor- 
mation will  he  sent  via  the  Newsletter  in  April  and  notices  in  August. 

DAY  AT  THE  STATE  HOUSE  — Providence,  Tuesday,  April  2,  1974 

The  League  of  Women  Voters  of  Rhode  Island  has  extended  an  invitation 
to  us  to  join  them  for  an  informative  day.  There  will  be  an  opportunity  to  dis- 
cuss issues  with  legislators  at  lunch  and  to  observe  the  House  and  the  Senate  in 
action.  If  vou  have  never  been  to  our  beautiful  State  House,  you  will  be  especially 
interested  in  this  event.  Call  Carol  Kinder,  Legislation  Chairman,  272-0026  or  A. 
Marion  Hager,  941-1266. 

RHODE  ISLAND  SCHOOL  OF  DESIGN  TOUR  — Thursday,  April  4 

The  Providence  County  Auxiliary  members  have  invited  us  to  share  this 
experience  with  them.  This  nationally  acclaimed  school  is  familiar  to  all  of  us. 
Wouldn't  you  like  to  know  more  about  it?  Call  Carolyn  Gauthier,  President, 
272-2323  for  reservation. 

COUNTY  LUNCHEONS 

Tuesday,  April  9,  1974,  Newport.  Call  Dorothy  Durudogan,  847-0456. 
Tuesday,  April  16,  1974,  Kent.  Call  Jo  Barber,  821-9280. 

Tueslav,  April  30,  1974,  Woonsocket.  Call  Marie  Pope,  333-5497. 

ANNUAL  STATE  AUXILIARY  MEETING  AND  LUNCHEON 

Tuesdav,  May  7,  1974  at  the  Colonial  Hilton  Inn,  Cranston. 

Mrs.  Norman  Gardner  (Betty),  Regional  Chairman,  is  coming  to  bring  us 
information  about  the  many  activities  throughout  the  50  states.  Mrs.  P.  Stefan 
Krass  (Gretchen),  National  Nutrition  Chairman,  will  tell  us  about  her  involve- 
ment with  other  organizations  and  her  presentation  before  a hearing  in  Congress. 
Join  us  at  “poolside”  on  the  7th  if  you  possibly  can.  Look  for  a program  an- 
nouncement in  April. 

AMA  — ERF 

The  goal  of  W.A.R.I.M.S.  donation  for  1973-1974  is  $6,000  or  $10  per  member. 
Have  you  and  your  doctor  husband  contributed?  Help  the  medical  school  of 
your  choice  or  a medical  student  with  a guaranteed  loan  bv  giving  to  AMA-ERF. 


Postgraduate  Efforts 
Will  Be  Explored 
By  Society 

The  House  of  Delegates  agreed  that 
the  Rhode  Island  Medical  Society 
should  participate  in  a cooperative  effort 
in  Postgraduate  Medical  Education  with 
other  agencies  in  Rhode  Island.  At  its 
March  meeting,  the  House  voted  that 
the  cooperative  effort  with  Brown  Uni- 
versity and  the  Rhode  Island  Health 
Science  Education  Council  (RISHEC) 
should  together  explore  the  development 
for  postgraduate  continuing  medical 
education  programs  with  the  under- 


Diabetes  Kits,  Screening 
Are  Discontinued 

Dr.  Jean  M.  Maynard,  Chairman  of 
the  Society’s  Committee  on  Diabetes, 
has  reported  to  the  House  of  Delegates 
that  the  Rhode  Island  Department  of 
Health  will  no  longer  furnish  diabetes 
screening  kits  as  of  May  1,  1974  and 
the  Division  of  Chronic  Diseases  will 
discontinue  diabetes  screening  at  health 
fairs,  housing  projects,  and  industries. 
This  is  a result  of  changing  program 
priorities  and  financing. 

standing  that  the  CME  Committee 
Chairman  submit  to  the  House  a prog- 
ress report  within  a year. 


EMT  Report  Presented 
By  Doctor  Conrad 

Dr.  Robert  L.  Conrad,  Chairma 
the  Emergency  Medical  Services  ( 
mittee  of  the  Society,  reports  that 
students  enrolled  this  semester  at  R 
Island  Junior  College  in  the  "Ri 
Practices  and  Emergency  Aid  Con 
sponsored  by  The  Rhode  Island  N 
cal  Society. 

Doctor  Conrad  said  that  7 classe 
being  conducted  of  which  four  arc 
ing  held  in  Warwick,  one  at  Fo«; 
Memorial  Hospital,  Woonsocket,  oi 
South  County  Hospital,  Wakefield 
one  class  at  Newport  Hospital. 

If  all  the  enrolled  students  sue 
fully  complete  this  course,  which  is 
a total  of  seventy  hours,  it  will  1 
the  total  certified  Emergency  Me 
Technicians  to  nine  hundred  and  s 
four  out  of  approximately  sixteen 
dred  rescue  workers  that  operat 
Rhode  Island. 

In  addition  to  these  qualified  peri 
seventy-two  men  from  6 Rhode  h 
communities  were  certified  as  Adva 
Emergency  Medical  Technician  pe 
nel  who  will  operate  the  Intensive 
bile  Care  Units  in  Cranston,  Wars 
West  Warwick,  East  Providence, 
rington,  and  hopefully  Provid 
Nearly  all  the  equipment  to  make  i 
units  operational  is  installed;  trai 
runs  began  in  March. 

This  semester  the  Emergency  Me 
Technician  course  was  increased 
sixty-six  to  seventy  hours  with  the  . 
tion  of  an  Ice  Rescue  Procedures 
inar  and  an  abbreviated  Defensive  1 
ing  course  which  is  planned  to  b 
panded  in  the  increase  to  eight'! 
hours  next  semester  to  conform 
the  federal  Department  of  Transp 
tion  requirements. 

Doctor  Conrad  has  arranged  ! 
schedules  of  physicians  who  have  a 
ticipated  in  our  training  scheduled 
Deputy  Chief  Ronald  S.  Jones,  c< 
coordinator,  is  supervising  5 other 
cue  Practices  and  Emergency  Aid 
structors  in  covering  the  other  as 
of  training  with  the  aid  of  selected  a 
lecturers  on  specific  topics. 
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louse  of  Delegates  Names  Officers,  Committees 


(Concluded 

OMMITTEE  ON  MEDICAL 
ECONOMICS 
eneth  Liffmann,  M.D.  Chrm. 

Sund  Billings,  M.D.  (Pawt.) 

rrew  S.  Blazar,  M.D. 

n in  E.  Felder,  M.D. 

cl  ard  ).  Gauthier,  M.D. 

r.  k D.  E.  Jones,  M.D. 

h les  E.  Millard,  M.D.,  (Bristol) 

,1  D.  Pinto,  M.D.  (Wash.) 

[cry  S.  Urbaniak,  M.D. 

MMMITTEE  ON  PUBLIC  LAWS 
Iruno  Agnelli,  M.D.,  Chrm. 

Vash.) 

>1  J.  Cunningham,  M.D.  (Pawt.) 
a F.  DeLuca,  M.D. 

>h  E.  Farley,  M.D. 

1 mas  F.  Head,  M.D. 

1 mas  C.  McOsker,  M.D. 
fard  W.  Perry,  M.D.  (Kent) 

■ iam  R.  Thompson,  M.D. 

<rge  L.  Young,  M.D.  (Kent) 


from  page  3) 

Commissioners 

Appointed  by  Doctor  Chaset  to  suc- 
ceed Doctor  Sullivan  as  the  Commis- 
sioner on  Public  Health  was  Melvin 
D.  Hoffmann.  Doctor  Sullivan  was 
elected  the  new  treasurer. 

The  Commissioners,  appointed  by  the 
President  and  elected  bv  the  House  of 
Delegates,  are: 

Richard  P.  Sexton,  M.D.,  Commissioner 
on  Community  Relations 
Thomas  F.  Head,  M.D.,  Commissioner 
on  Health  Programs 
Kenneth  Liffmann,  M.D.,  Commis- 
sioner on  Socio-Economics 
Leonard  S.  Staudinger,  M.D.,  Commis- 
sioner on  Professional  Relations 
Melvin  D.  Hoffmann,  M.D.,  Commis- 
sioner on  Public  Health 

Speaker  and  Vice  Speaker 

Herbert  F.  Hager,  M.D.,  Speaker 
Thomas  F.  Head,  M.D.,  Vice  Speaker 


(vIMITTEE  ON  PUBLICATIONS 
111  F.  W.  Gilman,  M.D.,  Chrm. 

: iley  M.  Aronson,  M.D. 
e ram  H.  Buxton,  Jr.,  M.D. 

>|i  A.  Dillon,  M.D. 

1 bert  Fanger,  M.D. 
lrles  Hall,  M.D.  (Newpt.) 
eJ  r L.  Mathieu,  Jr.,  M.D. 
i'M.  Orson,  M.D. 

A.  Settipane,  M.D. 


iOMMITTEE  ON  SCIENTIFIC 
>RK  AND  ANNUAL  MEETING 
idell  Robinson,  M.D.,  Chrm. 

1 Calabresi,  M.D. 

' ert  P.  Davis,  M.D. 
ik  G.  DeLuca,  M.D. 
on  W.  Hamolsky,  M.D. 
try  T.  Randall,  M.D. 
ert  W.  Reimer,  M.D. 
rles  B.  Round,  M.D.  (Kent) 

V.  Savastano,  M.D. 
jo  Taussig,  M.D. 


MMITTEE  ON  PUBLIC  POLICE 
AND  RELATIONS 
:han  Chaset,  M.D.,  Chrm. 
phen  J.  Hoye,  M.D. 
tries  B.  Round,  M.D. 

|>ert  V.  Lewis,  M.D. 
piund  T.  Flackman,  M.D. 


AIR  FORCE  SEEKS 
PHYSICIANS 

The  U.  S.  Air  Force  has  a need  for 
physicians  to  serve  at  active  Air  Force 
medical  facilities.  Appointment  to  one 
of  these  positions  includes  a commis- 
sion in  the  grade  of  Captain  or  higher, 
depending  upon  experience  and  educa- 
tion and  many  military  fringe  benefits. 
Physicians  enjoy  professional  pav,  con- 
tinuation pay,  and  accelerated  promo- 
tions in  addition  to  regular  military  en- 
titlements. 

Another  major  benefit  is  the  availabil- 
ity of  specialty  training  on  active  duty. 
Approved  residency  programs  exist  for 
most  specialties,  and  qualified  appli- 
cants may  attend  unler  Air  Force  spon- 
sorship at  full  pay  and  allowance.  These 
programs  are  generally  available  only 
to  physicians  on  ative  duty,  except  that 
civilian  physicians  may  enter  directly 
into  the  programs  in  Aerospace  Medi- 
cine and  Family  Practice. 

Another  significant  benefit  is  the  mil- 
itarv  retirement  program,  which  pro- 
vides for  retirement  at  half  pay  after 


AMA  Workshop 

(Conclued  from  page  1) 
matters  such  as  telephone  techniques, 
appointment  scheduling,  record  keep- 
ing, and  supplying  useful  information 
to  patients.  Another  area  of  concern  to 
physicians  beginning  medical  practice 
is  that  of  personnel  management  — 
hiring,  training,  compensating,  and  sup- 
ervising the  office  assistants  who  are 
so  necessary  to  the  efficient  delivery  of 
medical  care.  Job  descriptions  are  sug- 
gested, along  with  hints  on  pay  and 
incentives,  vacation  and  sick  leave  poli- 
cies that  can  avoid  misunderstanding 
and  difficulty  between  the  doctor  and 
his  employees.  Participants  will  also 
learn  about  clinical  filing  techniques, 
billing  systems,  legal  problems  and 
many  other  subjects. 

The  registration  fee  includes  the 
workbook  and  take  home  materials.  It 
is  anticipated  that  the  two  day  session 
will  begin  at  8:30  a.m.  on  both  days 
and  end  at  5 p.m.  The  Rhode  Island 
Medical  Society  will  provide  compli- 
mentary buffet  lunches,  coffee  and 
cokes.  Call  the  executive  office  at  331- 
3207  to  register  or  to  secure  more  infor- 
mation on  the  Tuesday,  Mav  14  and 
Wednesday,  May  15  workshop. 

20  years  of  service  and  an  additional 
2.5  per  cent  for  each  year  beyond  20. 
All  periods  of  active  duty  count  toward 
retirement.  The  mandatory  retirement 
age  is  60. 

Inquiries  should  be  directed  to  J.  W. 
Christen,  Capt.  USAF,  MSC  Chief, 
New  Medical  Recruiting,  Hanscom 
Field,  Bedford,  Mass.  01730. 
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Dr.  Richard  P.  Sexton 

Brown  University  Liaison 
Child-School  Health 
Emergency  Medical  Services 
Highway  Safety 

Interagency  Council  on  Smoking 
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Sports,  Med.  Aspects  of 
Public  Laws 
Science  Fair 
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Professional  Relations 

Dr.  Leonard  S.  Staudinger 
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Continuing  Medical  Education 
Medical  Assistants,  Advis.  to 
Medical-Legal 
N.  E.  Medical  Council 
Nursing 
Scientific  Work 
Woman’s  Auxiliary,  Advis.  to 


Commission  on 
Health  Programs 

Dr.  Thomas  F.  Head 


Delivery  of  Medical  Care 
Maternal  Health 
Perinatal  Mortality 
Occupational  Health 
Social  Welfare 
Tri-State  Regional  Program 


Commission  on  Socio-Economics 
Dr.  Kenneth  Liffmann 

Medical  Economics 
Phy.  — Carriers  Workmen’s 
Compensation  Program 
Public  Relations 
Publication 


Commission  on  Public  Health 
Dr.  Melvin  D.  Hoffmann 


Aging 
Alcoholism 
Blood  Banks 
Cancer 
Diabetes 
Drug  Abuse 
Mental  Health 
Pollution 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


Wednesday,  April  10,  1974 

LUPUS  ERYTHEMATOSUS 

Mrs.  Henrietta  Aladjem 

Mrs.  Aladjem  is  the  author  of  a book  entitled, 

"THE  SUN  IS  MY  ENEMY" 


Roger  Williams  Gen.  Hosp. 
Kay  Auditorium 
1 :30  p.m. 


Friday,  April  12,  1974 

PITFALLS  IN  PEDIATRIC  DIAGNOSIS 
Judah  Folkman,  M.D. 

Surgeon-in-Chief,  Children's  Hospital  Medical 
Center,  Professor  of  Surgery, 

Harvard  Medical  School,  Boston 


Roger  Williams  Gen.  Hosp 
Kay  Auditorium 
10:30  a.m.  to  12:00  nocn 


Tuesday,  May  7,  1974 

THE  THIRD  ANNUAL  SURGEON-IN-CHIEF,  PRO  TEMPORE 
PROGRAM  AND  ROBERT  H.  WHITMARSH  ORATION 
George  Crile,  Jr.,  M.D. 

Formerly  Chairman,  Currently  Emeritus  Consul- 
tant, Department  of  Surgery, 

The  Cleveland  Clinic,  Cleveland 

Introduction 

Jack  Savran,  M.D. 

Chairman,  Department  of  Surgery 

THE  THYROID  NODULE 
George  Crile,  Jr.,  M.D. 


Roger  Williams  Gen.  Hosp. 
Kay  Auditorium 


9:00  a.m. 


9:30  a.m. 


THE  USE  OF  FLAPS  FOR  RECONSTRUCTION 
Howard  S.  Sturim,  M.D. 


1 1 :00  a.m. 


THROMBOPHLEBITIS 

Joseph  E.  Caruolo,  M.D. 


2:00  p.m. 


Wednesday,  May  8,  1974 

THE  THIRD  ANNUAL  SURGEON-IN-CHIEF,  PRO  TEMPORE 
PROGRAM  AND  ROBERT  H.  WHITMARSH  ORATION 


Roger  Williams  Gen.  Hosp 
Kay  Auditorium 


MEDICAL  EVENTS  CALENDAR 


FACTORS  AFFECTING  SURVIVAL  AND  LONG-TERM 
RESULTS  IN  PATIENTS  WITH  BRONCHOGENIC  CAR- 
CINOMA 

J.  John  Yashar,  M.D. 


PRIMARY  HYPERPARATHYROIDISM 
Joseph  Tucci,  M.D. 

RECONSTRUCTIVE  ORTHOPEDIC  SURGERY  AT  THE 
ROGER  WILLIAMS  GENERAL  HOSPITAL 
Henry  S.  Urbaniak,  M.D. 

THE  ROBERT  H.  WHITMARSH  ORATION: 

INDIVIDUALIZATION  IN  THE  TREATMENT  OF  BREAS1 
CANCER 

George  Crile,  Jr.,  M.D. 


Thursday,  May  9,  1974 


THE  THIRD  ANNUAL  SURGEON-IN-CHIEF,  PRO  TEMPORE 
PROGRAM  AND  ROGERT  H.  WHITMARSH  ORATION 

THE  TREATMENT  OF  INTRACRANIAL  ANEURYSMS 
Bertram  Selverstone,  M.D. 


CLINICOPATHOLOGICAL  CONFERENCE 
Israel  Diamond,  M.D. 


Friday,  May  24,  1974 
Saturday,  May  25,  1974 


ISAAC  RAY  SYMPOSIUM 

Human  Rights,  the  Law,  and  Psychiatric 
Treatment 


7:30  a.m. 

9:00  a.m. 

10:30  a.m. 

1 1 : 3 0 a.m. 


Roger  Williams  Gen.  Hosp. 
Kay  Auditorium 

10:30  a.m. 

1 1 :30  a.m. 


Butler  Hospital 
Ray  Hall 

Advanced  Regist.  Required 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 


THE  COST  OF  MEDICAL  EDUCATION,  AND  WHO  SHOULD  PAY  FOR  IT? 


Two  national  studies  have  recently  focused  on 
the  cost  of  medical  education  in  the  United  States. 
Last  fall  a special  committee  of  the  Association  of 
American  Medical  Colleges  (AAMC),  chaired  by 
Dr.  Charles  C.  Sprague,  President  of  Dallas  South- 
western Medical  School,  reviewed  in  detail  the 
experience  of  twelve  United  States  medical  colleges.1 
They  concluded  that  it  costs  $16,300  to  $26,400 
per  year  to  educate  a medical  student.  Their  sam- 
ple of  schools  included  private  as  well  as  state-sup- 
ported institutions,  some  small  (75  students  per 
class),  some  large  (245  students  per  class),  but 
none  of  these  factors  seemed  to  be  a major  deter- 
minant of  cost.  More  recently  a commission  of  the 
National  Academy  of  Sciences,  unrelated  to  organ- 
ized medicine  or  to  the  medical  school  establish- 
ment, found  the  cost  of  medical  education  to  aver- 
age $12,650  per  student  per  year.2  Part  of  the  dis- 
crepancy between  the  two  studies  may  be  attributed 
to  the  fact  that  the  AAMC  study  included  the  cost 
of  faculty  time  devoted  to  research,  whereas  the 
National  Academy  of  Sciences  study  did  not  con- 
sider this  factor  to  the  same  extent.  When  the 
AAMC  data  are  presented  without  the  research 
component,  the  range  is  $9,000  to  $16,400,  or 
approximately  the  same  as  the  N.A.S.  findings. 

The  study  commissioned  by  the  National  Acad- 
emy of  Sciences  was  conducted  at  the  request  of 
Congress.  In  the  coming  months  it  will  undoubtedly 
be  scrutinized  through  the  political  process,  and  it 
is  expected  to  carry  particular  weight  in  the  debate 
which  will  precede  the  adoption  of  a new  national 
Health  Manpower  Act.  The  current  federal  legisla- 
tion, which  was  enacted  in  1971,  reaches  its  term 
at  the  end  of  the  current  fiscal  year,  and  will  prob- 
ably not  be  reconstituted  in  its  present  form.  In 
1971  the  accent  was  on  expansion  of  enrollment  in 
American  medical  schools.  In  1974  the  goal  of  a 
sufficient  number  of  physicians  seems  to  be  at  hand: 
thus  congressional  debate  is  more  likely  to  focus 


on  the  distribution  of  physicians,  and  who  should 
pay  for  medical  education. 

President  Richard  M.  Nixon  ras  already  outlined 
administration  thinking  in  his  Health  Message,  in 
which  he  indicated  that  medical  students  should 
pay,  through  tuition,  a much  greater  share  of  the 
cost  of  their  education,  and  that  loan  programs 
should  replace  the  present  - — and  inadequate  - — 
scholarship  system.  Representative  William  R.  Roy 
(Democrat,  Kansas),  the  only  physician  in  the 
United  States  Congress,  has  proposed  that  medical 
school  tuition  be  set  at  cost  — it  could  reach  figures 
as  high  as  $20,000  per  year  — and  be  repaid 
through  withholding  on  such  future  earnings  as 
Medicare  payments  for  medical  services.  Senator 
Jacob  Javits  (Republican,  New  York)  has  intro- 
duced a bill  which  would  authorize  up  to  25  per 
cent  of  the  students  in  each  medical  school  to  be 
enrolled  as  commissioned  officers,  with  tuition  and 
living  expenses  paid  by  the  United  States  govern- 
ment in  exchange  for  one  year  of  medical  service  in 
an  area  of  need  for  each  year  of  study  sponsored 
by  a federal  program. 

The  transition  from  the  current  system  of  federal 
support  of  medical  education,  through  capitation 
payments  to  the  schools,  to  a new  system  based  on 
direct  payment  to  the  students  may  well  take  sev- 
eral years.  In  spite  of  a growing  trend  toward 
considering  medical  schools  as  national  resources, 
it  is  most  unlikely  that  federal  support  will  replace 
state  support:  federal  support  typically  covers  one- 
fourth  of  the  costs  of  medical  education,  while 
state  support  on  the  average  represents  one-third 
to  onc-half.  Nevertheless,  the  1974  debate  has 
raised  issues  about  the  financing  of  medical  edu- 
cation which  would  have  seemed  unthinkable  in 
the  sixties. 

The  concept  that  medical  students  should  pay  for 
their  education  through  the  loan  mechanism  has 
(Contniued  on  next  page) 
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been  proposed  before.  That  such  loans  should  be 
geared  to  the  realistic  cost  of  medical  education, 
and  not  to  some  arbitrary  level  of  tuition,  is  the 
new  element.  No  one  expects  medical  students  to 
incur  indebtness  which  individually  could  reach  a 
total  of  $50,000  to  $100,000  unless  at  the  same  time 
safeguards  and  repayment  mechanisms  were  pro- 
posed. The  safeguards  will  probably  include  a life 
insurance  policy  and  a forgiveness  provision  for 
those  who  do  not  complete  medical  school.  The 
repayment  mechanism  may  include  a number  of 
options:  1)  indentured  service,  i.e.,  obligation  to 
practice  medicine  in  the  armed  forces  or  some  form 
of  federal  or  state  service  designated  as  an  “area  of 
need";  2)  withholding  on  earnings  throughout  pro- 
fessional life,  until  the  accumulated  indebtness, 
plus  interest,  of  each  individual  physician  has  been 
paid  off;  3)  pledge  of  a fraction  of  future  earn- 
ings over  the  entire  course  of  professional  life,  a 
system  which  in  the  view  of  some,  would  facilitate 
the  redistribution  of  physician  manpower  toward 


financially  or  socially  less  attractive  areas,  because 
repayment  would  then  be  proportional  to  profes- 
sional income,  and  not  directly  related  tc  indebt- 
ness. 

Whether  any  of  thes  schemes  will  be  implemented 
in  the  near  future  remains  to  be  seen.  There  seems 
to  be  a consensus,  however,  that  in  the  near  future 
medical  students  will  be  asked  to  pay  a greater 
share  of  medical  education  costs  through  tuition, 
and  that  loan  programs  wall  largely  replace  scholar- 
ships and  grants. 

Pierre  M.  Galletti,  M.D.,  PhD. 
Vice  President 
(Biology  and  Medicine) 

'Undergraduate  Medical  Education,  Elements  — 
Objectives  — Costs.  Report  of  the  Committee  on 
the  Financing  of  Medical  Education  October  1973. 
Association  of  American  Medical  Colleges  Wash- 
ington, D.C. 

2Costs  of  Education  in  the  Health  Professions  — 
Part  I and  Part  II.  January  1974  (In  print).  Na- 
tional Academy  of  Sciences,  Washington,  D.C. 


Plan  Do  -Attend 

Second  William  P.  Buffum  Oration 

PROFESSOR  J.  PEPYS 
CARDIOTHORACIC  INSTITUTE 
UNIVERSITY  OF  LONDON,  ENGLAND 

Title  — “HYPERSENSITIVITY  PNEUMONITIS” 

Saturday,  April  27,  1974 
at  10  a.m. 

George  Auditorium,  Rhode  Island  Hospital,  Providence,  Rhode  Island. 

Sponsored  by  the  Divisions  of  Allergy,  Rhode  Island  Ho  pital  and  Rhode 
Island  Society  of  Allergy. 
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ESTABLISHING 
YOURSELF  IN 
MEDICAL  PRACTICE 


>1  r*  \i  u 

AMA  PRACTICE  MANAGEMENT  WORKSHOPS 

Hiring  Medical  Office  Personnel  • Physician’s  Use  of  Time  & Practice  Patterns  • Physical  Aspects 
of  the  Medical  Office  • Patient  Flow  Techniques  • Socioeconomic  Aspects  of  Medical  Practice  • 
Clinical  Paperwork  • Financial  Paperwork  • Practice  Settings  • Legal  Problems 


AMA  Practice  Management  Workshop,  May  14-15,  1974  at  the  Rhode 
Island  Medical  Society,  106  Francis  Street,  Providence,  R.I.  Registration 
fee  $35  for  AMA-Medical  Society  members.  $60  for  non-members.  Registra- 
tion limited  to  25  physicians ; accepted  on  a first  come,  first  serve  basis. 

(Please  see  page  1 of  the  March,  1974  newsletter  in  this  issue  for  additional 
information.) 

Name  (Please  Print)  

Home  Address  


Phone 


March,  1974 


85 


Special  Hook  Review 


An  1847  Color  Atlas  On  Leprosy 


Professor  Enrico  Tissi  of  Rio  De  Janeiro,  Brazil, 
formerly  head  of  dermatology  in  Rovigo,  Italy, 
most  kindly  gave  to  the  Rhode  Island  Medical 
Society  library  the  24  inch,  folio  color  plates  of 
the  rare  atlas  on  leprosy  by  Danielssen  and  Boeck, 
printed  at  the  expense  of  the  Norwegian  govern- 
ment in  1847  in  Norwegian  and  French. 

The  five  plates  reproduced  here  are  remarkable. 
They  could  inspire  our  surrealistic  artists. 
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Plate  2.  13  year  old  boy  with  confluent  tubercu- 

lar leprosy  begun  at  age  of  6.  Eyebrows  and  eyelashes 
are  gone. 


Plate  4.  28  year  old  girl  with  a mass  of  leprosy 

tubercles. 

Rhode  Island  Medical  Journal 


Plate  13.  20  year  old  girl  with  acute  tubercular 

leprosy  of  a few  months’  duration. 


Plate  20.  Scars  replacing  leprosy  tubercles  “spon- 
taneously” healed.  No  eyesight  at  right. 

Francesco  Ronchese,  M.D. 


Attractive  8 Functional  Offices 


Designers  8 Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 
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Report  Of  The  House  Of  Delegates  Of  The  Rhode 
Island  Medical  Society 

A Summary  Of  The  Meeting  Of  January  23,  1974* 


COMMITTEE  ON  DRUG  ABUSE 

Statement  on  Uniform  Controlled  Substances 
Bill  73-H  6369  (As  Amended) 

The  Drug  Abuse  Committee  of  the  Rhode  Is- 
land Medical  Society  is  a committee  appointed 
by  the  Society  to  help  the  community  cope  with 
the  problems  of  drug  abuse.  We  have  been  aware 
of  the  need  for  revamping  state  legislation  over 
the  past  three  years.  This  need  was  mandated  by 
the  passage  of  the  Comprehensive  Drug  Abuse  and 
Control  Act  of  1970  by  the  Congress. 

A Uniform  Controlled  Substances  Act  was 
drafted  also  ni  1970  by  the  National  Conference 
of  Commissioners  on  Uniform  State  Laws.  This 
model  bill  was  recommended  for  enactment  in  all 
the  states  by  the  Conference  of  Commissioners.  For 
the  past  three  years  our  committee  has  scrutinized 
the  attempts  by  the  Rhode  Island  legislature  to 
bring  about  the  translation  of  the  federal  law  into 
state  statute.  In  1972,  wTe  requested  the  former 
Governor  to  appoint  a broadly  representative 
group  to  study  all  the  ramifications  of  the  trans- 
lation so  that  there  would  be  a contemporary  ac- 
ceptable piece  of  legislation  to  all  the  effected 
groups;  that  is,  the  community,  physicians,  phar- 
macists, manufacturers,  and  representatives  of 
treatment  programs,  etc.  Unfortunately,  this  com- 
mittee was  not  appointed. 

Because  of  this  inertia,  our  group  drew  up  with 
legal  assistance  a model  act  which  closely  par- 
alleled the  suggestions  of  the  Uniform  Code  and 
requested  that  it  be  considered  by  both  the  De- 
partment of  Mental  Health,  Hospitals,  and  Re- 
tardation and  the  Department  of  Health.  This  oc- 
curred in  January  of  1973.  From  what  we  learned, 
the  proposal  as  submitted  met  with  approval  of 
the  Director  of  the  Department  of  Mental  Health, 
Hospitals,  and  Retardation  and  the  suggested  legis- 
lation was  then  transferred  to  the  Department  of 
Health  because  this  seemed  to  be  the  proper  dele- 

*Continued from  February,  1974  Issue,  Vol.  57,  No.  2 


gate  agency.  During  its  perusal  by  the  Depart- 
ment of  Health,  the  Controlled  Substances  draft 
bill  was  considered  by  a Task  Force  which  con- 
sisted of  the  representatives  of  pharmacy  and  en- 
forcement. We  were  unaware  of  the  existence  of 
that  Task  Force  at  the  time  and  had  not  been 
asked  to  consult  with  it.  Subsequently,  after  the 
resulting  bill  was  introduced,  we  obtained  a copy 
and  saw  that  it  was  greatly  modified  and  in  our 
minds  the  changes  were  not  positive.  We  met  with 
the  sponsor  and  suggested  changes  — again  to  no 
avail.  The  time  was  rapidly  approaching  when  the 
bill  would  be  submitted  to  the  legislature,  and  we 
had  to  decide  what  stand  we  would  take  on  it. 
Between  the  House  and  Senate  Judiciary  Com- 
mittees’ consideration,  we  decided  to  support  the 
bill,  even  though  it  had  many  flaws  because  the 
first  offense,  simple  possession  discretionary  pro- 
bation section,  was  felt  to  be  valuable. 

After  the  bill  failed  to  pass  the  Senate  Judiciary 
Committee,  we  requested  the  Governor  to  gather 
a small  committee  to  study  the  bill  to  try  to  come 
to  some  sort  of  agreement  out  of  the  many  dis- 
parate views  which  had  been  expressed  concerning 
this  bill  by  our  Society,  pharmaceutical  manufac- 
turers, the  American  Civil  Liberties  Union,  and 
the  Association  for  Children  with  Learning  Dis- 
abilities. This  suggestion,  at  the  time,  seemed 
to  be  acceptable  to  the  administration  but  again 
nothing  came  of  it.  This  is  why  we  are  here  today 
because  as  it  now  stands  we  oppose  73-H  6369  (as 
amended)  and  feel  there  should  be  many  revi- 
sions, deletions,  additions,  and  clarifications.  This 
is  a major  piece  of  legislation  and  will  be  with  us 
a long  time.  It  must  be  effective  yet  just. 

Abuser's  Rights 

The  Drug  Abuse  Committee  of  the  Medical 
Society  is  greatly  concerned  about  drug  abuse  in 
Rhode  Island.  We  look  upon  the  truly  involved 
abuser,  however,  as  usually  a person  with  prob- 
(Continued  on  page  90) 
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riaminic  Expectorant  Triaminic  Expectorant 

with  Codeine  © 


Each  teaspoonful  (5  ml.)  contains: 

aminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
heniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substance. 


The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/ Division  of  Sandoz*Wander,  Inc. /Lincoln,  Nebraska  68501 
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Isaac  Ray  Symposium 

HUMAN  RIGHTS,  THE  LAW,  AND 
PSYCHIATRIC  TREATMENT 

May  24 -25, 1974 

Speakers  will  include 


THE  HONORA8LE  DAVID  L BAZELON 
Chief  Judge.  U S Court  of  Appeals  for  the  District  of  Columbia  Circuit 
Is  the  Adversary  Process  Essential  to  Due  Process  m Psychiatry ?" 
ALAN  M DERSHOWITZ  LL  B 
Professor  of  Law  Harvard  Law  School 
Dangerousness  as  a Criterion  for  Confinement 
BRUCE J ENNIS.  J D 

Director.  Civil  Liberties  and  Mental  Illness  Protect 
New  York  Civil  Liberties  Union 
Emerging  Legal  Rights  for  the  Mentally  Handicapped 
A LOUIS  McGARRY  M D 

Director  of  Legal  Medicine  Massachusetts  Department  of  Mental  Health 
The  Empirical  Approach  The  Voice  of  the  Supreme  Court 


JACQUES  QUEN.  M D 

Clinical  Associate  Professor  Cornell  University  Medical  Center 
Isaac  Ray  Have  We  Learned  His  Lessons ?" 

JONAS  R RAPPEPORT.  M D 
Chief  Medical  Officer.  Supreme  Bench  of  Baltimore 
Enforced  Treatment  — Is  It  Treatment?" 

ALAN  A STONE.  M D. 

Professor  of  Law  and  Psychiatry.  Harvard  University 
Faculty  of  Law  and  Faculty  of  Medicine 
The  Right  to  Treatment  and  the  Medical  Establishment " 

THE  HONORABLE  JOSEPH  R WEIS8ERGER 
Presiding  Justice  of  tne  R I Superior  Court 
Panelist  and  Discussant 


Butler  Hospital,  333  Grotto  Avenue,  Providence,  Rhode  Island 
(A  Brown  University  Teaching  Hospital) 

In  affiliation  with  the  R.  I.  District  Branch. 

American  Psychiatric  Association 
and  the  R.  I.  Bar  Association 

Registration  Fee  — S25.00  Student  Scholarships  Available 

Advance  registration  required.  Send  name,  address  and  check  to: 
Isaac  Ray  Symposium.  Butler  Hospital.  333  Grotto  Avenue.  Providence. 
Rhode  Island  02906.  Deadline,  May  1 . 1 974.  Make  checks  payable 
to  Butler  Hospital  — Isaac  Ray  Symposium. 
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lems  of  living  which  are  so  intolerable  that  drug 
abuse  is  an  escape.  We  look  upon  the  abuser  gen- 
erally as  one  to  be  helped  with  his  problems  rather 
than  being  punished  for  his  transgressions.  As 
such,  we  are  as  much  concerned  with  the  abuser's 
rights  as  we  are  with  the  protection  of  society  as 
a whole.  We  firmly  believe  that  society  will  best 
be  served  if  people  are  rehabilitated  instead  of 
punished.  Because  of  these  concepts  we  are  very 
concerned  with  what  has  evolved  in  73-H  6369 
(as  amended).  Originally,  it  closely  followed  the 
Uniform  Codes  suggestions  as  to  the  translation 
of  the  recent  Federal  statute  to  state  law.  The 
Task  Force,  we  feel,  loaded  this  law  with  enforce- 
ment features  which  has  resulted  in  a bill  which 
is  primarily  punitive  with  the  exception  of  a single 
clause  allowing  discretionary  probation  in  a first 
offense,  simple  possession  situation. 

In  effect,  it  proposed  to  make  it  easier  for  en- 
forcement agencies  at  the  expense  of  the  rights 
of  the  accused  and  the  safeguards  of  privacy.  It 
interposes  the  state  and  its  influence  between  pa- 
tient and  physician  in  affecting  what  the  physician 
shall  prescribe. 

As  far  as  the  treatment  and  rehabilitation  of 
citizens  with  drug  abuse  problems,  it  must  be 
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remembered  that  there  is  a relationship  between 
control  legislation  and  the  success  or  /failure  of 
rehabilitation. 

Under  Rhode  Island  law  the  administration  of 
rehabilitative  aspects  of  drug  abuse  is  within  the 
Department  of  Mental  Health,  Hospitals,  and  Re- 
tardation. When  the  original  bill,  which  was  quite 
like  the  Uniform  Code,  which  has  been  adopted 
intact  by  39  states,  the  Department  of  Mental 
Health,  Hospitals,  and  Retardation  approved  and 
supported  this  version  which  we  felt  was  feasible 
and  just.  It  would  seem  then  that  they  felt  the 
original  was  congruent  with  successful  rehabilita- 
tion. We  doubt  that  they  would  approve  of  the 
present  version  of  73-H  6369  (as  amended). 

Any  reasoning  that  we  need  a legislation  whip 
like  this  one  to  literally  drive  an  abuser  to  seek 
help  or  to  force  that  help  has  long  been  discredited 
by  states  that  have  had  more  experience  than 
Rhode  Island  in  drug  abuse  efforts.  The  law  must 
be  primarily  fair  and  just.  The  National  Legisla- 
tive trend  in  this  field  is  towards  more  moderation 
in  penalty  clauses  and  emphasis  primarily  on  re- 
habilitation. 

There  are  sections  of  this  proposed  law  -which 
we  would  request  be  deleted  and  there  are  sec- 
tions of  the  Uniform  Code  which  have  been 
(Continued  on  page  92) 

Rhode  Island  Medical  Journal 


We  help 
you  to  invest 
in  yourself 


When  you're  busy  taking  care  of  other 
people,  it’s  hard  to  find  time  to  take  care 
of  yourself.  That’s  where  we  come  in. 

We’re  experts  in  the  field  of  financial  planning 
for  physicians.  We’ve  done  a lot  of  it  for  physicians 
like  yourself.  In  short,  we  have  the  experience  and 
know-how  to  help  you  achieve  your  own  personal  goals 
. . . thru  sound,  intelligent,  professional  counseling. 

Whether  it  involves  incorporation,  estate  or  financial  planning, 
profit  sharing  or  pension  plans,  Keogh  plans,  tax  shelter  ideas, 
investments,  life  insurance  or  other  financial  concepts,  our  staff 
has  the  scope  and  capacity  to  analyze  your  personal  situation; 
recommend  the  right  investment  programs;  and  tie  it  all 
together  for  you. 

Want  more  information? 

Give  us  a call,  and  we’ll  arrange  a personal  conference  at  your 
convenience. 

New  England  Physicians 
Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  02159 
Tel:  (617)  965-5100 

Financial  planning  for  physicians. 

Retirement  Planning  (Keogh,  Pension,  Profit  Sharing) 
endorsed  by  the  Council  of  the 
New  England  State  Medical  Societies. 


New  England  Physicians 
Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  021 59 
Tel:  (617)  965-5100 
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Lowering  Medical  Costs 
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335  BROADWAY 

PROVIDENCE.  R.  I.  02909  TEL.  421-3100 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 
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omitted  which  we  would  like  to  see  inserted.  There 
are  also  areas  where  we  would  request  clarifica- 
tion. Physicians  as  members  of  the  community 
have  always  been  concerned  about  trafficking  in 
dangerous  drugs  and  most  almost  universally  feel 
that  the  penalties  for  trafficking  in  dangerous 
drugs  and  exploiting  young  people  should  be  quite 
severe.  We  also  realize,  however,  that  there  should 
be  a distinct  differentiation  between  trafficking 
and  mere  possession  of  a controlled  substance.  In 
our  concern,  we  note  that  the  definition  of  sale 
in  73-H  6369,  which  is  under  section  21-28-2, 
number  13,  would  seem  to  make  this  differentiation 
— ■ which  we  feel  is  an  important  one  — i.e.  dis- 
tinguishing the  trafficker  from  the  mere  user  much 
more  difficult  and  since  penalty  structure  is  de- 
lineated and  separated  under  selling  and  posses- 
sion in  this  law,  we  would  think  that  it  would  be 
important  to  have  a much  clearer  definition  of  the 
word  ‘‘sell”.  Under  existing  state  law  sale  and 
possession  penalties  seem  to  be  quite  distinct; 
that  is,  in  section  21-28-31  and  32.  In  the  Uni- 
form Code  there  also  seems  to  be  a clear  distinc- 
tion, making  penalties  for  trafficking  much  differ- 
ent. It  would  seem  that  the  definition  of  sale  in 
73-H  6369  is  not  that  distinct.  We  quote  “Sell  in-  ] 
eludes  sale,  barter,  gift,  transfer,  or  delivery  in 
any  manner  to  another  to  offer  or  agree  to  do  the 
same”.  This  would  seem  to  cause  more  defendants 
to  come  under  a trafficking  provision  rather  than 
possession  for  penalty  consideration  than  we  think  | 
society  intends.  We  know  that  this  is  the  way 
the  present  law  defines  it  but  it  still  does  not  seem 
to  follow  the  tenor  of  either  the  Federal  Statute 
or  Uniform  Code  suggestions.  It  is  hard  to  con- 
ceive “sell”  as  ever  meaning  “gift”  and  the  harsher  : 
penalties  have  always  been  aimed  rightfully  so 
at  the  “trafficker”  or  “seller”.  We  suggest  that  the  j 
penalty  section  follow  the  exact  wording  of  the 
Uniform  Code,  section  401,  article  5,  page  27.  In 
line  with  the  above  concerns  about  trafficking 
and  (possession,  we  would  also  like  to  express  our  ' 
concerns  over  the  general  penalty  structure  of  , 
this  bill.  As  noted  in  the  recent  Time  magazine 
article  of  September  10,  1973,  page  67,  “Since  ; 
1971  state  legislatures  across  the  nation  with  the 
notable  exception  of  Rhode  Island  have  reduced 
possession  of  small  amounts  of  marijuana  from 
a felony  to  a misdemeanor”. 

Marijuana  Penalty 

We,  along  with  the  American  Medical  Associa- 
( Continued  on  page  94) 
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There  are  lots  of  ways  to 
make  $ 1 ,000,000.  Unfortunately, 
you  can’t  count  on  any  of  them. 

But  if  you  should  ever  find 
yourself  looking  for  more 
reliable  ways  to  help  your  invest- 
ments grow,  we  can  help. 

First,  because  we  bring 
years  of  professional  experience 
to  your  investment  situation,  we 
can  help  you  do  a better  job  of 
defining  your  investment 


objectives. 

And  secondly, 
if  our  record  of  mak- 
ing money  grow  is 
any  indication,  we’re 
almost  sure  to  be  a 
help  in  attaining  those 
objectives.  In  fact, 
we’ll  gladly  match 
our  performance 
record  against  anybody  else’s. 

Call  Mr.  Evans  at  278-6607. 
You  can  count  on  him  to  show 
you  how  easy  it  is  to  make  the  nec- 
essary arrangements.  And  you’ll 
probably  find  that  the  service 
costs  much  less  than  you  think. 

Trust  & Investment  Divi- 
sion, Industrial  National  Bank, 

100  Westminster  Street,  Provi- 
dence, Rhode  Island  02903. 


iB  KABK 

Industrial  National  Bank 


Something  extra  in  Investment  Management. 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

± 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 
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tion  and  the  American  Bar  Association  and  the 
National  Commission  on  Marijuana,  i.e.  the 
Schaeffer  Committee,  feel  strongly  that  the  classi- 
fication of  marijuana  possession  as  a possible 
felony  is  not  valid.  We  are  interested  in  getting 
people  with  problems  who  use  drugs  to  helping 
services.  We  feel  that  any  archaic  classification 
of  marijuana  as  a narcotic  with  parelleling  penalty 
sends  our  youth  a ‘‘Signal  of  Misunderstanding’’ 
which  is  the  apt  title  of  the  report  of  the  National 
Commission  on  Drug  Abuse.  We  know  that  the 
proposed  law  offers  a section  on  first  offense, 
simple  possession  discretionary  probation  for  all 
controlled  substances,  but  we  feel  that  the  total 
impact  of  this  law  still  would  make  Rhode  Island 
have  at  least  the  second  harshest  penalty  struc- 
ture on  its  books  in  the  nation.  We  used  to  be 
second  to  Texas.  They  have  since  modified  their 
law  and  as  a matter  of  fact,  two-thirds  of  their 
legislatures  are  reported  to  be  in  favor  of  de- 
criminalizing possession  of  marijuana.  Oregon  has 
very  recently  made  the  possession  of  marijuana 
merely  a finable  offense.  Our  committee  is  in  favor 
of  making  marijuana  possession  a misdemeanor. 
We  are  by  no  means  in  favor  of  legalizing  it. 

Overall,  to  this  date  39  states  have  adopted  the 
Uniform  Code  as  such  with  only  minor,  if  any, 
modifications.  73-H  6369  (as  amended)  differs 
from  Uniform  Code  considerably. 

In  reference  to  the  previously  mentioned  con- 
cepts, we  would  note  that  under  Federal  law  mari- 
juana is  specifically  distinguished  in  a separate 
provision  in  that  Schedule  II  trafficking  offense 
has  a term  of  up  to  15  years  for  first  offense  if  it 
is  a narcotic  but  specifically  says  that  if  not  a 
narcotic,  the  term  is  only  up  to  five  years.  And 
further  in  Section  401,  under  section  number  4, 
that  “distributing  a small  amount  of  marijuana 
for  no  remuneration  shall  be  treated  as  a mis- 
demeanor and  entitled  to  first  offense  conditional 
discharge  and  expunging  section  treatment.  There 
is  no  such  differentiation  in  the  proposed  73-H 
636  (as  amended)  in  the  penalty  for  trafficking. 
In  fact,  in  contrast  with  the  Uniform  Code  sug- 
gestions and  the  general  contemporary  trends, 
marijuana  possession  in  73-H  6369  (as  amended), 
since  there  is  no  discrimination  between  Schedule 
II  narcotics  and  non-narcotics,  makes  possession 
of  marijuana  have  a potential  sentence  possibility 
of  up  to  10  years,  that  is  a major  crime.  See  page 
25,  section  21-28-32  and  33,  part  A,  and  see  page 
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28  of  the  Uniform  Code,  Article  4,  section  401, 
part  c “Possession  of  Controlled  Substance  is  a 
Misdemeanor”  and  see  “comment”.  In  fact,  sec- 
ond and  subsequent  possession  in  the  Uniform 
Code  is  still  treated  as  simple  possession.  However, 
conditional  discharge  is  available  only  once  (See 
comment,  page  32,  under  section  48,  Uniform 
Code). 

This  again  is  in  contrast  with  73 -H  6369  (as 
amended)  where  subsequent  offenses  for  example 
of  marijuana  possession  receive  possibilities  of  up 
to  30  years  since  it  is  not  differentiated  as  a non- 
narcotic (see  page  25,  21-28-32,  number  2a).  Fur- 
thermore in  the  penalty  section  of  73-H  6369  (as 
amended),  we  would  take  issue  with  section 
21-28-31,  number  3.  The  Uniform  Code  on  page 
,30,  section  406,  specifically  deals  with  the  issue  of 
trafficking  under  the  age  of  18  in  that  they  ad- 
vocate stiffer  penalties  for  persons  over  18  who 
distribute  to  persons  under  18  (these  persons 
must  be  three  years  junior  to  the  trafficker,  that 
is,  taking  into  consderation  a roommate  situation; 
that  is,  there  usually  is  no  seduction  in  this  par- 
ticular illustration).  In  21-28-31,  part  3,  the  pro- 
posed bill  takes  the  age  of  21  in  the  present  law 
and  lowers  it  to  18;  that  is,  anyone  (any  age) 
selling,  (that  is,  could  be  giving ) “to  anyone  under 
18”  could  face  a possibility  of  up  to  a life  sen- 
tence. We  feel  the  Uniform  Code  wording  is  most 
just.  We  suggest  substitution  of  the  section  406 
wording  for  the  21-28-3,  part  3 wording. 

Further,  in  dealing  with  the  simple  possession, 
first  offense,  conditional  discharge  section  of  73-H 
6369  (as  amended),  we  see  that  it  fails  to  include 
the  important  sections  in  the  Federal  Statute  spe- 
cifically ordering  expunging  of  records.  (See  sec- 
tion 404,  B2,  page  29).  The  Uniform  Code  omits 
this,  but  we  feel  it  is  important  enough  that  it  be 
spelled  out. 

Report  of  Continued  Use 

As  to  specific  sections  of  73-H  6369  (as 
amended)  that  we  have  strong  objection  to,  the 
brst  is  21-28-13,  which  is  the  “Report  of  Con- 
tinued Use”.  This  section  in  the  present  legisla- 
tion required  reporting  the  names  of  patients  who 
received  narcotic  drugs  for  over  three  months.  This 
usually  applied  to  patients  with  intractable  severe 
pain,  usually  patients  with  terminal  cancer.  Pa- 
tients with  these  eventually  fatal  illnesses  many 
times  require  potent  narcotic  oontrol  of  their  pain 
and  sometimes  become  habituated  to  its  use.  The 
actual  goal  of  this  reporting  mechanism  is  rather 
hard  to  discern  as  usually  little  definitive  action 


ensues.  It  is  now  proposed  that  this  three  month 
reporting  mechanism  be  extended  to  all  patients 
receiving  drugs  which  will  be  controlled  in  Sched- 
ule II.  These  drugs  in  general  are  the  previously 
mentioned  narootics  but  now  would  include  am- 
phetamines, methylphenidate,  methaqualone  and 
several  short  acting  barbiturates.  Prescribing  of 
amphetamines  for  obesity  for  periods  of  over  three 
months  has  diminished  greatly  since  it  has  been 
shown  to  be  not  that  effective  and  because  of  its 
habituating  effects.  Short  acting  barbiturates  are 
not  infrequently  prescribed  for  periods  over  three 
months  as  is  methaqualone  for  people  with  emo- 
tional disorders  and  difficulty  in  sleeping.  Besides 
(Continued  on  next  page) 


PHYSICIANS  OFFICE  BUILDING 
FOR  RENT 

We  are  offering  an  office  building  formerly 
occupied  by  an  agency  of  the  Federal  Gov- 
ernment. It  is  located  on  Public  Street  near  the 
Rhode  Island  Hospital. 

This  facility  is  adaptable  for  medical  of- 
fices or  a clinic,  etc.  The  government  spent  in 
the  excess  of  $186,000  and  the  facilities  that 
they  installed  are  very  suitable  for  a medical 
clinic. 

If  there  are  any  Doctors  that  would  be  in- 
terested in  forming  this  clinic,  we  are  willing 
to  assist.  It  can  be  shown  by  appointment  if 
you  call  our  office  943-2800. 

WEBB-STONE  CORPORATION 

Post  Office  Box  8142 
Cranston,  R.  I.  02920 


PRIME  OFFICE  SPACE 

for  lease 
PAWTUCKET 

Opposite  Memorial  Hospital 

• Newly  constructed 

• Carpeting 

• Heat 

• Parking 

• 4 and  6 room  suites 
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434-2974  433-0759 
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their  usage  in  obesity  amphetamines  have  an  ac- 
cepted use  in  narcolepsy,  and  in  hyperkinetic  chil- 
dren; that  is,  children  with  behavioral  and/or 
learning  disorders.  If  all  Schedule  II  drugs  are 
placed  in  a three-month  reporting  schedule,  we 
foresee  that  the  names  of  patients  to  be  forwarded 
to  the  Department  of  Health  will  be  mostly  pa- 
tients on  barbiturates  for  emotional  and  sleep 
disorders  but  more  importantly  the  names  of  many 
children  who  receive  amphetamines  or  methyl- 
phenidate  for  learning  or  behavioral  disorders 
which  drugs  are  recognized  as  having  a valuable 
usage.  There  is  no  section  requiring  this  reporting 
system  in  the  Federal  Statute  or  in  the  Uniform 
Code.  There  is  no  law  preventing  the  prescribing 
of  these  substances  after  three  months.  We  see 
no  particular  point  to  this  section  and  apparently, 
as  previously  mentioned,  neither  did  Federal  Nar- 
cotics Officials  nor  the  Uniform  Code  Commis- 
sioners nor  did  39  other  states  which  accepted  the 
Uniform  Code  in  entirety  in  their  translation. 

Data  Banks 

As  has  been  recently  acknowledged,  data  has 
been  collected  about  millions  of  Americans  in 
many  different  data  banks.  This  information  can 
be  fairly  easily  obtained  by  interested  parties.  It 
has  been  used  to  affect  licensing,  jobs,  education, 
etc.  It  has  also  been  recently  shown  that  charging 
and  indictments  are  always  recorded  but  disposi- 
tions such  as  acquittals  rarely  are  recorded  in 
criminal  cases.  This  kind  of  deleterious  informa- 
tion can  remain  in  records  of  citizens  whose  charges 
had  been  dropped  or  who  had  been  found  inno- 
cent. No  where  in  this  chapter  are  there  any  safe- 
guards on  disposition  of  data  collected  in  this 
reporting  mechanism.  It  is  completely  open  ended. 
There  is  no  information  on  what  shall  be  the  ulti- 
mate disposition,  how  long  records  will  be  kept, 
where  they  will  be  stored,  and  who  will  have  ac- 
cess to  them.  There  is  no  penalty  for  disclosure 
and  absolutely  no  assurance  that  the  data  of  the 
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Health  Department  can  not  be  invaded  by  the 
Attorney  General’s  office. 

There  is  no  section  in  the  Federal  Statute  or  the 
Uniform  Code  requiring  reporting  of  any  names 
of  patients  to  any  agency  in  any  schedule.  This 
appears  to  be  a holdover  from  the  old  Harrison 
Act  or  a requirement  originated  by  the  state.  In 
any  case,  public  law  91-513,  which  is  intended 
to  revise  all  federal  law  regarding  drug  abuse  con- 
trol, to  a more  contemporary  stance  or  the  Uni- 
form Code,  makes  no  mention  of  any  recording 
mechanism  but  instead  relies  on  the  “no  refill” 
aspect  of  Schedule  II  prescribing  as  a control. 
This  obviously  is  also  why  there  is  no  triplicate 
prescription  provision  in  either  also.  We  would 
recommend  deletion  of  this  section  21-28-13. 

Triplicate  Prescription 

21-28-17,  which  concerns  examination  before  use 

We  would  also  recommend  deletion  of  section 
of  controlled  substances.  .This,  according  to  local 
enforcement  authorities,  has  been  shown  to  be  un- 
enforcible  at  the  present  time.  Concerning  section 
21-28-22  this  is  a so-called  “Triplicate  Prescrip- 
tion” provision.  This  does  not  exist  in  present 
state  law  nor  the  Federal  Statute  nor  is  it  sug- 
gested in  the  Uniform  Code.  It  is  a new  provision 
of  73 -H  6369  (as  amended).  In  most  states  this 
provision  has  been  vetoed  or  failed  to  pass  the 
legislature  where  it  has  been  submitted.  It  exists 
now  in  varying  forms  in  only  four  other  states. 
In  fact,  this  section  springs  only  from  the  fact 
that  there  is  a reporting  system  of  prescriptions 
existing  in  the  present  law  in  which  the  pharma- 
cists record  all  narcotic  prescriptions  in  a ledger. 
At  the  end  of  one  month  they  send  a list  of  the 
names  and  addresses  of  patients  and  the  name  of 
the  doctor  prescribing  narcotic  medication  to  the 
State  Department  of  Health  The  purpose  of  this 
reporting  system  allegedly  is  to  detect  forgery  and 
also  to  detect  misuse  of  prescribing  practices  by 
physicians.  It  is  difficult  to  imagine  the  efficiency 
of  a system,  in  successfully  apprehending  abusers 
who  forge  prescriptions  by  a once  a month  re- 
porting system.  As  far  as  the  misuse  of  prescrib- 
ing practices  by  physicians  is  concerned,  this  ap- 
pears to  be  a problem  of  the  magnitude  of  one  per 
cent  of  Rhode  Island  physicians  as  estimated  by 
enforcement  officials.  We  feel  that  the  state  al- 
ready has  an  adequate  mechanism  in  this  regard 
which  we  will  discuss  later.  73-H  6369  (as 
amended)  in  this  new  provision  would  make  the 
prescription  transmitted  to  the  State  Health  De- 

( Continued  on  page  117) 
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It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatology  i 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists' 
Association 


) 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
tions and  professional  trad  it  ions  which 
prohibitthe  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
#jconcern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
lenforcement  of  laws  and  regulations 
1 specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
idiscussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
Nof  patient  welfare. 

The  antisubstitution  laws  have 
|not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
H'laws  and  regulations  encourage  inter- 
■ professional  communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
: usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist's  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. , Washington,  D.  C.  20005 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  Ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients  precise  needs— 
without  regard  to  package  size. 


ready- mixed 

ILOSONE  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg  erythromycin  per  5-ml  teaspoonful) 


Additional  information  available  to  the  profession  on  request. 
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Division  of  Eli  Lilly  and  Company 
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An  Introduction  To  Nuclear  Medicine 


Procedures  Are  Safe  And  Convenient 
And  Produce  Relatively  Low  Radiation 
Exposure 


By  Charles  H.  Mandell,  M.D. 

In  the  past  eight  years,  the  term  “Nuclear  Med- 
icine” has  become  very  nearly  a household  word  in 
hospitals  and  medical  practices  throughout  this 
country.  Unfortunately,  unlike  many  household 
words,  its  exact  definition  and  its  connotation  re- 
main somewhat  of  a mystery  even  to  those  who 
use  it  daily.  In  this  series  of  introductory  papers 
on  nuclear  medicine  I hope  to  clarify  what  nuclear 
medicine  is,  how  it  works,  and  how  in  certain  situ- 
ations it  may  be  useful  in  general  medical  practice. 

BRIEF  HISTORY 

Following  the  development  of  nuclear  reactors 
after  World  War  II  a few  radioisotopes  became 
available  to  the  medical  community  on  a research 
basis.  Early  localization  of  brain  tumors  with  some 
of  these  isotopes  was  begun  in  the  late  1940s.  This 
technique  remained  primarily  a research  tool  until 
the  introduction  of  a commercially  available  recti- 
linear scanner  by  Cassen  in  the  1950s.  By  this  time 
the  use  of  radioactive  iodide  in  thyroid  testing  was 
also  becoming  widely  accepted 

Until  1965  radioisotope  (later  called  radionu- 
clide) scanning  showed  steady  slow  growth.  In  that 
year  Wagner  reported  the  first  clinical  trials  of  a 
lung  scanning  agent,  and  within  months  every 
hospital  was  buying  a scanner.  Growth  of  clinical 
nuclear  medicine  since  the  mid  1960s  has  been 

CHARLES  H.  MANDELL,  M.D.,  Associate  Radi- 
ologist, Associate  Director,  Department  of  Nuclear 
Medicine,  Rhode  Island  Hospital,  Providence. 


spectacular.  Progress  in  development  of  new  radio- 
pharmaceuticals has  been  paralleled  by  advances  in 
instrumentation,  including  the  commercial  intro- 
duction of  the  Gamma  Camera  by  Anger  in  1968. 
In  Rhode  Island  the  number  of  hospital  depart- 
ments has  expanded  from  5 in  1965  to  14  today. 
Private  nuclear  medicine  offices  have  also  appeared. 
This  rapid  growth  shows  no  sign  of  abating.  New 
developments  in  radiopharmaceuticals  appear 
monthly,  and  detection  instrument  resolution  prom- 
ises to  begin  to  approach  that  achieved  with  con- 
ventional x-ray.  The  current  growth  rate  of  15-20 
per  cent  a year  may  continue  for  the  next  5-10 
years. 

The  factors  responsible  for  this  unprecedented 
growth  are  not  difficult  to  identify.  In  some  organ 
systems  the  radionuclide  scan  offers  the  only  meth- 
od of  visualization  that  is  relatively  noninvasive  and 
simple  to  perform.  In  most  instances  a small  intra- 
venous injection  with  a narrow  gauge  needle  is  all 
that  is  required.  The  injections  are  safe,  with  no 
significant  incidence  of  allergic  or  toxic  reactions 
even  when  the  patient  exhibits  extensive  allergic 
phenomena  in  other  situations.  In  most  cases  the 
patient  needs  no  special  preparation  for  the  exam- 
ination, and  there  are  no  aftereffects.  Examination 
time  ranges  from  twenty  minutes  to  two  hours. 
Third-party  insurance  carriers  usually  cover  the 
cost  of  in-patient  scanning  procedures,  and  in  Rhode 
Island  reimbursement  for  out-patient  examinations 
(Continued  on  next  page) 
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FIGURE  1 


is  generally  provided.  In  forthcoming  papers  the 
accuracy  and  usefulness  of  each  of  the  commonly 
used  scan  procedures  will  be  fully  discussed.  To  fa- 
cilitate the  comprehension  of  these  future  discus- 
sions a glossary  of  commonly  used  phrases  is  pro- 
vided. Further  explanations  may  be  found  in  any 
of  the  standard  references  listed. 

INSTRUMENTATION 

The  term  ‘‘scanner’’  refers  to  the  fact  that  this 
basic  instrument  of  organ  imaging  “scans”  or  moves 
back  and  forth  over  the  patient,  detecting  the 
radioisotope  previously  administered.  As  in  most 
gamma-ray  detecting  systems,  the  scanner  “sees'” 
with  a scintillation  crystal  of  sodium  iodide.  To 
“see”  only  radiation  coming  directly  from  below  it. 
and  to  eliminate  all  scattered  or  side-emitted  radi- 
ation, the  face  of  the  crystal  is  covered  with  a lead 
“collimator.”  This  collimates  or  narrows  the  in- 
coming radiation  so  that  a specific  field  is  viewed. 
Once  the  gamma  rays  hit  the  iodide  crystal,  they 
produce  a scintillation  or  light  flash  within  it.  This 
light  is  transmitted  through  the  crystal  to  a photo- 
electric substance  on  the  “photomultiplier”  tube. 
This  substance  then  releases  electrons  in  response 
to  the  light  flash.  The  photomultiplier  tube  causes 
a million  electrons  to  be  produced  for  each  one 
electron  entering.  These  million  electrons  constitute 
an  electrical  “pulse.”  Pulses  may  be  measured  and 
counted.  Thus,  one  can  tell  not  only  how  many 
original  gamma  rays  were  detected,  but  also,  be- 
cause all  pulses  remain  proportional,  what  the 
original  gamma  energy  was.  This  allows  the  instru- 
ment to  discriminate  between  different  isotopes, 
since  each  isotope  has  a characteristic  energy  (Fig. 
1). 

In  a scanner  a solid  bar  connects  the  crystal 
detector  to  a light  source  which  exposes  the  film. 
As  the  crystal  moves,  so  does  the  light  source.  For 
each  pulse  or  fixed  multiple  of  pulses  detected,  a 
light  flash  darkens  the  film.  The  rectilinear  scan 


therefore  becomes  a series  of  dots  on  regularly 
spaced  lines,  outlining  in  life  size  the  organ  in 
question.  The  greater  the  activity  detected,  the 
darker  the  dots  on  the  film. 

The  gamma  camera  works  on  exactly  the  same 
principle,  out  because  its  crystal  is  11  to  13  inches 
(27.5-32.5  cm)  in  diameter,  it  can  “see”  a larger 
area  at  one  time.  Thus  it  does  not  need  to  move 
back  and  forth  over  an  organ.  A complex  electronic 
circuit  allows  the  camera  to  position  the  incoming 
gamma  ray  pulses  properly  with  respect  to  their 
original  orientation  with  the  patient.  The  size  of 
the  image  on  polaroid  or  transparent  film,  how- 
ever, is  usually  greatly  reduced  from  life  size.  Be- 
cause all  of  the  organ  is  seen  at  once,  a blood  flow 
pattern  may  be  detected  by  the  electronic  high 
speed  camera,  but  not  by  the  moving  mechanical 
scanner. 

Detection  sensitivity,  the  ability  to  “find”  small 
lesions,  is  about  the  same  for  each  instrument. 
Currently,  the  practical  lower  limits  are  around  1 
centimeter  for  thyroid,  and  2-2.5  centimeters  for 
other  organs.  This  figure  will  probably  be  lowered 
in  the  next  few  years.  The  choice  of  instrument  may 
depend  upon  the  display  preferred  — x-ray  film  or 
Polaroid;  the  nature  of  the  examination  — static 
or  dynamic;  or  the  individual  preferences  of  the 
nuclear  physician.  Both  instruments  are  wfidelv 
accepted  and  often  used  interchangeably. 

RADIATION  EXPOSURE 

Radiation  exposure  in  nuclear  medicine  com- 
pares favorably  with  that  from  x-ray  procedures. 
In  recent  years  the  use  of  short  half-life  radionu- 
clides and  increasingly  sensitive  detection  instru- 
ments has  greatly  reduced  patient  exposure  from 
radiation.  The  effective  half -lifes  of  currently  avail- 
able radioisotopes  are  much  shorter  than  those  of 
even  two  years  ago.  This  effective  half-life  is  com- 
posed of  fixed  physical  decay  time  and  a biologic 
half-life  of  elimination  from  the  body.  In  those 
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organ-scanning  procedures  where  there  is  a simple 
radiographic  equivalent,  the  gonadal  dose  attrib- 
utable to  the  scan  is  in  the  majority  of  instances 
much  less  than  that  from  the  standard  x-ray.  This 
becomes  increasingly  true  when  angiography  is  the 
only  aternative  to  a scanning  procedure.  The  gona- 
dal dose  from  an  x-ray  metastic  survey,  for  exam- 
ple, is  up  to  35  times  as  high  as  from  a total  body 
bone  scan  using  radionuclides.  The  gonadal  dose 
from  an  intravenous  pyelogram  may  be  40  times 
that  from  a renogram  and  renal  scan.  In  the  re- 
view of  organ  systems  (later  papers  in  this  series) 
dosimetry  attributable  to  scan  and  x-ray  proced- 
ures will  be  discussed. 

Future  papers  will  be  limited  to  nuclear  imaging 
procedures,  more  commonly  known  as  “scans.” 
Their  advantages  and  limitations  will  be  discussed, 
along  with  suggested  clinical  indications  for  their 
use  in  each  of  the  organ  systems  considered.  Also 
discussed  will  be  patient  preparation,  time,  expense, 
dosimetry,  and  physiology.  It  is  hoped  that  each 
paper  will  serve  as  a ready  reference  guide  for  the 
physician  when  considering  Nuclear  Medicine  pro- 
cedures. 

GLOSSARY  OF  COMMONLY  USED  TERMS 

RADIOACTIVITY  — The  process  whereby  cer- 
tain atoms  undergo  spontaneous  disintegration 
with  the  liberation  of  energy  and  radiation. 
This  generally  results  in  the  formation  of  new 
more  stable  atoms. 

RECTILINEAR  SCANNER  — A moving  3 or  5 
inch  (7.5  or  12.5  cm.)  crystal  detector  which 
gives  a picture  “scan”  on  film  or  paper,  usually  of 
true  life  size. 

GAMA  CAMERA  — An  11-13  inch  (27.5-32.5 
cm.)  diameter  stationary  crystal  “scanner”  cap- 
able of  viewing  a large  area  and  a rapidly  chang- 
ing gamma  ray  pattern  - — as  in  a cine  isotope- 
angicg "am.  Display  known  as  “scintiphotos”  usu- 
ally on  polaricd  or  35  mm  and  70  mm  film. 
GAMMA  RAY  — An  “x-ray”  emitted  from  the 
nucleus  cf  a rad'oactive  atom  and  the  principle 
energy  detected  by  the  scanner. 
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BETA  RAY  — An  “electron”  emitted  from  the 
nucleus  of  a radioactive  atom.  These  have  a short 
travel  range  and  are  not  detected  by  the  scan- 
ner. 

ENERGY  — In  kilo-electron  volts  the  “penetra- 
ting power”  of  each  particle  or  ray.  Standard 
x-rays  are  in  the  70-120  kev  range.  Isotopes 
range  from  30  kev  to  approximately  1,000  kev. 

MILLICURIE  (m  Ci)  and  MICROCURIE  (m  c 
Ci) — A quantity  of  radioactivity  used  in  dose 
calculations.  Expressed  as  radioactive  disintegra- 
tions per  second.  One  millicurie  equals  1,000 
microcuries. 

SCINTILLATION  CRYSTAL  — A salt  crystal  of 
sodium  iodide  which  has  the  ability  to  absorb 
the  energy  of  an  incoming  gamma  ray  and  con- 
vert it  to  a light  flash.  Used  in  practically  all 
gamma  ray  detecting  instruments  from  scalers 
and  well  counters  to  scanners  and  cameras. 

BIOLOGICAL  HALF  LIFE  — The  time  it  requires 
for  the  body  to  eliminate  half  of  the  administered 
radiopharmaceu  tical . 

PHYSICAL  HALF  LIFE  — The  time  required  for 
one  half  of  the  original  radioactive  material  to 
decay  or  “disintegrate”. 

RAD  — A unit  of  energy  absorbed  by  matter,  with 
reference  to  radioation  dose  to  an  individual  or 
organ  system.  Millirad  is  l/1000th  of  a rad. 
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“Seminars  in  Nuclear  Medicine,  New  York,  Quarter- 
ly, Henry  M.  Stratton,  Inc.  Quarterly  review  of 
specific  subjects  by  recognized  experts  in  the  field. 
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YOUNG  PHYSICIAN  SOUGHT 
(Intern  or  Resident) 

Bryant  College  seeks  services  of  a young  physician  (intern  or 
resident)  who  would  be  provided  quarters,  meals  and  salary  of 
approximately  $6,000  per  year.  8 to  10  hours  a week.  Please  con- 
tact: Barry  A.  Fullerton,  Bryant  College. 
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Vitamin  E:  Who  Needs  It? 


II.  Diseases  Associated  With  Vitamin  E 
Deficiency  * 


By  David  K.  Melhorn,  M.D. 


In  Part  I of  this  review,  discussion  was  focused 
on  a pathogenic  state  in  the  human  which  is 
clearly  related  to  vitamin  E deficiency,  vitamin 
E-dependent  hemolytic  anemia  in  the  premature 
infant.1  This  section  considers  the  significance  of 
vitamin  E (tocopherol)  deficiency  in  a variety  of 
disease  states  in  which  the  effects  of  the  vitamin 
lack  are  unclear. 

CAUSES  OF  VITAMIN  E DEFICIENCY 

1.  Dietary  Lack.  Since  tocopherols  are  present 
in  scch  a large  variety  of  foodstuffs,  vitamin  E 
deficiency  resulting  from  dietary  lack  is  extremely 

DAVID  K.  MELHORN,  M.D.,  of  Cleveland,  is 
Assistant  Professor  of  Pediatrics,  Case  Western  Re- 
serve University  School  of  Medicine,  and  Univer- 
sity Hospitals  of  Cleveland. 

*This  is  the  second  of  a three  part  series. 
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rare.  Children  suffering  from  severe  generalized 
malnutritional  disorders  have  been  reported  to 
demonstrate  tocopherol  lack  in  addition  to  pro- 
tein and  other  vitamin  deficiencies.2  We  have  also 
observed  several  infants  in  the  age  range  of  5 to 
12  months  who  demonstrated  vitamin  E deficiency 
in  association  with  marked  iron  and  protein  lack. 
Although  no  specific  clinical  benefit  from  vitamin 
E administration  was  seen  in  our  patients,  chil- 
dren studied  by  Majaj2  responded  to  vitamin  E 
therapy  with  improvement  in  hemoglobin  concen- 
tration. Although  such  observations  indicate  that 
vitamin  E deficiency  can  occur  solely  on  the  basis 
of  nutritional  deprivation,  the  difficulty  in  design- 
ing low  tocopherol  diets  for  the  production  of  ex- 
perimental vitamin  E deficiency  in  normal,  human 
adult  subjects3  indicates  the  infrequency  with 
whicr  diet-induced  tocopherol  lack  is  found. 

2.  Intestinal  Malabsorption.  Because  toco- 
pherols available  from  dietary  sources  consist  of 
a number  of  fat-soluble  forms  of  the  vitamin,  it 
is  predicable  that  the  majority  of  diseases  asso- 
ciated with  vitamin  E deficiency  are  those  in  which 
intestinal  malabsorption  of  fats  is  a cardinal  fea- 
ture. Although  the  association  between  vitamin  E 
lack  and  defects  in  fat  absorption  has  been  identi- 
fied in  a variety  of  illnesses,  the  model  herein  con- 
sidered is  cystic  fibrosis. 


100 


Rhode  Island  Medical  Journal 


Cystic  Fibrosis  (CF)  is  characterized  by  a rela- 
tive inability  to  absorb  fats  and  fat-soluble  vita- 
mins because  of  inadequate  pancreatic  secretion  of 
enzymes  necessary  for  assimilation  of  fats.4  The 
following  case  history  of  a patient  with  CF  illus- 
trates both  the  association  between  vitamin  E and 
the  primary  disorder,  and  the  dilemma  posed  by 
attempts  to  correlate  laboratory  abnormalities. 

CASE  HISTORY 

S.P.  is  a 12  year-old  white  girl.  Following  a nor- 
mal newborn  period,  her  infancy  was  characterized 
by  frequent  respiratory  infections  and  poor  weight 
gain.  She  was  first  hospitalized  at  the  age  of  4 
years  for  pneumonia,  at  which  time  a sweat  chlor- 
ide determination  confirmed  the  diagnosis  of  CF. 

The  patient  was  subsequently  placed  on  an  in- 
tensive care  program, which  included  pulmonary 
drainage,  mist  tent  therapy,  intermittent  antibiotics 
as  indicated  by  results  of  sputum  cultures,  and 
medications  which  consisted  of  pancreatic  enzymes, 
a multivitamin  preparation,  and  vitamin  E in  a 
daily  dose  of  100  international  units  (I.U.)  of 
alpha-tocopherol  acetate.  During  the  subsequent 
eight  years,  therapy  was  maintained  but  did  not 
prevent  a gradual  deterioration  of  lung  function. 
When  hospitalized  again  at  the  age  of  12  years,  the 
patient  also  manifested  growth  failure  accompanied 
by  increased  appetite  and  steatorrhea.  Additional 
complaints  included  lethargy,  vague  weakness  in 
the  lower  extremities,  and  intermittent  thigh  and 
calf  pain.  Relevant  laboratory  findings  at  the  time 
of  this  admission  are  shown  in  Table  I. 

Special  studies  were  undertaken  to  evaluate 
the  patient’s  vitamin  E status.  As  in  Part  I of  this 
review,  serum-free  tocopherol  was  determined  by 
a slight  modification  of  the  method  of  Quaife, 
et  al,5  using  0.6  ml  of  serum  with  proportional 
readjustment  of  the  reagents.  Vitamin  E tolerance 
curves  were  performed  according  to  a modification 
of  the  method  of  Filer  and  others4  previously  de- 
scribed.1 In  addition  to  alpha-tocopherol  acetate, 
another  form  of  tocopherol  was  used  in  tolerance 
studies  in  this  patient  and  other  subjects  mentioned 
herein.  This  second  form,  alpha-tocopherol  poly- 
ethylene glycol  1000  succinate  (supplied  by  Ross 
Laboratories,  Columbus,  Ohio)  is  considered  a 
water-soluble  compound. B Erythrocyte  hydrogen 
peroxide  (H2O2)  hemolyses  were  determined  by 
the  technique  of  Gordon,  et  al.7 

Table  2 shows  serum  vitamin  E levels  and 
red  cell  H2O2  hemolyses  during  courses  of  vitamin 
E therapy  with  both  alpha-tocopherol  acetate  (TA) 
and  alpha-tocopherol  polyethylene  glycol  1000  suc- 


cinate (TPEGS).  It  should  be  first  noted  in  exam- 
ining this  table  that  the  patient's  serum  vitamin  E 
level  was  abnormally  low  (by  the  definition  estab- 
lished in  previously  reported  work,5’7  a serum  to- 
copherol level  below  0.50  mg  per  100  ml  represents 
vitamin  E dificiency.  Normal  values  in  this  labor- 
atory range  between  0.70  mg  per  100  ml  and  1.40 
mg  per  100  ml).  She  had  been  receiving  a large 
supplemental  dose  of  alpha-tocopherol  acetate  for 
years  before  initial  vitamin  E levels  were  deter- 
mined. At  the  same  time,  red  cell  H2O2  hemolysis 
was  abnormally  elevated,  as  was  the  erthrocyte 
level  of  malonyldiadehyde  (MDA),  a measure  of 
the  degradation  products  of  red  cell  lipids.  The 
MDA  level,  as  determined  by  the  methods  of  Stocks 
and  Dormandy,8  was  365  n moles  per  gm  hemoglo- 
bin (normal  range  in  this  laboratory  is  130  to  180 
n moles  per  gm  hemoglobin).  Thus,  oral  admin- 
istration of  even  large  amounts  of  a fat-soluble 
form  of  tocopherol  in  this  and  other  patients  with 
intestinal  malabsorption  of  fats  may  be  quite  er- 
ratic, even  when  fat-soluble  tocopherol  supplements 
are  given. 

Figure  1 shows  mean  vitamin  E tolerance 
curves  in  other  CF  patients  with  and  without  co- 
indicent  administration  of  pancreatic  enzymes, 
compared  with  normal  subjects  of  similar  age. 
Also  shown  are  .mean  values  in  patients  with  CF 
who  received  their  tolerance  test  doses  of  tocoph- 
erol as  TPEGS.  It  is  obvious  that  the  best  intestinal 


Table  1.  Hematologic  Parameters  in  Patient  S.P.* 


Hemoglobin 

10.9  gm% 

Hematocrit 

33  % 

Reticulocyte  count 

2.0% 

White  blood  cell  count 

8560/mm3 

Total  serum  protein 

5.7  gm% 

Serum  folic  acid 

8 nanograms/ml 

Serum  vitamin  B12 

413  picograms/ml 

Bound  serum  iron 

55  ug% 

Total  iron  binding 

capacity/  % saturation 

260  ug%/21% 

*While  receiving  alpha  tocopherol  acetate,  100  I.U./ 

day. 

Table  2.  Vitamin  E.  Levels  and  H,02  Hemolysis 

in  Patient  S.P. 

Normal  Controls 

TA*  ....  TPEGSf  ..(Means  and  Range) 

Serum  vitamin 

0.92 

E (mg%)  0.15 

0.65  (0.70-1.40) 

Red  cell  H20> 

6 

hemolysis  (%)  68 

24  (0-13) 

* Alpha-tocopherol  acetate,  100  I.U./day,  taken  for 
eight  years. 

fAlpha-tocopherol  polyethylene  glycol  100  succinate, 
100  I.U./day,  taken  for  two  weeks. 

(Continued  on  next  page) 


Vitamin  E:  Who  Needs  It? 


101 


Fig.  1.  Mean  vitamin  E absorption  curves  in  chil- 
dren and  adults  with  cystic  fibrosis  compared  with 
control  subjects.  *TA  = alpha-tocopherol  acetate, 
**TPEGS  = alpha-tocopherol  polyethylene  glycol 
1000  succinate.  fCotazyme  = pancreatic  enzyme  prep- 
aration. 


Table  3.  Vitamin  E Levels  and  Related  Studies  in 
Patients  with  Malabsorptive  Disorders 


Mean 

Mean 

Mean 

MDA 

Vitamin  E 

H9O2 

(nm/gn 

(mg%) 

Hemolysis 

hgb) 

Celiac  disease 

(3  patients) 

Chronic  diarrhea 

0.24 

85 

285 

(12  patients) 

0.45 

68 

225 

“Short  bowel”  syndrome* 

(5  patients) 

0.40 

65 

310 

Bilarv  atresia 

0.18 

92 

380 

Normal  controls 

0.92 

6 

148 

*Intestinal  obstruction 

requiring 

surgical  resection. 

absorption  of  tocopherol  in  patients  with  CF  is 
accomplished  by  the  combined  use  of  TPEGS  and 
a pancreatic  enzyme  preparation. 

Table  3 records  serum  vitamin  E levels,  red 
cell  H2O2  hemolysis,  and  MDA  levels  in  patients 
with  other  diseases  in  which  absorption  of  fats  is 
impaired.  The  close  relationship  between  vitamin 
E deficiency,  abnormal  red  cell  H2O2  hemolysis 
and  MDA  is  agin  noted,  although  the  pathogene- 
sis of  the  diseases  is  quite  varied.  Patients  with  a 
beta-lipoproteinemia  are  also  known  to  have  de- 
pressed serum  tocopherol  levels.9  In  this  disease, 
however,  absorption,  transport,  and  perhaps  me- 
tabolism of  lipids  and  fat-soluble  vitamins  may  all 
be  abnormal. 

In  all  of  the  disease  states  previously  men- 
tioned. the  dilemma  of  evaluation  of  clinical  re- 


sponse to  administration  of  vitamin  E is  evident. 
The  response  of  the  patient  in  our  case  history 
exemplifies  the  nature  of  the  problems.  First,  as 
noted,  it  cannot  be  presumed  that  patients  with 
malabsorptive  disorders  who  receive  supplemental 
vitamin  E,  even  in  large  amounts,  can  maintain 
vitamin  E sufficiency.  Second,  although  there  ap- 
pears to  be  a direct  relationship  between  plasma 
serum  tocopherol  levels  and  tissue  stores  in  normal 
individuals,  this  may  not  be  the  case  in  certain 
disease  states.10  Third,  as  was  the  case  in  patient 
S.P.,  absorption  of  tocopherol  may  depend  upon 
the  form  in  which  it  is  supplied.  The  normal  indi- 
vidual appears  to  absorb  equivalent  amounts  of 
the  various  analogues  of  vitamin  E equally  well, 
but  in  patients  whose  absorption  of  fats  is  im- 
paired, a water-soluble  form  of  the  vitamin  such 
as  TPEGS  may  be  much  more  effective  in  main- 
taining vitamin  E sufficiency.  For  exemple,  S.P. 
achieved  a normal  vitamin  E level  with  coincident 
decreases  in  red  cell  H2O2  fragility  and  MDA 
values  within  two  weeks  after  therapy  with  TPEGS 
was  begun. 

Finally,  it  is  often  extremely  difficult  to  relate 
improvement  in  in  vitro  laboratory  findings  to 
changes  in  clinical  status  once  vitamin  E sufficiency 
it  attained.  S.P.  showed  ‘an  appreciable  clinical 
improvement  during  the  six  weeks  following  insti- 
tution of  TPEGS  therapy.  However,  this  improve- 
ment appeared  related  primarily  to  intensive 
pulmonary  care  and  antibiotics.  There  was  no  sig- 
nificant change  in  the  hemoglobin  and  hematocrit 
values,  or  the  reticulocyte  count.  The  fact  that 
such  in  vitro  determinations  as  red  cell  H2O2 
hemolysis  and  MDA  returned  to  normal  is  of  in- 
terest. but  is  difficult  to  relate  to  the  clinical  course 
in  these  patients. 

Effects  of  vitamin  E deficiency  such  as  short- 
ened red-cel!  survival  time,1’  deposition  of  ceroid 
pigment  in  the  smooth  muscle  layer  of  the  intestine 
(sometimes  called  the  ‘‘brown  bowel  syndrome’’12 
because  of  the  gross  appearance  of  the  intestine  as 
seen  at  autopsy),  and  evidence  of  degeneration  of 
striated  muscle  fibers13  have  been  described.  How- 
ever, no  definite  evidence  for  improvement  in  these 
conditions  upon  achievement  of  vitamin  E suffi- 
ciency has  been  shown. 

3.  Other  Mechanisms  0)  Vitamin  E Defi- 
< iency . Until  this  point,  we  have  been  discussing 
the  confirmed  and  possible  effects  of  vitamin  E 
lack  occasioned  by  dietary  deficiency  or  intestinal 
malabsorption,  and  have  assumed  that  the  deleteri- 
ous effects  of  tocopherol  deficiency  are  the  result 
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Table  4.  Human  Vitamin  Deficiency  States 


Disease  Examples 
Group  1 

Generalized  malnutrition 
Group  2 

Prematurity 
Cystic  fibrosis 
Steatorrheas 
Chronic  diarrhea 
Group  3 

A-beta-lipoproteinemia 
Group  4 

Congenital  dysery- 
tkropoiesis 


Cause  of  Vitamin 
E Deficiency 


Dietary  lack 

Intestinal  malabsorption 
Intestinal  malabsorption 
Intestinal  malabsorption 
Intestinal  malabsorption 

Unclear 


? Increased  utilization 


of  decreased  ability  of  cellular  systems  to  deal  with 
peroxide  stress  on  the  lipid  components  of  cellular 
membranes.  However,  there  are  other  circum- 
stances under  which  a dietarily  “adequate”  intake 
and  normally  efficient  absorption  of  the  vitamin 
might  not  be  sufficient  to  maintain  appropriate 
serum  or  tissue  levels  of  tocopherol. 

This  situation  could  occur  in  several  ways; 
two  possibilities  will  be  considered  here.  First,  it 
has  been  suggested,  as  noted  in  Part  I of  this  re- 
view, that  the  requirements  for  tocopherol  in  bio- 
logic systems  are  not  so  much  related  to  the 
absolute  amount  absorbed  as  to  the  types  and 
quantities  of  dietary  fats  ingested.14  This  relation- 
ship is  often  expressed  in  terms  of  the  ratio  of 
vitamin  E intake  to  intake  of  polyunsaturated  fatty 
acids  (E/PUFA).  It  is  conceivable,  therefore,  that 
the  amount  of  tocopherol  ingested  in  an  “average 
diet,”  coupled  with  a high  intake  of  PUFA  could 
result  in  increased  utilization  of  vitamin  E,  via  its 
consumption  in  protection  of  unsaturated  lipid 
bonds  against  peroxidation,  and  consequent  vita- 
min E depletion.  As  previously  discussed,1  the  high 
content  of  PUFA  in  formulas  fed  to  premature 
infants  may  contribute  to  the  tocopherol  deficiency 
frequently  encountered  in  prematurity.  However, 
the  E/PUFA  ratio  has  not  yet  been  shown  to  be 
clinically  important  in  older  children  and  adults 
in  whom  vitamin  E deficiency  is  found. 

It  is  also  possible,  at  least  theoretically,  that 
disease  states  exist  in  which  the  dietary  intake  and 
absorption  of  tocopherol  is  normal,  but  vitamin  E 
lack  results  because  the  basic  disease  process  mani- 
fests defects  which  force  the  cellular  mechanisms 
responsible  for  maintaining  structural  integrity  to 
“work  overtime.”  Following  an  oral  suggestion  by 
B.  H.  Lubin,  M.D.,  in  SeDtember  1972,  attention 
in  our  laboratory  has  recently  been  focused  on 
relationships  between  various  forms  of  hemolytic 


Response  to 

Reported  Manifestations  Vitamin  E 


Megaloblastic  anemia 

Hemolytic  anemia 
Shortened  RBS  survival; 
ceroid  deposition;  muscle 
degeneration. 

Possible  shortened  RBC 
survival 

Anemia,  shortened  RBC 
survival  time, 
hyperbilirubinemia 


Improvement  of  anemia 
Improvement  of  anemia 

f 

-{  Uncertain 

l 

Uncertain 


Improvement  of  anemia, 
RBC  survival  and 
disappearance  of 
hyperbilirubinemia 


anemia  and  vitamin  E function.  In  at  least  one  of 
the  patients  so  studied.15  an  8-year-old  girl  with 
congenital  dyserythropoietic  anemia,  vitamin  E 
deficiency  was  related  to  increased  utilization  of 
the  vitamin  rather  than  to  dietary  lack  or  malab- 
sorption. Heightened  utilization  of  vitamin  E 
appeared  to  reflect  an  attempt  to  stabilize  the  lipid 
components  of  abnormally  constructed  erthrocvte 
membranes.  Achievement  of  vitamin  E sufficiency 
in  this  patient  was  accompanied  by  partial  correc- 
tion of  her  anemia,  and  disappearance  of  the  hy- 
perbilirubinemia which  had  been  present  since 
infancy. 

Table  4 summarizes  disease  states  in  which 
vitamin  E deficiency  has  been  documented.  In  all 
pathophysiologic  situations  noted,  tocopherol  defi- 
ciency is  a secondary  feature  of  the  disease  process, 
with  the  rare  exception  of  nutritional  deprivation. 
Vitamin  E may,  but  only  may  have  additional 
contributory  effects,  and  the  response  to  vitamin 
E therapy  in  these  illnesses  is  variable. 

In  part  III  of  this  review,  the  myriad  of  con- 
ditions in  which  vitamin  E therapy  has  been  em- 
ployed in  the  absence  of  demonstrable  tocopherol 
deficiency  will  be  explored.  This  area  of  informa- 
tion about  vitamin  E is  most  complex,  most  con- 
fusing, and  in  part,  most  amusing. 
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Toxoplasmosis  Mononucleosis 


Toxoplasmosis  Should  Be  Entertained 
In  Differential  Diagnosis  Of  Glandular 
Fever 


By  Joseph  R.  Dotolo,  M.D. 


Toxoplasma  gondii  is  a crescentic-shaped  protozan 
3-7  microns  in  size  and  an  obligate  intracellular 
parasite.  The  organism  can  produce  disease  in  man 
in  two  forms,  congenital  and  acquired.  The  con- 
genital form,  has  been  well  described  in  medical 
literature,  is  manifested  by  chorioretinitis,  hydro- 
cephaly, psychomotor  retardation,  and  cerebral 
calcifications.  The  acquired  type  may  assume  a 
miliary  or  localized  form,  the  latter  with  ocular, 
cerebral,  or  myocardial  involvement. 

Receiving  much  less  attention  in  the  medical  li- 
terature is  the  fact  that  toxoplasmosis  may  also 
produce  a clinical  entity  exactly  mimicking  infec- 
tious mononucleosis  as  associated  with  Epstein- 
Barr  virus. 

CASE  REPORT 

Patient  G.  H.  presented  at  the  Westerly  Hos- 
pital on  6-6-71  with  a two  week  history  of  fever, 
anorexia,  nausea,  vomiting,  sore  throat,  myalgias, 
weight  loss,  and  cervical  adenopathy.  Past  medical 
history  was  unremarkable.  Pertinent  physical  find- 
ings revealed  an  acutely  ill  young  male  with  a 

JOSEPH  R.  DOTOLO,  M.D.  of  Westerly,  Rhode 
Island,  Department  of  Medicine,  Westerly  Hospi- 
tal, Westerly,  Rhode  Island. 


temperature  of  39.5°C  (103.0°F),  adenopathy  in 
both  posterior  cervical  areas,  injected  throat,  rales 
at  both  bases,  and  diffuse  muscle  tenderness  to 
palpation. 

Laboratory  Findings  Chest  x-ray  study  showed 
a question  of  beribronchial  infiltrates.  Hgb  13.4g 
per  cent  White  Blood  Count,  6,800  with  47  per  cent 
atypical  lymphocytes.  Heterophile  agglutination 
after  pig  kidney  absorption  was  persistently  nega- 
tive on  several  occasions.  LDH  was  700,  SCOT  350. 
Bilirubin  and  alkaline  phosphatase  were  normal. 

Hospital  Course  Patient  had  a stormy  hospital 
course.  He  remained  febrile  for  twelve  days  with 
nausea,  diffuse  muscle  aches,  and  required 
daily  intravenous  fluids.  Patient’s  lymphocytosis 
increased  to  70  per  cent.  Bone  marrow 
studies,  blood  cultures,  febrile  agglutinations,  and 
urine  cultures  were  all  negative.  Liver  enzymes 
continued  to  be  markedly  elevated.  Electrocardio- 
gram showed  ischemic  ST-abnormalities  in  pre- 
cordial leads  in  comparison  with  previously  nor- 
mal EKG’s.  Toxoplasmosis  immunoflorescent  anti 
body  test  (I.F.A.)  were  as  follows:  6-10  1:128, 
6-14  1:256,  6-22  1:512,  7-8  1:128.  Patient  was 
discharged  on  6-19-71  without  complaints.  EKG 
returned  to  normal.  There  was  no  evidence  on 


104 


Rhode  Island  Medical  Journal 


follow-up  of  further  cardiac  abnormalities.  Patient 
was  treated  with  pyrimethamine  and  a sulfonamide 
for  two  weeks. 

Epidemiology  Toxoplasmosis  infections  occur 
throughout  almost  the  whole  world.1  In  Central 
America  100  per  cent  of  the  population  over  the 
age  of  forty  has  serologic  evidence  of  infection.  In 
Paris  80  per  cent  of  the  adults  are  infected.  In  the 
United  States,  depending  on  location,  between  15 
and  20  per  cent  of  adults  are  infected.2  Almost 
every  clinical  finding  in  man  has  been  noted  in 
some  animal  or  bird.3  Hutchinson  has  described  the 
isolation  of  toxoplasma  from  the  ova  of  the  para- 
site Toxocara  catii,  which  is  the  most  common  of 
parasites  even  in  the  United  States.4  It  is  known 
that  vegetarian  animals  and  man  acquire  infections 
to  the  same  degree  as  meat-eating  animals.5 

The  exact  mode  of  transmission  to  man  is  not 
clear.  However,  most  human  infections  appear  to 
be  acquired  by  the  oral  route,  followed  by  para- 
sitemia, dissemination,  and  resolution.6 

iRemingtoni  found  the  encysted  form  of  toxoplas- 
mosis in  10  per  cent  of  mutton  and  25  per  cent 
of  pork  samples  from  the  Baltimore  area.7  Des- 
monts  et  al.,  in  a study  of  children  in  a French 
hospital  where  patients  customarily  ate  raw  meat, 
4.8- 100-month  acquired  toxoplasmosis  antibodies.8 

As  stated  previously,  toxoplasmosis  gondii  is 
found  in  the  nematode  toxocara  catii,  particularly 
parasitic  for  cats.  A case  of  possible  human-to- 
human  transmission  has  been  reported  following 
kidney  transplant.9  There  is  nothing  at  this  point 
to  suggest  transmission  by  insect  vector. 

Serological  Diagnosis  There  are  several  serologi- 
cal tests  available  for  the  diagnosis  of  toxoplas- 
mosis. These  include  the  Sabin-Feldman  methylene 
blue  dye  test,  the  indirect  hemagglutination  test 
and,  the  toxoplasmosis  innumoflorescent  antibody 
test.  According  to  Knight,  the  I FA  test  is  replacing 
the  dye  test  because  it  is  more  rapid  and  conven- 
ient and  the  results  are  almost  identical.10  Titers  of 
1 : 256  and  greater  are  considered  diagnostic  of  acute 
toxoplasma  infections.11 

DISCUSSION 

In  1950  Siim  described  a previously  unrecog- 
nized form  of  toxoplasmosis,  a clinical  picture  re- 
sembling infectious  mononucleosis.  As  can  be  seen 
from  this  case,  toxoplasmosis  did  produce  a typical 
“mononucleosis”  type  syndrome.  Patient  presented 
with  fatigue,  fever,  malaise,  sore  throat,  glandular 
enlargement,  anorexia,  and  many  atypical  lymphs, 
and  evidence  of  liver  involvement.  It  was  only 
after  persistent  negative  heterophile  antibody  tests 


ar.d  a continued  febrile  course  that  toxoplasmosis 
became  suspect. 

Feldman12  in  his  review  and  Beverly  and  Beat- 
tie13  in  their  30  cases  both  noted  diffuse  muscle 
pains.  It  is  interesting  that  our  patient  exhibited 
severe  myalgia.  This  symptom  may  be  the  only 
clinical  clue  that  one  is  dealing  with  toxoplasmosis. 

According  to  Remington  physicians  in  the  United 
States  use  the  term  infectious  mononucleosis  as  an 
umbrella  to  cover  all  cases  of  glandular  fever.  Since 
toxoplasmosis  is  rarely  considered  in  the  differen- 
tial diagnosis,  there  is  insufficient  data  from  the 
U.  S.  to  determine  an  accurate  incidence  of  this 
organism  as  a cause  of  “mononucleosis”.14 

Besides  Epstein-Barr  mononucleosis,  toxoplas- 
mosis can  simulate  brucellosis,  hepatitis,  lymphoma, 
leukemia,  and  cytomegalosis.  Failure  to  consider 
toxoplasmosis  can  result  in  prolonged  hospitaliza- 
tion, many  unnecessary  tests,  and  undue  anxieties 
on  the  part  of  both  the  patient’s  family  and  the 
physician. 

TREATMENT 

No  treatment  is  necessary  for  the  usual  case  of 
toxoplasmosis  mononucleosis.  However,  since  be- 
cause this  patient  had  EKG  abnormalities  and 
since  it  is  wel  known  that  toxoplasmosis  can  cause 
a myocarditis,  treatment  was  instituted.  After 
eighteen  months  of  follow-up,  the  patient  continues 
to  do  well. 

SUMMARY 

A case  of  toxoplasmosis  mononucleosis  presen- 
ting many  interesting  features  is  reported.  Toxo- 
plasmosis should  be  considered  in  the  differential 
diagnosis  of  any  patient  manifesting  a glandular 
fever  syndrome. 
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Physician , Pioneer  Zionist , And  Biblio- 
phile ff  as  Founder  Of  The  National  Li- 
brary In  Jerusalem 


By  Harry  A.  Savitz,  M.D. 


The  Jewish  people  are  designated  as  Am  Ha 
Sejer,  a people  of  the  book,  not  only  because  they 
gave  The  Book  — the  Bible  — to  the  world,  but 
also  because  of  their  intrinsic  love  and  devotion 
to  books  in  general.  When  Israel  was  forced  to 
leave  his  native  land,  he  took  the  book  togeiher  with 
his  wandering  cane  into  exile.  Their  dedication  to 
this  concept  is  evident  in  the  number  of  Jewish 
laws  regarding  books.  For  example,  if  a book  should 
fall  down,  one  is  to  pick  it  up  and  kiss  it.  Torn 
and  damaged  volumes  are  not  merely  discarded; 
they  are  to  be  buried  with  dignity  in  the  cemetery. 
The  joy  of  possessing  books  and  the  pleasure  of 
the  reader  is  revealed  by  the  ethical  will  of  the 
physician  and  Hebrew  translator  from  Arabic  into 
Hebrew,  Judah  Ibn  Tibbon  (1120-1190).  He  wrote. 
‘‘Make  your  books  your  companions;  let  your 
cases  and  your  shelves  be  your  pleasure  grounds 
and  orchards.  Bask  in  their  paradise,  gather  their 
fruit,  pluck  their  roses,  take  their  spice.” 


HARRY  A.  SAVITZ,  M.B.,  of  Brookline,  Massa- 
chusetts, Physician-in-Chief  Emeritus,  Hebrew  Re- 
habilitation Center,  Rosindale,  Massachusetts. 


In  modern  times  one  who  deserves  an  honored 
place  for  his  noble,  almost  life-long  effort  to  estab- 
lish a Hebrew  library  in  Jerusalem  is  the  pioneer 


Dr.  Joseph  Chasanowich 
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Zionist  and  Bibliophile,  Doctor  Joseph  Chasano- 
vvich.  He  was  born  in  Gontonetz,  government  of 
Grodno,  Russia  on  October  22,  1844,  son  of  Aaron 
Chasanowich.  His  mother  died  during  his  child- 
hood, and  he  was  brought  up  by  his  grandfather. 
He  receivel  the  traditional  Jewish  edccation  in  the 
Hebrew  school  and  had  secular  studies  at  the  gym- 
nasium of  Grodno.  After  completing  his  studies 
there  he  went  to  Germany  and  studied  medicine  in 
Konigsbers;.  While  still  a student  he  became  a vol- 
unteer assistant  surgeon  to  one  of  the  military 
hospitals  of  Berlin  during  the  Franco-Prussian 
War  (1870-1871).  He  received  his  M.D.  degree 
from  the  University  of  Konigsberg  in  1872.  Retur- 
ning to  Russia,  he  pursued  his  studies  for  the  State 
Board  at  Dorpat  and  began  to  practice  in  Byalis- 
tok.  He  served  for  several  years  as  the  physician 
to  the  Jewish  Hospital,  where  he  worked  most  of 
his  life,  devoting  particular  attention  to  the  poor. 
There  he  founded  the  Lerrotti  Ha-Zedek  Hospital 
Society,  and  he  also  founded  the  Hovevei  Zion 
Society  for  the  education  of  Jewish  youth  in  the 
spirit  of  Zionism.  He  served  as  president  of  this 
society  for  many  years,  and  during  thi3  whole 
period  took  an  active  part  in  the  Zionist  movement. 
At  the  beginning  of  the  first  World  War  he  went 
to  Central  Russia  to  the  city  of  Katerinaslav  to 
greet  the  war  refugees.  In  1883  he  set  out  to  settle 
in  Eretz  Israel  (Land  of  Israel),  but  was  forced 
back  because  of  a cholera  epidemic.  In  1884  he  was 
a delegate  to  the  first  Conference  of  the  Hovevei 
Z.on  (Lovers  of  Zion)  in  Katowitz.  Later  he  be- 
came one  of  Theodore  Herzl's  (founder  of  Zionism) 
fervent  disciples.  In  1894  he  visited  Palestine,  and 
while  there  conceived  the  idea  of  founding,  together 
with  the  order  of  Bnai  Brith,  a Hebrew  National 
Library  in  Jerusalem;  but  his  plan  was  necessarily 
postponed  because  unfortunately  he  aroused  the 
displeasure  of  the  government. 

Soon  after  his  return  to  Byalistok,  Chasanowich 
was  involved  in  a situation  in  which  an  antisemitic 
Polish  physician  in  that  city  was  accused  of  mal- 
practice in  regard  to  a Jewish  boy.  So  vehement 
was  Chasanowich’s  defense  of  the  victim  that  he 
was  forced  by  the  government  to  leave  the  town 
for  a period  of  two  years.  (Russian  injustice  to 
Jews  has  a long  history.)  During  this  period  he 
established  himself  at  Lodz,  but  in  1893  he  re- 
turned to  Byalistok  and  began  to  formulate  his 
plan  for  the  future.  He  dedicated  much  of  his  time 
to  the  collection  of  ancient  and  rare  books  for  the 
National  Library  in  Jerusalem.  It  is  said  that  in 
his  medical  practice  he  made  no  charge  to  the  poor. 


and  that  if  he  visited  such  a family  owning  a rare 
book,  he  would  acquire  the  volume  and  pay  for  it. 
Towards  the  end  of  his  life  he  published  leaflets 
urging  Jews  to  donate  books,  writing  at  one  time, 
"In  our  holy  city  of  Jerusalem,  all  the  books  writ- 
ten in  Hebrew,  and  all  books  in  all  languages  which 
deal  with  the  Jews  and  their  Torah;  all  the  writings 
and  drawings  dealing  with  their  life  — will  be 
treasured.”  He  published  similar  announcements  in 
the  Jewish  magazines  and  papers  in  Hebrew  and 
in  other  languages.  His  vision  was  realized  when 
the  National  Library  was  first  built  on  Mount 
Scopus  in  Jerusalem  and  later  at  the  new  Univer- 
sity campus  at  Givat  Ram  outside  of  the  City.  Al- 
together he  collected  63,000  volumes,  20,000  of 
them  in  Hebrew  and  some  very  rare.  These  books 
have  a bookplate  reading  ‘‘Ginzei  Joseph”  (Jo- 
seph’s Treasures). 

Chasanowich  was  a man  who  gave  everything 
he  had,  of  his  time  and  of  himself,  to  a noble  cause 
until  in  1915  he  was  forced  to  move  to  Yekater- 
moslav  where  he  died  in  poverty  in  the  old  people’s 
home  in  1919. 

There  are  people  who  live  to  satisfy  the  wishes 
of  their  ego  without  concern  for  others,  and  there 
are  those,  more  noble,  whose  superego  reigns  su- 
preme; this  controls  man’s  primitive  impulses  and 
allows  him  to  dedicate  his  life  to  the  well-being  and 
happiness  of  others.  Such  a person  was  Doctor 
Joseph  Chasanowich,  a bibliophile  who  considered 
books  the  treasure  house  of  the  wisdom  of  gene- 
rations. He  decided  to  collect  books  for  a Na- 
tional Library  in  Jerusalem  so  that  the  generations 
to  come  might  draw  from  these  fountains  of 
wisdom. 


Beautiful  Waterview  of  West  Passage  from 
Rambling  Ranch  in  Jamestown. 

Four  Minute  Walk  to  Lifeguarded  Beach; 
Moor  your  Boat  50  yards  from  your  home. 
Family  Room  is  30'  x 20'  with  massive  fire- 
place, all  situated  on  over  1/3  acre.  Sacrifice 
only  $43,500  firm,  942-2015  eves  or  423-1364 
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Domestic  Relations— Advice  For  The  Physician 


A Contested  Divorce  Proceeding  Should 
Be  Avoided  If  At  All  Possible 


By  Thomas  W.  Pearlman,  Esq. 

The  family  physician  is  frequently  one  of  the 
first  outsiders  to  hear  of  marital  discord  in  his 
patient's  family.  As  a friend  and  professional  con- 
sultant of  the  patient  with  marital  troubles,  the 
physican  is  often  asked  for  advice.  Certain  guide- 
lines are  often  helpful  to  a conscientious  physician. 

Just  as  ‘‘preventive  medicine’’  is  remarkably 
successful  for  avoiding  most  illness,  so,  too,  coun- 
seling is  often  helpful  in  preventing  many  marital 
breakdowns.  The  havoc  and  harm  created  by 
a broken  home  is  well  documented.  Its  emo- 
tional strain  and  economic  damage  is  often  devas- 
tating. Its  effect  not  only  disturbs  the  present  well- 
being of  the  existing  family  unit,  but  also  disturbs 
the  generations  that  follow,  and  their  family  units, 
Evidence  indicates  that  a child  of  a broken  home 
is  more  likely  to  (1)  become  divorced  (2)  get  into 
trouble  or  (3)  have  emotional  problems,  either 
singly  or  in  combination. 

Other  adverse  effects  of  divorce  are  too  numerous 
to  mention,  but  an  important  one  is  the  economic 
hardship  caused  by  inability  of  the  wage  earner  to 
support  two  households.  Medical  men  as  well  as 
attorneys  and  social  workers  could  be  mindful  of 


THOMAS  W.  PEARLMAN,  practicing  Providence 
attorney,  Graduate  oj  Classical  High  School,  Am- 
herst College,  and  Harvard  Law  School. 


the  words  of  the  Rhode  Island  Supreme  Court  in 
the  1964  case  of  Pate  vs  Pate : 

. in  divorce  cases  the  state  is  virtually  a 
party  and  unlike  other  civil  actions  has  an 
interest  in  the  maintenance  of  the  marital 
relation.” 

Over  the  last  twenty  years  as  an  active  trial 
attorney,  an  important  phase  of  my  work  has  been 
that  of  Domestic  Relations.  A contested  divorce 
proceeding  is  analogous  to  a major  illness  in  several 
respects;  it  should  be  avoided  and  prevented  if  at 
all  possible.  An  ounce  of  prevention  is  worth  a 
pound  of  cure  in  a family  breakdown  situation  as 
well  as  in  an  illness.  The  physician,  when  consulted, 
can  help  in  many  ways  in  a family  breakdown 
situation. 

GUIDELINES 

The  following  guidelines  may  be  helpful  to  the 
professional  who  finds  himself  in  the  middle  of  a 
potentially  explosive  Domestic  Relation  situation. 

1.  Be  patient  and  understanding  — parties  in- 
volved in  a family  dispute,  a divorce,  or  both  are 
usually  upset  and  nervous,  often  inarticulate,  if 
not  totally  confused.  Any  policeman  will  tell  you 
how  irrational  and  emotional  family  disputes  can 
become.  Often  the  parties  have  been  fighting  for 
weeks  or  months  causing  great  strain  and  ten- 
sion; frequently  they  have  been  listening  to  bad 
advice,  and  must  relate  their  troubles  to  someone. 
Merely  listening  to  their  story  often  helps.  Allow 
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them  to  talk  about  their  problems  no  matter  how 
busy  you  are,  or  give  them  an  appointment  when 
time  permits  adequate  discussion.  Confiding  his 
grievances  in  someone  he  trusts  and  respects  often 
helps  the  patient  realize,  and  even  admit,  that  its 
not  all  his  spouse’s  fault.  You  can  lend  an  im- 
partial ear  to  and  help  put  matters  in  their  proper 
perspective,  and  also  point  out  the  dangers,  pitfalls, 
devastation,  and  serious  consequences  of  divorce. 
Divorce  should  be  a solution  of  last  resort  when 
no  alternative  exists  and  all  intermediate  steps 
have  been  exhausted. 

2.  It  is  every  professional  ’s  duty  to  encourage 
reconciliation.  Many  tools  are  available.  There  are 
several  intermediate  steps  before  the  court  action 
in  divorce  proceedings: 

a)  Conferences  with  both  parties  by  the  family 
physician  and  psychiatric  counseling  where 
deemed  advisable. 

b)  Conferences  with  religious  leaders  of  the 
spouses  namely,  Priest,  Minister,  or  Rabbi. 

c)  Marriage  counseling  by  professional  counsel- 
ors. Inexpensive  marriage  counseling  is  pro- 
vided by  certain  United  Way  supported  agen- 
cies, specifically  Family  Service  of  Rhode 
Island,  Catholic  Family  Service,  and  Jewish 
Family  Service. 

d)  Trial  and  temporary  separation  to  encourage 
cooling  off  and  contemplation.  ‘‘Spend  a few 
days  with  your  mother  and  think  it  over.” 

e)  Conferences  with  the  attorneys  for  each  spouse. 

At  this  point  and  in  every  stage  I cannot  over- 
emphasize the  importance  of  encouraging  morality 
and  the  basic  rules  of  respect  for  each  other  as 
outlined  in  the  Ten  Commandments. 

3.  About  50  per  cent  or  more  of  the  parties  who 
see  a lawyer  about  divorce  are  eventually  recon- 
ciled. My  experience  is  that  certain  lawyers  have 
a better  batting  average  on  reconciliations  than 
others.  It  is  usually  because  they  try  more  and  are 
more  patient  in  their  approach.  The  physician,  too, 
can  help  improve  this  batting  average: 

a)  Despite  what  they  say  about  strating  legal 
proceedings  “right  away”,  or  “I’ve  made  up 
my  mind,”  the  typical  divorce-minded  spouse 
desires  advice  and  guidance. 

b)  Try  to  prevent  ill-will  against  the  other  spouse 
in  anything  you  say  or  do. 

c)  Do  not  encourage  legal  action  too  quickly  as 
tempers  may  cool  and  adjustments  be  made. 
Asking  for  detailed  specifications  of  complaints 
often  brings  out  self-understanding  of  the 


situation.  Often  the  parties  can  arrive  at  mu- 
tual and  harmonious  arrangements. 

d)  Often  the  seeker  of  advice  who  says,  “ I’m 
going  to  see  my  lawyer”  or  “I’m  going  to  file 
a divorce”  is  using  this  as  a tool  or  club  in 
attempting  to  win  an  argument  with  the 
spouse. 

e)  Just  as  a physician  is  proud  to  cure  a patient 
of  a physical  or  mental  illness,  he  should  be 
even  prouder  to  help  save  a marriage  since 
thereby  he  helps  a whole  family,  including 
the  children. 

4.  In  your  advice,  don’t  disparage  another  pro- 
fessional advisor — whether  he  be  a lawyer  or  a 
physician — whom  the  parties  may  have  seen  pre- 
viously. 

5.  If  saving  the  marriage  is  hopeless,  divorce 
may  become  a necessity  after  all  other  efforts  have 
been  exhausted.  Then  settlement  by  qualified  and 
skilled  negotiators,  without  bitter  and  protracted 
court  proceedings,  is  usually  in  the  best  interest  of 
all  concerned. 

6.  Often  the  parties  and  lawyers,  if  understan- 
ding and  reasonable,  can  work  out  more  satisfactory 
agreements  on  support,  property  rights,  and  visita- 
tions than  the  court.  The  judge  has  limited  time  on 
crowded-  motion  days.  It  is  not  unusual  to  have  as 
many  as  300  cases  on  the  motion  calendar  in  the 
Providence  Family  Court  on  any  Friday.  Naturally, 
the  Family  Court  Judges  and  staff  will  meet  with 
the  parties  and  their  lawyers  to  consult  and  assist 
reconciliation  and  settlement  of  disputes. 

7.  The  welfare  of  the  children  comes  first  • — 
with  or  without  a court  order.  It  is  a duty  to  see 
that  in  all  events  they  are  adequately  provided  for 
— which  means  before,  during,  and  after  any  pe- 
tition for  separation  or  divorce.  The  children  are 
usually  the  innocent  victims  of  the  parent’s  diffi- 
culties. 

8.  It  is  important  that  you  encourage  the  father 
to  pay  his  fair  share  for  support  for  the  children. 
It  is  a civil  law  as  well  as  a moral  and  religious 
duty. 

a)  Encourage  the  husband  to  pay  any  support 
arrearages  promptly.  Like  non-payment  of  rent, 
delay  in  paying  reasonable  family  support  can 
be  a bad  habit,  which  is  especially  unfair  to 
the  children. 

b)  Don’t  encourage  the  parties  to  use  welfare  as 
a crutch  — it  is  not  fair  to  you  or  other  tax- 
payers. Family  breakdowns  are  one  of  the  big- 

(Concluded  on  page  121) 
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CALCITONIN-GASTRIN  FEEDBACK 


The  long  accepted  concept  that  the  parathyroid 
hormone  had  exclusive  control  of  calcium  homeo- 
stasis was  brought  into  question  in  the  early  1960s 
with  the  discovery  of  thyrocalcitcnin,  a hypocal- 
cemic  agent  having  its  major  effect  on  bone.  Later 
its  was  demonstrated  that  glucagon,  a pancreatic 
enzyme,  also  had  hypoglycemic  properties.  More 
recently  the  gastrointestinal  hormones,  pancreozy- 
min-cholecystokinin.  gastrin  and  pentagastrin.  have 
been  shown  to  cause  hypocalcemia  by  release  of  thy- 
rocalcitonin  from  the  thyroid  gland. 

It  has  now  been  demonstrated  by  a group1  in  the 
Cambridge  (Massachusetts)  Hospital  that  gastrin- 
containing  extracts  of  the  distal  stomach  rapidly 
produce  hypocalcemia  on  biossay  lasting  one  to 
two  hours.  After  demonstrating  the  effect  with  rat 
stomachs,  the  experiment  was  successfully  repeated 
with  the  dissected  stomachs  of  twenty-two  human 
subjects.  The  hypocalcemic  curve  produced  com- 
pares closely  with  that  of  glucagon. 

A reciprocal  effect  has  also  been  demonstrated  by 
a Galveston  group.2  Intravenous  infusion  of  calci- 
tonin significantly  lowered  the  gastric  secretion  in 
all  groups  of  human  subjects  studied  - — normal 
subjects,  those  with  duodenal  ulcer  disease,  those 
with  primary  hyperparathyroidism,  and  those  with 
proven  Zollinger-Ellison  Syndrome  and  hyperpara- 
thyroidism. Gastric  secretion  was  greatly  inhibited 
in  all  groups.  While  serum  gastrin  levels  were  de- 
pressed in  patients  with  initially  elevated  gastrin 


levels,  the  serum  gastrin  response  in  normal  sub- 
jects to  food  was  strongly  inhibited.  Serum  calcium, 
however,  was  significantly  diminished  only  in  pa- 
tients with  hypercalcemia. 

These  findings  strongly  suggest  a regulatory  func- 
tion for  calcitonin  in  the  release  or  catabolism  of 
gastrin.  Further,  Walsh  and  associates3  have  re- 
cently demonstrated  that  calcium  carbonate,  an 
antacid,  even  when  administered  orally,  was  cap- 
able of  increasing  gastrin  and  acid  secretion  levels. 

Thus  the  riddle  of  the  interrelationship  between 
calcium  metabolism  and  gastric  acid  secretion  is 
gradually  being  unraveled  (Figure  1). 

^ Decreased  Paratnoraone 


Decreased  Calcitonin 
and 

Increased  Paratnonsone 

Figure  1 
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THE  ROLE  OF  THE  HOSPITALS  IN  PSRO 


At  this  writing  Rhode  Island  PSRO  Inc.,  is  in 
the  process  of  completing  its  organization.  It  must 
yet  be  designated  by  the  Secretary  of  HEW.  When 
it  can  be  operative,  therefore,  is  a matter  for  spec- 
ulation. What  should  the  hospitals  be  doing  in  the 
meantime? 

The  purposes  of  the  PSRO  law,  as  stated  in  its 
text,  are  threefold:  (a)  to  determine  the  medical 
necessity  of  services:  (b)  to  assure  the  quality  of 
services;  and  (c)  to  determine  whether  such  ser- 
vices need  be  provided  on  an  inpatient  basis.  The 
law  further  provides  that  "Each  PSRO  will  util- 
ize the  services  of  and  accept  the  findings  of  the 
review  committee  of  a hospital,”  but  only  where 
it  has  demonstrated  its  ‘'capacity  effectively  and  in 
timely  fashion  to  review  activities  in  the  hospital.” 


In  simple  terms  two  functions  are  involved  — 
utilization  review  and  medical  audit.  All  Rhode 
Island  hospitals  have  functioning  utilization  review 
committees.  They  vary  in  effectiveness  from  excel- 
lent to  adequate.  Only  a handful  of  hospitals  have 
undertaken  in  a tentative  way  effective  and  formal 
medical  audit.  Since  all  Rhode  Island  hospitals 
subscribe  to  PAS-MAP,  the  necessary  data  base 
for  audit  is  in  place. 

It  is  essential,  therefore,  that  all  hospitals,  if 
they  are  to  meet  their  obligations  under  the  law 
and  avoid  utilization  review  and  medical  audit  by 
an  outside  agency,  must  move  rapidly  to  perfect 
their  procedures  for  carrying  out  these  activities. 

In  order  to  obtain  the  full  cooperation  and  in- 
volvement of  the  medical  staffs,  adequate  admin- 
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istrative  help  must  be  provided.  The  two  basic 
functions,  utilization  review  and  medical  audit,  re- 
quire respectively  a utilization  review  coordinator 
(nurse  coordinators  have  been  quite  successful) 
and  a health  data  analyst.  There  is  no  reason 
why  smaller  hospitals  may  not  share  the  time  of 
these  individuals. 

Larger  hospitals  may  need  more  than  one  co- 

LE  PLUS  CA 

Acupuncture  has  been  used  in  China  for  gener- 
ations. Interest  has  been  revived  in  the  United 
States  since  the  visit  of  President  Richard  M. 
Nixon  to  China,  where  demonstrations  of  acupunc- 
ture and  the  newer  and  more  spectacular  acupunc- 
ture anaesthesia  captured  the  imagination  of  visi- 
tors, medical  and  non-medical,  and  the  press.  That 
there  is  nothing  new  under  the  sun  is  axiomatic. 
The  following  quotations  are  from  the  first  Amer- 
ican Edition  of  William  Osier’s  The  Principles  and 
Practice  oj  Medicine  (1892): 

LUMBAGO 

For  Lumbago  acupuncture  is,  in  acute  cases,  the 

Z ; 


ordinator.  Furthermore,  hospitals  should  give  seri- 
ous considerations  to  upgrading  the  job  of  medical 
record  abstracter  in  order  to  improve  the  quality  of 
the  data. 

Time  is  getting  short.  If  hospitals  are  to  main- 
tain the  maximum  amount  of  independence,  admin- 
istrators and  medical  staffs  must  begin  at  once 
the  active  planning  necessary  to  bring  about  these 
developments  in  a reasonable  time. 

CHANGE . . . 

most  efficient  treatment.  Needles  of  from  three  to 
four  inches  in  length  (ordinary  bonnet-needles,  ster- 
ilized, will  do)  are  thrust  into  the  lumbar  muscles 
at  the  seat  of  the  pain,  and  withdrawn  after  five 
or  ten  minutes.  In  many  instances  the  relief  is  im- 
mediate, and  I can  corroborate  fully  the  statements 
of  Ringer,  who  taught  me  this  practice,  as  to  its 
extraordinary  and  prompt  efficacy  in  many  instan- 
ces. 

SCIATICA 

Acupuncture  may  also  be  tried;  the  needles 
should  thrust  deeply  into  the  most  painful  spot 
for  a distance  of  about  two  inches,  and  left  for 
from  fifteen  to  twenty  minutes. 
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ANNUAL  GEORGE  W.  WATERMAN  CANCER  DIALOGUE 

TOPIC: 

Cancer  of  the  Endometrium 

DATE: 

Wednesday,  May  22,  1974 

LOCATION: 

George  Auditorium,  Rhode  Island  Hospital 

TIME: 

11:00  A.M. 

SPEAKERS: 

Dr.  Gilbert  H.  Fletcher,  Head,  Dept,  of  Radiotherapy  and  Professor  of  Radio- 
therapy, University  of  Texas  M.D.,  Anderson  Hospital  and  Tumor  Institute 
Houston. 

Dr.  Hugh  R.K.  Barber,  Director,  Obstetrics  and  Gynecology,  Lenox  Hill  Hos- 
pital, Attending  Surgeon  in  Gynecology,  Memorial  Sloan  Kettering  Cancer 
Center,  Clinical  Professor  of  Obstetrics  and  Gynecology,  Cornell  Medical 
College. 

Dr.  Rita  M.  Kelley,  Acting  Chief  of  Medical  Oncology,  Mass.  General  Hos- 
pital, Associate  Clinical  Professor  of  Medicine,  Harvard  Medical  School. 

March,  1974 


111 


Statement  Concerning  An  Act  Providing  For  The 
Control  Of  Narcotics,  Dangerous  Drugs,  And  Related 
Substances 


Otherwise  Excellent  Legislative  Proposal 
Violates  Concept  That  Simple  Posses- 
sion Should  Be  No  More  Than  Misde- 
meanor 


By  John  E.  Farley,  Jr.,  M.D. 


I am  Doctor  John  E.  Farley,  Jr.,  Chairman  of 
the  Committee  on  Drug  Abuse  of  the  Rhode  Is- 
land Medical  Society.  I have  with  me  today  Air. 
Timothy  B.  Norbeck,  Executive  Director,  and  Air. 
Edward  J.  Lynch,  Associate  Executive  Director,  of 
the  Society. 

We  wish  to  present  to  you  our  views  concerning 
73 -H  6369  (As  Amended). 

The  Rhode  Island  Aledical  Society  is  greatly  con- 
cerned about  drug  abuse  in  our  state.  We  are  re- 
ferring to  both  the  serious  abuser  and  to  the  young 
people  in  general.  We  look  at  the  truly  involved 
abuser  as  a person  to  be  helped  primarily  with  his 
problem  rather  than  punished  for  his  transgression. 
As  such,  we  are  as  much  concerned  with  the  abuser’s 
rights  as  we  are  with  the  protection  of  society.  We 
firmly  believe  that  society  will  be  served  best  if 
abusers  receive  assistance  rather  than  punishment. 

JOHN  E.  FARLEY,  JR.,  AI.D.,  oj  Riverside,  Rhode 
Island,  Chairman  oj  the  Committee  on  Drug  Abuse 
oj  The  Rhode  Island  Medical  Society. 

Presented  before  the  Commission  to  Study  Crim- 
inal Procedures  on  March  4,  1974. 


It  appears  that  a community  which  responds  to 
drug  abuse  primarily  from  a punitive  standpoint 
has  inevitably  failed. 

We  would  like  to  see  our  young  people  grow  up 
in  a society  whose  law  sends  a message  of  sincer- 
ity, validity,  and  equity.  We  commend  Governor 
Philip  W.  Noel  for  submitting  a bill  which  overall 
is  an  excellent  attempt  at  translating  the  federal 
statute  adopted  by  the  Congress  in  1970  into  con- 
gruent state  law. 

What  is  left  to  dispute  is  the  result  of  differences 
in  philosophy  and  involves  the  penalty  section. 
Thirty-nine  states  have  adopted  with  minor  re- 
visions the  L'niform  Code  drafted  by  the  National 
Conference  of  Commissioners  of  LTniform  State 
Laws  when  they  met  in  St.  Louis  in  August  o,f 
1970. 

We  believe  that  the  penalty  structure  in  73-H 
6369  (As  Amended)  is  overly  harsh  and  does  not 
fit  with  the  national  trend  in  moderation.  Other 
than  the  first  offense  simple  possession  discretionary 
probation  clause,  the  penalty  structure  in  no  way 
reflects  the  feelings  of  most  national  groups  who 
(Continued  on  page  114) 
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Sign  of  a cold  sufferer 
Time  for  Omade 


Each  Spansule®  capsule  contains  8 mg.  Teldrin® 
(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride; 

2.5  mg.  isopropamide,  as  the  iodide. 


with  convenient  b.i.d.  dosage. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F 
literature  or  PDR.  The  following  is  a brief  summary. 


Fast  relief  of  nasal  congestion 
and  hypersecretion* 


Contraindications:  Hypersensitivity  to  any  component;  concurrent  MAO 
inhibitor  therapy;  severe  hypertension;  bronchial  asthma;  coronary  artery 
disease;  stenosing  peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring  alertness  (e.g.. 
operating  vehicles  or  machinery).  Warn  patients  of  possible  additive  effects 
with  alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and  women  who 
might  bear  children,  weigh  potential  benefits  against  hazards.  Inhibition  of 
lactation  may  occur. 

Effect  on  PBI  Determination  and  F31  Uptake:  Isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests 
unaffected  by  exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with,  cardiovascular  disease, 
glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth  ; 
nervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric  distress, 
diarrhea,  rash,  dizziness,  weakness,  chest  tightness,  angina  pain,  abdominal 
pain,  irritability,  palpitation,  headache,  incoordination,  tremor,  dysuria, 
difficulty  in  urination,  thrombocytopenia,  leukopenia,  convulsions,  hyper- 
tension, hypotension,  anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 


Cl/ Smith  Kline  & French  Laboratories 

Division  of  SmithKhne  Corporation,  Philadelphia, 


Indications 

Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences  — 
National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Possibly  effective:  For  relief  of  upper  respiratory  tract  congestion  and 
hypersecretion  associated  with  vasomotor  rhinitis  and  allergic  rhinitis, 
and  for  prolonged  relief. 

Lacking  in  substantial  evidence  of  effectiveness:  For  relief  of  nasal 
congestion  and  hypersecretion  associated  with  the  common  cold  and 
sinusitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


The  irritations  of 
mdfft  day  are  often 
reflected  in  his  liut. 


The  causes  of  irritable  colon  and  the  diarrheal 
symptoms  that  often  accompany  it  can  be  as  di- 
verse as  the  systemic  and  emotional  irritations 
K man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
colon  must  often  be  diagnosed  by  exclusion. 
^ Such  diagnostic  exploration  takes  time.  Discov- 
ery of  the  nature  of  any  emotional  problems  may 
take  more.  During  that  time,  Lomotil'  is  an  ideal 
agent  for  controlling  diarrheal  symptoms. 

Lomotil  tablets  are  small,  easy  to  carry  and 
easy  to  take.  They  act  promptly  and  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 


as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


Lomotil 


r/ 


TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy : Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary. assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


takes  care  of  the  gut  issue 
in  irritable  colon 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to; 

G D Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 
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INDICATIONS: Therapeutically,  used  as  an  adjunctto  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgifcal  incisions,  otitis  externa 
♦ primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization.  * 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN  Ointment 


(POLYMYXIN  B-BACITRACIN-NEOMYCIN) 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfatt 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
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PROVIDENCE  MEDICAL  ASSOCIATION  AND  R.  I.  DISTRICT  BRANCH  OF  THE 
AMERICAN  PSYCHIATRIC  ASSOCIATION  HEAR  HARVARD  PSYCHIATRIST 


The  Providence  Medical  Association  and  the 
Rhode  Island  District  Branch  of  the  American 
Psychiatric  Association  held  a joint  meeting  at  the 
Medical  Library  on  Tuesday,  March  19,  1974.  The 


group  of  50  physicians  and  guests  heard  Dr.  Jack 
H.  Mendelson,  Professor  of  Psychiatry,  Harvard 
Medical  School,  discuss  Alcoholism  and  Alcohol 
Related  Illness. 
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STATEMENT  ON  DRUGS 

(Continued  from  page  112) 
have  studied  the  complex  problems  of  drug  abuse. 
The  Medical  Society  favors  severe  penalties  for 
the  exploiting  trafficker  but  respectfully  requests 
moderation  of  penalties  for  simple  possession  of 
controlled  substances  and  the  clearest  possible  dis- 
tinction between  the  two  classes  of  offenders. 

Possession  of  controlled  substances,  including 
marijuana,  still  remains  a felony  in  sharp  contrast 
with  the  recommendations  of  the  Uniform  Code. 
Most  national  bodies  who  have  considered  posses- 
sion, at  least  as  it  refers  to  marijuana,  such  as  the 
American  Medical  Association,  the  American  Bar 
Association,  and  the  National  Commission  on  Mari- 
juana, have  recommended  that  it  be  at  the  most  a 
misdemeanor.  The  Medical  Society  concurs  with  this 
position.  We  do  not  suggest  legalization  but  merely 
the  reduction  of  penalties  for  possession. 

The  Rrode  Island  Committee  on  Jurisprudence 
of  the  Future  has  said:  “It  may  be  years  away  but 
the  public  appears  gradually  to  be  growing  in  aware- 
ness that  strict  criminal  law  enforcement  in  the 
drug  field  is  or  may  be  counter-productive  and  the 
problems  created  by  the  response  are  greater  than 
those  created  by  its  use.” 

The  National  Commission  on  Criminal  Justice 


Standards  and  Goals  included  marijuana  use  among 
the  victimless  crimes  that  should  no  longer  be 
subject  to  prison  sentences.”  In  July  of  1973  the 
Amerncan  Bar  Association  urged  that  all  criminal 
law  against  “simple  possession  by  users”  be  re- 
pealed and  that  "casual  distribution  of  small 
amounts  of  'marijuana’  be  treated  as  simple  pos- 
session.” We  feel,  as  does  the  AMA’s  Council  on 
Mental  Health,  particular  concern  for  the  youthful 
experimenter  who,  by  incurring  a criminal  record 
through  a single  thoughtless  act,  places  his  future 
career  in  jeopardy.  The  lives  of  many  young  people 
are  being  needlessly  damaged. 

I submit  to  the  committee  this  question:  Should 
some  26  million  Americans  who  are  using  or  who 
have  experimented  with  the  drug  be  stigmatized 
for  the  rest  of  their  lives  if  convicted?  Furthermore, 
if  the  purpose  of  imposing  penalties  is  to  deter  acts 
which  might  injure  the  individual  and  disrupt 
society,  then  equitable  penalties,  insofar  as  they 
enhance  respect  for  the  law,  and  contribute  to  pre- 
vention. We  do  not  feel  that  the  hard  line  of  this 
penalty  structure  represents  the  views  of  most  law 
enforcement  bodies,  judges,  lawyers,  or  for  that 
matter  any  group  who  has  studied  the  intricate 
problems  of  drug  abuse. 


PLAN  TO  ATTEND 


NO  REGISTRATION  FEE 
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Sponsored  by  the  Rhode  Island  Society  for  the  Prevention  of  Blindness. 


April  27,  1974,  Alumni  Hall,  Brown  University  9 a.m.  to  2 p.m. 
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Cranston  School  System 
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Herman  Goldberg,  M.D. 
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Johns  Hopkins  Medical  School 
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Eric  Denhoff,  M.D. 

Brown  Univ.  Medical  School 

Gilbert  B.  Schiffman,  Ed.D. 
Johns  Hopkins  University 


Please  call  the  Rhode  Island  Society  for  the  Prevention  of  Blindness  if 
you  are  planning  to  attend. 
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Since  this  proposed  statute  follows  the  Uniform 
Code  in  most  areas,  we  respectfully  suggest  that 
73 -H  6369  (As  Amended)  follow  its  recommenda- 
tions in  this  particular  instance  and  make  posses- 
sion of  controlled  substances  a misdemeanor. 

We  favor  a provisions  that  would  make  the  pos- 
session of  controlled  substances,  particularly  mari- 
juana, no  more  than  a misdemeanor.  This  is  the 
stance  of  the  Uniform  Code  and  apparently  of  the 
Bureau  of  Narcotics  and  Dangerous  Drugs,  the 
former  national  drug  enforcement  agency,  which 
encouraged  the  states  to  adopt  the  Uniform  Code. 

We  are  also  concerned  about  the  continued  treat- 
ment of  marijuana  in  the  penalty  clause  as  if  it 
were  a narcotic.  The  title  of  the  report  of  the 
National  Commission  on  Marijuana  was  A Signal 
of  Misunderstanding  which  alluded  to  the  message 
our  young  people  receive  when  marijuana  which  has 
a Schedule  I classification  under  federal  regulations, 
is  treated  in  the  penalty  clause  as  if  it  were  a nar- 
cotic. The  federal  statute  along  with  the  Uniform 
Code  delineates  marijuana  as  a non-narcotic  when 
it  suggests  that  in  the  trafficking  penalties  a con- 
trolled substance  in  Schedule  I or  II,  which  is  a 
narcotic,  has  more  severe  penalty  than  “any  other 
controlled  substance”  in  Schedule  I,  Schedule  II, 
or  Schedule  III.  We  would  again  suggest  that  the 
recommendations  of  the  Uniform  Code  be  followed 
in  this  section  so  that  there  would  be  a “signal  of 
understanding”  to  our  young  people.  It  would  also 
be  pharmacologically  sound  since  marijuana  is  not 
a narcotic.  We  would  suggest  changes  in  two  other 
sections: 

On  page  43  of  73-H  6369  (As  Amended),  “21- 
28-3.20  Authority  of  Practioner  to  Prescribe,  Ad- 
minister, and  Dispense  — Report  of  Continued 
Use...  If  said  practioner  uses  controlled  sub- 
stances in  Schedule  II  in  the  care  and  treatment  of 
any  individual  case  for  a period  of  three  months, 
he  shall  at  the  expiration  of  said  period  of  three 
months  report  the  same  to  the  director  of  health, 
together  with  the  name  of  the  patient  and  the  na- 
ture of  the  disease  or  ailment  which  said  patient 
is  afflicted.” 

This  section  in  current  legislation  requires  repor- 
ting the  names  of  patients  who  received  narcotic 
diugs  for  longer  than  three  months.  This  require- 
ment usually  applies  to  patients  with  terminal  can- 
cer. Patients  with  these  eventually  fatal  illnesses 
many  times  require  potent  narcotic  control  of  their 
pain  and  they  frequently  become  habituated.  The 
actual  goal  of  the  reporting  mechanism  is  rather 


hard  to  discern  since  usually  the  alternative  to 
habituation  is  unbearable  pain. 

It  is  now  proposed  that  this  three  month  re- 
porting mechanism  be  extended  to  all  patients  re- 
ceiving drugs  which  are  being  controlled  in  Sched- 
ule II.  This  include  the  previously  mentioned  nar- 
cotics, but  now  it  also  covers  amphetamines,  meth- 
ylphenidate,  methaqualone,  and  several  short-act- 
ing barbiturates.  The  prescribing  of  amphetamines 
for  obesity  for  periods  of  over  three  months  has 
diminished  markedly  because  of  their  lack  of  effec- 
tiveness. Amphetamines  are  currently  prescribed 
for  periods  over  three  months  for  recognized  thera- 
peutic reasons  such  as  narcolepsy  and  more  partic- 
ularly for  children  with  learning  or  behavior  dis- 
orders. 

Short-acting  barbiturates  are  frequently  pre- 
scribed for  periods  over  three  months,  as  is  metha- 
qualone for  people  with  sleep  disorders.  All  of 
these  are  accepted  and  recognized  medical  uses. 
Since  these  prescriptions  are  classified  in  Schedule 
II  under  federal  law,  they  can  not  be  refilled;  and 
because  of  this  requirement,  the  prescribing  physi- 
cian is  well  aware  of  the  number  of  those  thai  he 
refills  with  each  prescription. 

If  the  last  sentence  of  section  21-28-3.20  on  page 
43  is  retained  in  the  bill,  we  forsee  that  the  names 
of  patients  to  be  forwarded  to  the  Department  of 
Health  will  include  the  names  of  those  persons  on 
barbiturates  and  methaqualone  for  sleep  disorders, 
but  more  importantly  there  will  be  the  names  of 
children  who  receive  amphetamines  or  methylphen- 
idate  for  learning  or  behavior  problems.  These 
drugs  have  a valuable  use  in  these  disorders  and 
have  not  been  shown  to  be  habituating  in  this 
usage.  THERE  IS  NO  SECTION  IN  THE  FED- 
ERAL STATUTE  OR  THE  UNIFORM  CODE 
REQUIRING  THIS  OR  ANY  OTHER  PRE- 
SCRIPTION REPORTING  SYSTEM.  Our  state 
is  unique  in  having  a prescribing  reporting  system. 
Most  other  states  do  not  feel  that  it  is  a valid  con- 
trol system.  This  is  reflected  in  recent  revisions 
and  amendments  of  their  Controlled  Substances 
legislation.  There  is  also  no  law  preventing  the 
prescribing  of  these  substances  over  three  months. 
The  pharmacist  is  required  by  federal  law  to  main- 
tain a file  of  these  prescriptions  for  over  two  years 
which  is  open  to  on-location  inspection  by  drug 
control  investigators. 

We  know  that  purpose  of  the  Department  of 
Health  in  including  this  section  is  to  prevent  un- 
knowing multiple  prescribing  by  several  physicians 

(Concluded  on  next  page) 
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over  a period  of  time  for  the  same  patient.  They 
feel,  and  we  agree,  that  by  notifying  the  physicians 
accidental  addiction  can  be  prevented.  We  feel, 
however,  that  this  an  be  accomplished  by  already 
existing  federal  regulations  on  no-refill  for  Sched- 
ule II  drugs  and  by  their  own  routine  on-location 
inspections  of  pharmacy  prescribing  files. 

We  oppose  the  concept  of  the  names  of  patients, 
particularly  children,  being  forwarded  to  the  De- 
partment of  Health  unless  these  patients  have  a 
disease  which  is  dangerous  to  the  public  health. 
We  also  oppose  the  posibilitv  that  a physician 
could  be  faced,  even  if  only  theoretically,  with  a 
fine  or  imprisonment  under  the  federal  penalty 
clause  for  failing  to  report  this  continued  usage. 
We  respectfully  request  the  omission  of  this  last 
sentence  as  quoted  in  section  21-28-3.20. 

Finally,  we  feel  that  21-28-3.21  on  page  47  of 
73-H  6369  (As  Amended)  dealing  with  physical 
examinations  before  prescribing  which  is  in  the 
same  form  in  the  current  law  should  be  amended 
by  adding  “this  applies  only  to  the  original  pre- 
scription.” Since  Schedule  II  now  includes  amphet- 
amines and  short-acting  barbiturates  along  with 
methaqualone,  this  amendment  would  prevent  re- 
current cost  and  substantial  inconvenience  for  pa- 
tients who  would  require  new  prescriptions  when 
their  original  prescriptions  expire.  If  this  section 
were  enforced,  the  patients  would  have  to  return 
for  office  visits  and  examinations  each  time.  This 
arrangement  would  particularly  affect  families  with 
children  on  medication  for  learning  or  behavior 
problems. 

To  summarize,  we  believe  that  this  generally 
excellent  piece  of  legislation  is  seriously  flawed  by 
its  penalty  structure.  It  is  entirely  unrealistic  and 
runs  counter  to  the  national  trends  and  to  presti- 
gious opinions.  We  earnestly  recommend  that  simple 
possession  of  controlled  substances  be,  at  most,  a 
misdemeanor. 

For  “ A Signal  of  Understanding,”  we  further 
recommend  that  marijuana  be  clearly  delineated  as 
a non-narcotic  by  clarifying  the  penalties  for  de- 
livery. We  respectfully  request  that  the  report  of 
continued  use  section  be  eliminated  and  the  neces- 
sity for  physical  examinations  before  prescribing 
be  amended  to  pertain  to  the  original  prescription. 

The  views  of  the  Medical  Society,  we  recognize, 
are  not  original;  in  fact,  what  we  are  suggesting  is 
that  73-H  6369  (As  Amended)  follow  the  Uniform 
Code. 

In  conclusion  we  wish  to  express  our  gratitude  to 
the  committee  for  its  consideration  of  the  views  of 


the  Rhode  Island  Medical  Society.  We  believe  that, 
with  the  changes  which  we  have  discussed,  all 
Rhode  Islanders  will  be  proud  of  the  enactment 
of  this  bill.  We  again  wish  to  commend  Governor 
Philip  W.  Noel  for  his  interest  and  effort  in  pro- 
posing this  legislation. 
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The  House  of  Delegates  of  the  Medical  Society 
upon  recommendation  of  the  Publications  Com- 
mittee has  approved  a 5 per  cent  increase  in 
advertising  rates  for  the  RHODE  ISLAND  MEDI- 
CAL JOURNAL.  The  new  rate  schedule  will  be 
effective  July  1,  1974.  Advertisers  who  were 
using  space  in  the  Medical  Journal  for  the  first 
half  of  1974  will  be  entitled  to  rate  protection 
until  the  end  of  this  year. 
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partment  a duplicate  of  the  original.  This  would 
remove  the  copying  task  from  the  pharmacist. 
Allegedly  it  would  make  detection  of  forgeries 
easier;  however,  the  once  a month  feature  remains 
with  all  its  drawbacks. 

This  triplicate  provision  looks  deceptively  in- 
nocuous. However,  it  extends  the  reporting  system 
to  the  new  state  Schedule  II  drugs  which  includes 
not  only  narcotics  but  amphetamines,  methyl- 
phenidate,  methaqualone,  and  several  short-acting 
barbiturates.  This  means  that  the  names  and  ad- 
dresses of  all  these  patients  also  would  now  be 
sent  to  the  Department  of  Health.  The  section  has 
no  specifics  as  to  handling  of  the  data,  storage, 
confidentiality,  limiting  access,  etc.  There  is  pen- 
alty for  disclosure.  At  the  present  time  most  De- 
partment of  Health  data  is  accessible  through  legal 
channels.  There  is  no  provision  that  this  data  can 
not  be  invaded  by  the  Attorney  General’s  Depart- 
ment. The  constitutionality  of  this  provision  is 
being  questioned  so  seriously  in  other  states  that 
it  will  be  before  a three-judge  appellate  court  in 
New  York  City  in  November.  (See  document.) 
The  former  director  of  the  Federal  Narcotic 
Agency,  John  Ingersoll,  has  said  that  the  govern- 
ment has  not  seen  fit  to  require  this  provision 
for  control  at  a federal  level  because  in  those 
states  in  which  it  is  required  the  experience  sug- 
gests a “paper  overload”  without  much  in  the  way 
of  beneficial  results.  The  present  director  says  ap- 
proximately the  same  thing.  (See  letters.)  The 
Federal  Statute  already  apparently  has  what  it 
considers  adequate  controls  of  Schedule  II  drugs 
by  the  no  refill  requirement.  The  only  reason  for 
this  provision  is  a prior  existence  of  a prescription 
reporting  system.  Federal  Statute  does  not  require 
any  prescription  reporting  system,  Uniform  Code 
does  not  suggest  it.  We  see  no  valid  reason  for 
any  prescription  reporting  system.  There  are  ade- 
quate federal  controls  without  it.  This  proposed 
extension  affects  many  thousands  more  patients, 
many  of  whom  are  school  children  with  learning 
and/or  behavioral  problems  undergoing  accepted 
treatment  with  amphetamines  or  methylphenidate. 

Record  Keeping  Transfer 

This  seemingly  innocuous  provision  which  ap- 
pears only  to  switch  the  burden  of  record  keeping 
to  the  doctor  from  the  pharmacist  in  essence  in- 
terposes the  state  between  a patient  and  a physi- 
cian in  determining  which  accepted  and  proper 
drugs  to  prescribe  and  also  grossly  violates  the 


privacy  of  non-offending  patients.  It  is  not,  we 
emphasize,  felt  by  federal  authorities  an  effective 
control  mechanism.  As  of  this  time,  39  states  have 
adopted  the  Uniform  Code  with  minor  variations 
without  the  triplicate  provision.  Only  four  have 
adopted  it.  One  of  these  states  has  a constitutional 
challenge  being  considered.  It  doesn’t  seem  to  be 
worth  it.  The  size  of  the  appropriation  for  this 
specific  function  would  be  hidden  in  a general  ap- 
propriation. We  believe  it  would  be  a very  sizable 
factor.  Since  the  law  proposes  to  include  all  Sched- 
ule II  drugs  on  the  triplicate  provisions,  it  means 
processing  all  prescriptions  for  amphetamines, 
methylphenidate,  methaqualone,  and  several  short- 
acting barbiturates,  along  with  the  presently  re- 
quired narcotics.  The  extent  of  this  volume  is 
unknown  but  we  would  estimate  that  it  would 
require  approximately  10  new  positions  and  an 
expenditure  of  at  least  $100,000  annually.  We 
don't  think  it  would  be  worth  it  to  the  taxpayer 
and  that  the  number  of  cases  found  to  be  prose- 
cuted; that  is,  forgers  under  the  system  of  monthly 
reporting  would  be  quite  few,  if  any. 

We  have  offenses  by  physicians  in  their  pre- 
scribing practices.  We  feel  there  are  adequate 
(Continued  on  next  page) 
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mechanisms  for  detection  through  pharmacy  level 
inspections,  with  subsequent,  if  necessary,  inspec- 
tions of  physicians'  prescription  records.  We  would 
note  here  that  the  physician  under  Federal  law 
is  required  to  keep  the  copy  of  the  original  pre- 
scription on  file  in  his  office  for  at  least  two  years. 
There  is  also  a federal  section  preventing  refills 
and  a special  BNDD  number  must  run  on  pre- 
scriptions for  all  Schedule  II  drugs.  If  prosecution 
is  deemed  necessary  or  revocation  of  licenses  in- 
dicated, we  feel  that  there  already  are  present  ade- 
quate mechanisms  for  this  in  the  regulatory  and 
licensing  authorities  present  armamentarium.  Rep- 
resentatives of  the  regulatory  agencies  have  as- 
sured us  of  that.  We  don’t  feel  that  this  is  so  be- 
cause of  the  three-month  reporting  narcotic  clause 
because  as  it  now  exists,  it  affects  mainly  terminal 
cancer  patients  as  such  and  as  such  usually  is  not 
involved  with  physician  misuse  of  prescribing 
practices. 

Serial  Numbered  Pads 

As  far  as  the  argument  that  serial  numbered 
special  prescriptions  would  lessen  attempts  at  for- 
geries, it  would  seem  obvious  that  these  pads  could 
also  be  stolen  and  counterfeited.  In  relation  to  this 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all —quickly,  reliably,  and  at 
moderate  cost 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  (CEA) 

Test  Combinations? 

We  offer  a variety  of  useful  profiles, 
all  designed  to  provide  a maximum  of 
information  at  minimum  cost. 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call 


LEARY 

LABORATORY,  INC. 


A Smith  Kline  Clinical  Laboratory 
Serving  New  England  Since  1 929 


Providence,  R.I.,  Laboratory  Locations: 

655  Broad  Street  1 89  Governor  Street 

[401)421-1138  (401)351-4900 

Central  Laboratory  43  Bay  State  Road,  Boston  Mass 
Telephone  [617)536-2121 


notion,  a recent  nationwide  test  by  BNDD  has 
found  that  fraudulent  prescriptions  were  filled  by 
pharmacists  with  no  serious  questions  asked  in  56 
per  cent  of  the  cases.  The  special  numbered  pre- 
scription pads  could  be  also  stolen  and  counter- 
feited and  would  make  it  that  much  more  difficult 
for  the  pharmacist  to  refuse  to  fill  and  put  him 
in  more  jeopardy  for  assault  from  abusers  than 
presently  is  the  case.  And,  finally  as  for  the  need 
for  any  reporting  system,  our  neighboring  State 
of  Massachusetts  has  never  had  any.  Apparently, 
they  believe  that  it  is  a duplication  and  that  the 
federal  law  requires  keeping  on  hand  the  prescrip- 
tions for  at  least  two  years  by  the  pharmacist  and 
the  physician.  In  other  words,  records  can  be  in- 
spected at  a pharmacy  or  off'ce  level. 

Apparently,  neither  the  State  of  Massachusetts 
nor  BNDD  has  felt  that  there  is  either  an  in- 
creased incidence  of  forgeries  or  physician  misuse 
in  Massachusetts  because  of  the  lack  of  this  re- 
porting mechanism  or  they  surely  would  have  rec- 
tified the  error  in  the  recent  revision  of  the  law. 
We  reiterate  that  this  whole  idea  is  an  unproved 
probably  inefficient,  certainly  expensive  method 
which  seriously  invades  the  rights  of  patients  and 
interfered  with  the  practice  of  medicine  unnec- 
essarily. We  strongly  urge  its  deletion. 

As  far  as  section  21-28-34,  under  Prohibited 
Acts  4,  False  Representations  to  Attain  Controlled 
Substances,  we  certainly  agree  with  the  general 
tenor  of  the  section  but  we  feel  that  section  2,  con- 
cerning privileged  communication,  is  one  on  ques- 
tionabl  legal  grounds.  It  doesn’t  exist  in  the  present 
law  and  is  not  quoted  in  the  Uniform  Code.  We 
urge  its  deletion.  In  section  21-28-50,  concerning 
the  inspection  powers  of  enforcement  officers  — 
‘‘Knowledge  Obtained  Confidential”,  this  section 
seems  too  broad.  It  appears  to  open  prescriptions 
to  inspection  not  only  to  persons  specifically  ap- 
pointed by  the  Director  of  Health  but  to  “officers 
whose  duty  it  is  to  enforce  laws  of  this  state  — 
relating  to  controlled  substances”  which  could  be 
any  police  officer.  See  Uniform  Code,  page  33,  sec- 
tion 501,  last  paragraph  for  suggested  wording. 
It  should  be  more  specific  and  limited  and  involve 
administrative  warrants.  (See  also  Lniform  Code 
commend  on  page  35,  first  paragraph,  re:  Inspec- 
tion warrant  necessity,  in  regard  to  recent  Su- 
preme Court  decisions.) 

There  is  also  no  penalty  for  divulging  confiden- 
tial information.  There  should  be.  This  also  ap- 
plies to  section  21-28-23  concerning  the  records 
open  to  inspection.  By  this  we  mean  that  there 
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should  be  administrative  warrants  required  in  line 
with  previous  mentioned  comment  in  the  Uniform 
Code;  that  is,  recent  Supreme  Court  decisions  in 
this  area.  We  would  suggest  using  the  wording  of 
the  Code.  Proceeding  to  areas  in  which  there  are 
sections  omitted  from  this  bill  that  we  feel  should 
be  inserted,  we  note  that  there  is  no  clause  re- 
stating the  patient-physician  confidentiality  prin- 
ciple in  relation  to  the  icgulatory  functions  of  the 
act.  The  Uniform  Code  specifically  notes  this  in 
Section  304,  pg.  37,  line  28,  under  C.  In  fact,  the 
triplicate  prescription  feature  would  seem  to  mul- 
tiply the  instances  where  this  act  would  breach 
traditional  confidentiality  There  is  absolutely  no 
assurance  that  data  collected  in  this  fashion  by 
the  Department  of  Health  would  not  be  subject 
to  invasion  by  the  Attorney  General’s  department. 

Status  of  Researchers 

Since  the  Controlled  Substances  Act  became  law 
in  1970,  research  in  controlled  substances  con- 
tinues to  be  permitted.  Despite  adequate  descrip- 
tions of  provisions  in  the  Uniform  Code,  page  21, 
section  B,  line  10,  page  22c,  line  2 and  page  23, 
section  303,  line  35,  there  is  no  mention  of  re- 
searchers status  and  no  protection  thereof  in  73-H 
6369  (as  amended).  Researchers  licensed  and  reg- 
istered under  the  Federal  Statute  should  not  be 
required  to  go  through  the  same  procedure  for  the 
state.  (See  the  comment  in  the  Uniform  Code,  sec- 
tion 303,  page  23,  line  42.)  It  must  be  kept  in 
mind  that  Rhode  Island  now  has  a medical  school. 
Research  in  controlled  drugs  could  very  well  ensuie. 
Adequate  mechanisms  must  be  provided.  Finally, 
Naloxone,  a therapeutic  heroin  antagonist  and 
dextromethorphan,  an  antitussive,  should  be  spe- 
cifically excluded  from  control.  They  are  not  in 
73-H  6369  (as  amended) 

As  previously  noted,  this  bill  opens  up  new  in- 
roads on  privacy  at  the  time  of  the  national  resur- 
rection of  concern  in  this  area.  It  is  interesting 
that  the  Governor  of  our  neighboring  state  along 
with  the  Mayor  of  Boston  were  so  concerned  with 
this  aspect,  even  when  it  involved  convicted  of- 
fenders in  any  criminal  case,  along  with  abusers, 
that  he  was  willing  to  forego  $9  million  in  federal 
assistance  rather  than  cooperate  in  federal  data 
collecting.  In  the  case  of  persons  affected  by  this 
bill  by  the  reporting  systems,  we  are  not  dealing 
with  offenders  but  with  the  patients  undergoing 
accepted  medical  treatment.  The  face  of  the  urgent 
need  for  major  revision  of  our  drug  laws,  which 
we  urge,  and  the  need  for  a stringent  punishment 
for  traffickers,  as  we  as  physicians  desire,  the  legis- 


lature must  balance  the  needs  of  enforcement 
against  the  rights  of  its  citizens  and  their  need 
for  privacy.  We  feel  that  there  would  be  ade- 
quate assurance  of  both  if  legislation  were  adopted 
which  was  more  in  line  with  the  Uniform  Code 
and  which  recognized  that  federal  statutes  by  their 
constraints  on  prescribing  practices  eliminate  the 
need  for  offensive  reporting  methods.  We  empha- 
size that  this  is  a major  basic  revision  and  defi- 
nitely a needed  one.  We  want  to  see  that  it  is  a 
just  and  a fair  law.  We  feel  that  it  should  be 
carefully  scrutinized  before  passage.  We  don’t 
feel  that  because  a section  is  in  the  present  statute 
that  it  should  be  categorized  as  sacrosanct.  This 
law  should  be  a contemporary  one. 

John  E.  Farley,  Jr.,  m.d. 

Chairman 

Drug  Abuse  Committee 

Rhode  Island  Medical  Society 

STATE  PEER  REVIEW  COMMITTEE 

During  the  past  year,  the  Committee  has  been 
increasingly  busy.  We  have  been  referred  many 
cases  from  Blue  Shield  as  well  as  many  of  the 
insurance  carriers.  Surprisingly  we  have  received 
only  a few  cases  from  Medicare.  This  would  seem 
to  indicate  the  doctors  of  this  State  are  doing  an 
excellent  job  and  are  satisfying  the  requirements 
for  Medicare.  I am  pleased  to  report  that  the  Com- 
mittee has  been  most  diligent  in  doing  their  work 
and  attendance  has  been  excellent. 

Respectfully  submitted: 

Alton  M.  Paull,  m.d. 

Chairman 

MENTAL  HEALTH  COMMITTEE 

The  Mental  Health  Committee  reviewed  as  best 
it  could  the  succeeding  drafts  put  out  by  the  Gov- 
( Continued  on  next  page) 
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ernor's  Task  Force  for  a Rhode  Island  Guaranteed 
Health  Treatment  Plan.  The  committee  concurred 
that  it  was  most  important  to  highlight  the  fea- 
tures pertaining  to  coverage  of  mental  illness.  It 
appears  that  the  present  draft  perpetuates  the  in- 
equities and  the  discrimination  contained  in  al- 
ready existing  insurance  plans.  So,  for  instance, 
the  coverage  contained  in  the  various  Blue  Cross 
plans  differentiates  between  general  annd  psy- 
chiatric hospitals;  Medicare  places  a low  life  time 
limit  on  it.  and  so  on.  Inasmuch  as  the  House  of 
Delegates  of  the  Rhode  Island  Medical  Society 
has  twice  recognized  (on  January  19  and  April 
5,  1972)  that  coverage  for  mental  illness  should 
be  equal  to  coverage  for  all  other  illness,  this 
principle  was  reaffirmed  by  the  committee.  The 
American  Psychiatric  Association  and  its  Rhode 
Island  district  branch  have  contributed  abundant 
material  demonstrating  that  mental  illness  not 
only  is  insurable,  but  that,  if  it  is  not  covered, 
the  overall  cost  of  health  care  in  general  is  bound 
to  be  more  expensive. 

The  committee  has  referred  to  the  Council  a 
position  statement  to  this  effect  along  with  the 
supporting  material.  It  wishes  to  point  out  that 
these  principles  hold  equally  true  in  regard  to  any 
medical  care  delivery  system  contemplated  under 
the  auspices  of  the  Rhode  Island  Medical  Society. 

Respectfully  submitted: 

Hugo  Taussig,  m.d. 

Chairman 


ALLIED  HEALTH  PROFESSIONS  AND 
SERVICES  COMMITTEE 

The  committee  and  invited  guests  heard  a dis- 
cussion by  Doctors  Millard,  Constantine,  and 
Fanger  on  various  aspects  of  the  Physician  As- 
sistants’ program  as  applicable  to  Rhode  Island 
(Medex,  Nurse-Practitioner,  and  Pathology  As- 
sistant), and  also  Dr.  E.  Berg  of  the  Rhode  Island 
Health  Sciences  Education  Council  (RIHSEC). 

The  Chairman  has  represented  this  committee 
in  rather  frequent  meetings  of  RIHSEC  as  a mem- 
ber of  its  Executive  Committee  and  its  Curriculum 
Task  Force.  To  date,  these  meetings  have  been 
largely  organizational,  and  have  not  yet  con- 
tributed tangibly  to  the  solution  of  health  prob- 
lems in  Rhode  Island. 

Respectfully  submitted: 

George  F.  Meissner,  m.d. 

Chairman 

ALCOHOLISM  COMMITTEE 

The  committee  continues  to  be  very  concerned 
about  the  lack  of  functioning  detoxification  cen- 
ters and  adequate  rehabilitation  programs  through- 
out the  state.  The  chairman  and  several  members 
of  the  committee  participated  in  a two-day  sym- 
posium at  Butler  Hospital  on  October  16  and  17, 
sponsored  by  the  JC’s  on  the  Hospital  Care  of  the 
Alcoholic.  The  JC’s  national  organization  has  also 
spearheaded  a drive  to  emphasize  in  the  younger 
age  groups  “responsible  drinking"  . 

The  committee  is  attempting  this  year  to  ob- 


MEETING  OF  THE  RHODE  ISLAND  CHAPTER 
OF  THE  AMERICAN  COLLEGE  OF  SURGEONS 
Belmont  Hotel,  Bermuda 
May  17  through  May  20,  1974 

Saturday,  May  18 

Carcinoma  of  the  Breast — The  Value  of  Self  Examination 
Whiplash  Injury — Fact  or  Fiction 

Sunday,  May  19 

Cultural  Aspects  of  Acupuncture  in  Asia 

Vascular  Complications — Medical  and  Surgical  Viewpoint 

Monday,  May  20 

Viet  Nam  Revisited 
Presentation  of  Awards 

Honored  Guest  Speaker:  Claude  E.  Welch,  M.D.,  F.A.C.S.,  President  of  the  American  College 
of  Surgeons. 
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tain  more  information  on  the  local  level  on  treat- 
ment facilities  available  throughout  the  state.  The 
committee  is  also  attempting  to  combine  this  with 
a give  and  take  informational  system  by  meeting 
at  various  community  hospitals  throughout  the 
state.  Meetings  have  been  held  or  are  planned  at 
Newport,  Fogarty,  and  Kent  County  Hospitals 
and  at  the  state  facility. 

The  committee  also  is  anxious  to  increase  its 
personnel  by  adding  any  physicians  in  the  state 
who  have  concern  about  the  alcoholic  and  their 
medical  problems.  Any  interested  physicians  should 
contact  the  Medical  Society  Executive  Office  or 
the  chairman. 

Respectfully  submitted: 

Roswell  D.  Johnson,  m.d. 

Chairman 

PHYSICIANS  AND  CARRIERS  WORKMEN'S 
COMPENSATION  COMMITTEE 

The  Physicians  and  Carriers  Workmen’s  Com- 
pensation Committee  has  had  two  meetings  in 
January,  1973  and  December,  1973.  Three  cases 
were  presented  and  satisfactory  disposition  made. 

Respectfully  submitted: 

Walter  C.  Cotter,  m.d. 

Chairman 

COMMITTEE  ON  MEDICAL  ASPECT  OF  SPORTS 

The  Committee  has  decided  to  conduct  another 
meeting  on  the  Medical  Aspect  of  Sports  at  the 
University  of  Rhode  Island  sometime  in  July, 
1974.  The  dates  have  not  been  selected  as  yet 
but  a two-day  meeting  has  been  agreed  upon 
which  will  be  held  at  the  Chaffee  Center  at  the 
University  of  Rhode  Island. 

Several  months  ago  I made  a request  for  a con- 
tribution of  $1,000  from  the  Rhode  Island  Medical 
Society  and  was  under  the  impression  that  favor- 
able action  would  be  taken.  To  date  I have  not 
heard  from  the  Rhode  Island  Medical  Society  re- 
garding the  matter. 

Since  it  will  not  be  long  before  the  fliers  of  the 
meeting  will  go  to  press,  it  is  of  utmost  importance 
that  we  know  as  to  whether  or  not  the  Rhode 
Island  Medical  Society  will  make  the  stated  con- 
tribution. 

Respectfully  submitted : 

A.  A.  Savastano,  m.d. 

Chairman 

SCIENTIFIC  WORK  AND  ANNUAL  MEETING 
COMMITTEE 

The  Scientific  Program  for  the  Annual  Meeting 
will  consist  of  a panel  discussion  on  arterio- 
sclerotic heart  disease  and  angina  with  Richard 


Gorlin,  M.D.,  of  the  Peter  Bent  Brigham  Hospital; 
Herman  K.  Hellerstein,  M.D.,  of  Case  Western 
Reserve  and  Lakeside  Hospitals,  Cleveland,  repre- 
senting Internal  Medicine  and  Cardiology,  and 
Dr.  Thomas  P.  Hackett,  of  the  Massachusetts  Gen- 
eral Hospital,  Psychiatry. 

The  panel  is  scheduled  for  approximately  one 
hour  with  20  minute  presentations  from  the  point 
of  view  of  the  internist,  cardiologist,  and  psy- 
chiatrist of  coronary  heart  disease  and  the  effects 
of  management  on  the  quality  of  life  on  these 
patients. 

The  Chapin  Oration  is  scheduled  for  4 p.m.  and 
will  be  delivered  by  Dr.  Donald  B.  Effler  of  the 
Cleveland  Clinic,  Cleveland,  Ohio,  who  has  had  a 
very  extensive  experience  over  more  than  five 
years  in  the  treatment  of  patients  with  angina  by 
coronary  bypass  surgery. 

The  exact  title  of  Doctor  Effler’s  oration  will  be 
forwarded  shortly. 

Respectfully  submitted: 

Henry  T.  Randall,  m.d. 

Chairman 

LIAISON  COMMITTEE  WITH  BROWN 
UNIVERSITY 

The  Liaison  Committee  with  Brown  University 
met  on  December  11,  1973.  The  first  topic  of  dis- 
cussion was  the  relationship  of  Brown  with  local 
health  agencies  and  we  asked  if  Brown  University 
planned  to  become  actively  involved  in  the  delivery 
of  health  care.  The  representatives  from  Brown 
(Continued  on  next  page) 

DOMESTIC  RELATIONS— ADVICE 
FOR  A PHYSICIAN 

Concluded  from  page  109) 
gest  factors  in  our  spiraling  increase  in  cost 
of  the  welfare  rolls,  as  well  as  a common  cause 
of  poverty. 

CONCLUSIONS 

Advising  a patient  in  a Domestic  Relations  mat- 
ter requires  more  wisdom  than  oratory,  more  sym- 
pathy and  empathy  than  paper  work,  and  more 
patience  and  understanding  than  book  knowledge. 
It  requires  a set  of  values  — a moral  code  of  right 
and  wrong.  The  aim  must  be  to  protect  the  family 
unit  and  the  child.  The  common  law  written  stat- 
utes and  Supreme  Court  legal  decisions,  as  well  as 
the  moral  codes  of  all  the  major  religions,  stress 
the  preservation  of  the  Family  Unit  and  protection 
of  children  as  major  goals  of  our  society.  To  save 
the  marriage  and  protect  the  children  is  usually  the 
best  advice  you  can  give  your  patient. 
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mentioned  that  the  university  was  looking  for  new 
experiences  for  medical  students,  but  did  not  have 
the  capability  of  becoming  involved  in  the  actual 
delivery  of  health  care.  They  commented  that 
Brown  had  signed  a cooperative  agreement  with 
RICH  A and  begun  discussions  with  the  Providence 
Health  Centers  as  teaching  experiences  for  the  stu- 
dents. Doctor  Randall  stated  that  the  medical 
school  will  not,  as  an  entity,  be  involved  in  the 
delivery  system,  but  that  some  of  its  faculty  might 
participate  to  some  extent.  He  further  stated  that 
anything  similar  to  the  Harvard  Health  Plan  was 
not  envisioned  for  the  Providence  area  at  this 
time. 

Mr.  Levi  Adams  mentioned  that  Brown  was  in- 
terested in  many  legislative  matters  and,  in  some 
instances,  would  like  support  from  the  Rhode 
Island  Medical  Society  and,  conversely,  would  help 
bills  that  the  Rhode  Island  Medical  Society  was 
involved  in.  He  stated  that  the  1974-1975  General 
.Assembly  appropriations  request  for  the  Brown 
Medical  Program  was  reported  to  be  $600,000. 

Doctor  Tead  traced  the  genesis  of  the  health 
insurance  legislation,  which  is  anticipated  to  be 
brought  before  the  Rhode  Island  General  Assem- 
bly in  January,  and  Mr.  Adams  indicated  the  uni- 
versity’s desire  to  be  kept  informed. 

Mr.  Adams  also  advised  the  Liaison  Committee 
that  Brown  has  a funding  proposal  pending  with 
the  Regional  Medical  Program  in  Boston  to  de- 
velop continuing  medical  education  programs.  This 
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to  pay  up  to  $3,500.00  monthly  Overhead 
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RATES  REDUCED  15%  because  of  good  ex- 
perience of  our  group  to  date.  Present  exper- 
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earn  us  all  another  10%  to  20%  next  year! 

Write  or  phone  the  Administrator  for  liter- 
ature and  information. 

ADMINISTRATOR: 

R.  A.  DEROSIER  AGENCY 

215  Waterman  Avenue 
East  Providence,  Rhode  Island 
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proposal  is  consistent  with  those  principles  already 
expressed  by  the  Continuing  Medical  Education 
Committee  of  the  Rhode  Island  Medical  Society. 
Such  programs  would  imply  that  the  medical 
school,  the  Medical  Society,  and  the  hospitals 
work  together.  Doctor  Randall  mentioned  that  the 
first  of  the  CME  courses  in  surgery  would  be  of- 
fered in  1975. 

Doctor  Davis  expressed  the  need  for  communi- 
cations betwreen  the  attending  physician  and  the 
house  staff  officer  so  that  orders  would  not  be 
changed  by  one  without  communicating  with  the 
other.  Doctor  MacDonald  mentioned  that  this 
issue  had  come  before  the  AMA  House  of  Dele- 
gates at  the  Clinical  Convention  in  December  at 
.Anaheim,  California.  Doctor  Randall  recommended 
that  Mr.  Adams  take  this  matter  back  to  the  uni- 
versity for  appropriate  action. 

Respectfully  submitted: 

Richard  P.  Sexton,  m.d. 

Chairman 

EMERGENCY  MEDICAL  SERVICES  COMMITTEE 

Because  of  my  concern  and  because  of  the  self- 
evident  need  of  a coordinated  inter-hospital  disas- 
ter plan  in  Rhode  Island,  we  conducted  two  meet- 
ings with  representatives  of  hospitals  in  the  Provi- 
dence area  to  determine  the  status  of  each  institu- 
tion’s hospital  disaster  plan.  In  this  way,  we 
believe  that  such  conferences  might  prod  those 
hospitals  without  such  plans  to  initiate  them  and 
those  who  have  such  plans  to  improve  upon  them. 

A meeting  was  held  on  November  20,  1973  with 
representatives  of  The  Miriam  Hospital,  Roger 
Williams  Hospital.  St.  Joseph's  Hospital.  A sec- 
ond meeting  was  held  on  December  18,  1973  at 
Rhode  Island  Hospital  with  representatives  of 
Providence  Lying-In.  the  Veterans  Administration 
Hospital,  the  Cranston  Osteopathic  Hospital,  and 
Rhode  Island  Hospital. 

Various  hospital  administrators  and  physicians 
discussed  the  status  of  their  disaster  plans  and 
the  implementation  success  of  each  plan  during  a 
training  test. 

The  importance  of  establishing  in  each  hospital 
a disaster  plan  was  emphasized  so  that  each  in- 
stitution could  form  a link  in  the  proposed  inter- 
hospital  disaster  program  chain. 

The  committee  looks  forward  to  continued 
progress  in  this  area  of  disaster  planning. 

Respectfully  submitted: 

Robert  L.  Conrad,  m.d. 

Chairman 

(To  be  Continued  in  April  Issue) 
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PRIVATE  SECRETARY,  INC. 

Medical  Transcription  Specialists 

THE  MEDICAL  PROFESSIONAL  MAN 

A COMPLETE  MEDICAL  REPORTING  FACILITY 


FOR  ALL  MEDICAL  REPORTING 

• Use  this  facility  without  disrupting  your  present  office  routine. 

• Use  your  telephone— dictate  to  us  from  your  car,  office,  hospital,  clinic,  home,  etc. 

OR 

• Dictate  on  your  present  make  dictating  instrument. 

• Dictation  is  picked  up  daily  (or  you  mail  it)  and  returned  for  your  signature. 

YOUR  BENEFITS 

• More  rapid  and  efficient  reporting  to  colleagues,  insurance  companies, 
hospitals,  societies,  etc. 

• Full  use  of  your  assistants  for  technical  procedures  and  other  duties. 

• Enables  more  patient  time. 

• Vacation,  absenteeism,  training  and  turnover  problems  no  longer  critical. 

• No  equipment  concern  when  you  use  our  telephone  dictation  facility. 

• All  reports  are  prepared  on  a confidential  basis  by  a staff  of  medical 
transcriptionists. 

• • • WHEN  TO  USE  The  PRIVATE  SECRETARY®  System 

a)  To  handle  daily  or  weekly  dictation  overflow  during  peak  load  periods. 

b)  During  Secretary’s  vacation. 

c)  In  place  of  hiring  part-time  transcription  help. 

d)  An  alternate  to  hiring  after  a “termination,”  or  as  your  needs  increase. 

e)  After  hour  dictation  by  phone  over  our  PRI VADIAL®SYSTEM 

Call  collect  to: 


RHODE  ISLAND 

3 Viking  Road 
Cranston,  R.l.  02910 

401  -944-4200 


MASSACHUSETTS 

288  Belmont  Street 
Brockton,  Mass.  02401 

61 7-583-4667 


VIRGINIA 

3318  West  Cary  Street 
Richmond,  Virginia  23221 
804-353-5343 


9 

The  PRIVATE  SECRETARY  System 

Trademark 


Wherever  you  go, 
forget  your  telephone 
calls.  Well  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


SPORTS  CONFERENCE 
FUNDS  SOUGHT 


At  the  January  meeting  of  the 
House  of  Delegates,  a $500  Society 
guarantee  was  approved  for  use  by  the 
Medical  Aspects  of  Sports  Committee 
in  conjunction  with  this  Summer’s 
Medical  Aspects  of  Sports  Conference 
held  at  the  University  of  Rhode  Island. 
This  nationally  known  sports  confer- 
ence is  sponsored  jointly  by  the  Uni- 
versity of  Rhode  Island  and  the  com- 
mittee chaired  by  Dr.  A.  A.  Savastano. 
The  members  of  the  Society  are  urged 


to  contribute  to  the  support  of  this 
most  important  conference.  If  the 
$500  allocation  is  met,  there  will  be  no 
charge  for  Rhode  Island  physicians  to 
attend  the  seminars  except  for  meals. 
Will  you  kindly  fill  out  the  form  below 
and  mail  it  with  your  check  payable  to 
The  Rhode  Island  Medical  Society  to: 

Sports  Committee  Conference  Fund 
Rhode  Island  Medical  Society 
106  Francis  Street 
Providence,  R.  I.  02903 


(please  print  name) 


(address) 
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Before  prescribing,  please  consult 
omplete  product  information,  a summary 
f which  follows: 

Indications:  Relief  of  anxiety  and 
jnsion  occurring  alone  or  accompanying 
arious  disease  states. 

Contraindications:  Patients  with  known 
ypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
ossible  combined  effects  with  alcohol  and 
ther  CNS  depressants.  As  with  all 
NS-acting  drugs,  caution  patients 
gainst  hazardous  occupations  requiring 
omplete  mental  alertness  (e.g.,  oper- 
ting  machinery,  driving).  Though  physi- 
al  and  psychological  dependence  have 
arely  been  reported  on  recommended 
oses,  use  caution  in  administering  to 
ddiction-prone  individuals  or  those  who 
light  increase  dosage;  withdrawal  symp- 
oms  (including convulsions),  following 
liscontinuation  of  the  drug  and  similar 
o those  seen  with  barbiturates,  have  been 
eported.  Use  of  any  drug  in  pregnancy, 
actation,  or  in  women  of  childbearing 
-ge  requires  that  its  potential  benefits 
>e  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
lilitated,  and  in  children  over  six,  limit  to 
mallest  effective  dosage  (initially  10 
ng  or  less  per  day)  to  preclude  ataxia  or 
iversedation,  increasing  gradually  as 
teeded  and  tolerated.  Not  recommended 
a children  under  six.  Though  generally 
lot  recommended,  if  combination  therapy 
vith  other  psychotropics  seems  indicated, 
;arefully  consider  individual  pharmaco- 
ogic  effects,  particularly  in  use  of  poten- 
iating  drugs  such  as  MAO  inhibitors 
ind  phenothiazines.  Observe  usual  precau- 
ions  in  presence  of  impaired  renal 
>r  hepatic  function.  Paradoxical  reac- 
ions  (e.g.,  excitement,  stimulation  and 
jcute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
:hildren.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
mpending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
aecessary.  Variable  effects  on  blood 
:oagulation  have  been  reported  very  rarely 
n patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
lot  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
itaxia  and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsule s,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  1000.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J  07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

I im  up  to  100  mg  daily  in 

LlUrlUm  severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 

LIBRARY 


APR  1 6 J975 


or  following  medical  advice.  Through  tient,  thereby  encouraging  physiciar 
its  antianxiety  action,  adjunctive  patient  rapport  and,  on  occasion, 
Librium  (chlordiazepoxide  HCI)  can  making  it  easierforthe  patientto 
often  calm  the  emotionally  tense  pa-  accept  medical  counsel. 


NEW  YORK  ACADUIY 

OF  MEDICINE 

Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

<“>  Librium  10-ma  capsules 

(chlordiazepoxide  HCI) 


1/01.57  No.  4 
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This  psychoneurotic 

often  responds 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff -man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication  ; abrupt  withdrawal  ma; 
be  associated  with  temporary  in- 
crease in  frequency  and/or  severity 
of  seizures.  Advise  against  simul- 
taneous ingestion  of  alcohol  and 
other  CNS  depressants.  Withdraws 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  ab- 
dominal and  muscle  c ramps,  vomitin 
and  sweating).  Keep  addiction-pron 
individuals  under  careful  surveil- 
lance because  of  their  predispositio 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


hen  you  determine  that  the 
depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


symptom  complex 

to  Valium  (diazepam) 


Precautions:  If  combined  with 
her  psychotropics  or  anticonvul- 
mts,  consider  carefully  pharma- 
>logy  of  agents  employed ; drugs 
ich  as  phenothiazines,  narcotics, 
irbiturates,  MAO  inhibitors  and 
her  antidepressants  may  poten- 
ite  its  action.  Usual  precautions 
dicated  in  patients  severely  de- 
essed,  or  with  latent  depression, 
with  suicidal  tendencies.  Observe 
ual  precautions  in  impaired  renal 


Roche  Laboratories 

Division  ol  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium 

(diazepam) 


2-mg,  5-mg,  io-mg  tablets 
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BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 

MEDICAL  EVENTS  CALENDAR 

Thursday,  May  2,  1974 

FIRST  ANNUAL  BROWN  UNIVERSITY  STUDENT  BIO- 
MEDICAL RESEARCH  DAY 
1:00  p.m.  Welcome 

1:05  Address:  Impact  of  Basic  Research  on 

Clinical  Medicine 
Edward  H.  Kass,  M.D.,  Ph.D. 

William  Ellery  Channing  Professor  of 
Medicine 

Harvard  Medical  School 

1:30-5:30  Presentation  of  Original  Student  Research 

Friday,  May  17,  1974 

NEW  DEVELOPMENTS  IN  SICKLE  CELL  DISEASE 
David  Nathan,  M.D. 

Chief,  Division  of  Hematology,  Children's  Hos- 
pital Medical  Center,  Associate  Professor  of  Pe- 
- diatrics 

Harvard  Medical  School,  Boston 

Friday,  May  24,  1974 

ISAAC  RAY  SYMPOSIUM 

HUMAN  RIGHTS,  THE  LAW  AND  PSYCHIATRIC  TREAT- 
MENT 

Registration  and  Coffee 
Opening  Remarks 

ISAAC  RAY:  HAVE  WE  LEARNED  HIS  LESSONS? 

Jacques  Quen,  M.D. 

Clinical  Associate  Professor 
Cornell  University 

IS  THE  ADVERSARY  PROCESS  ESSENTIAL  TO  DUE  PRO- 
CESS IN  PSYCHIATRY? 

The  Honorable  David  L.  Bazelon 

Chief  Judge,  U.  S.  District  Court  of  Appeals  for 
the  District  of  Columbia 


Butler  Hosptal 
Ray  Hall 

8:45  a.m. 
9:30  a.m. 
9:45  a.m. 

10:35  a.m. 


Roger  Williams  Gen.  Hospital 
Kay  Auditorium 
10:30  a.m.  to  12:00  noon 


Brown  University 

Barus  and  Holley  166 
1 :00  to  5:30  p.m. 


Break 


1 1 :30  a.m. 


1:00  p.m. 


ENFORCED  TREATMENT  - IS  IT  TREATMENT? 

Jonas  R.  Rappeport,  M.D. 

Chief  Medical  Officer,  Supreme  Bench  of 
Baltimore 

THE  RIGHT  TO  TREATMENT  AND  THE  MEDICAL  ESTAB- 
LISHMENT 

Alan  A.  Stone,  M.D. 

Professor  of  Law  and  Psychiatry,  Faculty  of  Law 
and  Faculty  of  Medicine 
Harvard  University 

Break 

Discussion  of  Papers 

The  Honorable  Joseph  R.  Weisberger 

Presiding  Justice  of  the  Rhode  Island  Superior 
Court 

Panel  Discussion 

The  Honorable  Joseph  R.  Weisberger 
Coffee  Hour 


Saturday,  May  25,  1974 

ISAAC  RAY  SYMPOSIUM 

DANGEROUSNESS  AS  A CRITERION  FOR  CONFINE- 
MENT 

Alan  M.  Dershowitz,  L.L.B. 

Professor  of  Law 
Harvard  University 

THE  EMPIRICAL  APPROACH:  THE  VOICE  OF  THE  SUP- 
REME COURT 

A.  Louis  McGarry,  M.D. 

Director  of  Legal  Medicine 
Mass.  Department  of  Mental  Health 

Break 

EMERGING  LEGAL  RIGHTS  FOR  THE  MENTALLY  HANDI- 
CAPPED 

Bruce  J.  Ennis,  J.D. 

Director,  Civil  Liberties  and  Mental  Illness  Proj- 
ect, New  York  Civil  Liberties  Union 

Discussion  of  Papers 

The  Honorable  Joseph  R.  Weisberger 

Panel  Discussion 

The  Honorable  Joseph  R.  Weisberger 

Closing  Remarks 

Ben  Feather,  M.D.,  Ph.D. 


Friday,  June  14,  1974 

NEUROLOGIC  DIAGNOSIS  BY  INSPECTION 
Arnold  P.  Gold,  M.D. 

Associate  Professor  of  Clinical  Neurology  and 
Clinical  Pediatrics,  College  of  Physicians  and 
Surgeons 

Columbia  University,  New  York 


1:50  p.m. 


2:40  p.m. 
2:50  p.m. 

3:20  p.m. 
4:00  p.m. 

Butler  Hospital 

Ray  Hall 
9:00  a.m. 

9:50  a.m. 


1 0:40  a.m. 

1 1 :00  a.m. 

1 1 :50  a.m. 

12:20  p.m. 

12:45  p.m. 

Roger  Williams  Gen.  Hospital 
Kay  Auditorium 
10:30  a.m.  to  12:00  noon 


Will  You  Support  The  Rhode  Island  Professional 
Standards  Review  Organization,  Inc.? 


Membership  in  R.I.P.S.R.O.,  Inc. 

It  is  the  intent  of  the  officers  and  the  Board  of  Directors  of  R.I.P.S.R.O., 
Inc.  to  apply  to  the  Secretary  of  Health,  Education  and  Welfare  for  desig- 
nation as  the  PSRO  for  the  Rhode  Island  area.  Under  the  law,  a “sub- 
stantial portion”  of  all  physicians  in  the  area  must  be  members  of  R.I.- 
P.S.R.O. 

It  is  our  hope  that  you  will  agree  with  the  approach  of  the  officers  and 
directors  of  R.I.P.S.R.O.,  a peer  review  organization  controlled  and  directed 
by  a committee  of  licensed  physicians.  Even  though  you  may  not  agree  with 
the  basic  concept  of  PSRO  itself,  we  hope  that  you  will  give  your  support  by 
requesting  membership  in  R.I.P.S.R.O.  There  are  no  dues,  fees  or  other  mone- 
tary obligations  involved. 

Dr.  Alton  M.  Pauli 
President  — R.I.P.S.R.O.,  Inc. 

April,  1974 


Dr.  Alton  M.  Pauli,  President 

R.I.P.S.R.O.,  Inc. 

106  Francis  Street 

Providence,  Rhode  Island  02903 

Dear  Doctor  Pauli : 

I agree  with  the  general  approach  of  the  officers  and  Board  of  Di- 
rectors of  R.I.P.S.R.O.,  Inc.,  a physician  controlled  and  directed  organiza- 
tion, and  wish  to  support  that  organization  as  long  as  it  shall  be  controlled 
by  the  physicians  of  Rhode  Island. 

I hereby  accept  membership  in  R.I.P.S.R.O., 

Inc. 

Signature 

Address 

Name  Printed 

Date 

FOR  MORE  INFORMATION,  PLEASE  SEE  RIPSRO 
HAVE  RECENTLY  RECEIVED. 

NEWSLETTER  WHICH  YOU 

April,  1974 
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FIRST  ANNUAL  BROWN  UNIVERSITY  STUDENT 

BIOMEDICAL  RESEARCH  DAY 

THURSDAY,  MAY  2,  1974 

Barus-Holley  166 

PROGRAM 

1:00  p.m.  Welcome 

Stephen  Zinner,  M.D. 

1:05  p.m.  IMPACT  OF  BASIC  RESEARCH  ON  CLINICAL  MEDICINE 

Edward  H.  Kass,  M.D.,  Ph.D.,  Wil- 
liam Ellery  Channing  Professor  of 
Medicine,  Harvard  Medical  School 

1:30  p.m.  Synergism  of  Immunosuppresive  Agents 

C.  Bcreham,  D.  Griswold,  Ph.D.,  P. 
Calabresi,  M.D. 

1:40  p.m.  The  Biological  Activities  of  6-Selenoguanosine  and 
6-Seleno-B-deoxygua  nosine 

L.  Bitfield,  K.  Ohara,  S.  Chu,  Ph.D. 

1:50  p.m.  The  Effects  of  Cyclic  Nucleotides  on  Lymphocyte  Stim- 
ulation 

S.  Rasmussen,  R.  P.  Davis,  M.D. 

| 2:00  p.m.  Effect  of  Cyclic  Nucleotides  on  Polymorphonuclear 
cell  chemotaxis 

J.  Viera,  P.  Fames,  M.D. 

2:10  p.m.  Transplacental  Immunization  to  Mammary  Tumor, 
Oxazolone  and  methylated  Bovine  Serum  Albumin 

I in  BALB/C  and  BALB/CfC3H  mice 

L.  Colavecchio,  G.  Heppner,  M.D. 

2:20  p.m.  Selective  Alteration  of  Immunocompetence  with  Meth- 
otraxate,  Leucovorin  and  5-Fluorouracil 

J.  DiLorenzo,  D.  Griswold,  Ph.D.,  P. 
Calabresi,  M.D. 

2:30  p.m.  Immunological  Enhancement:  Protection  of  the  Fetus 

in  Utero? 

D.  Nenno,  G.  Heppner,  Ph.D. 

2:40  Selected  Aspects  of  the  Alternate  Pathway  System  of  Com- 
plement Activation  in  Man 

P.  Feinstein,  S.  Kaplan,  M.D. 

2:50  p.m.  Experimentally  Induced  Polymyositis 

E.  Zalneraitis,  S.  Aronson,  M.D. 

3:00  p.m.  The  Effects  of  Adrenergic  Agents  on  Cyclic  AMP  Ac- 
cumulation and  X-Amylase  Release  in  Rat  Parotid 
Tissue  Slices 

M.  Nemerovski,  F.  Butcher,  Ph.D. 

3:10  p.m.  Ribosome  Biosynthesis:  Evidence  for  the  Presence  of 
Ribosomal  Precursors  on  Polyribosomes 

D.  Ho,  A.  E.  Dahlberg,  M.D.,  Ph.D. 

3:20  p.m.  COFFEE  BREAK 

3:35  p.m.  The  Distribution  ond  Metabolism  of  Aldosterone  in 
B'ood  in  the  Rat  and  its  Sex  Dependence 

W.  Graham,  D.  J.  Morris,  Ph.D. 

3:45  p.m.  The  Effects  of  the  Epidermal  Chalone  on  DNA  Syn- 
thesis in  Mammalian  Epidermal  Cells 

C.  Wiley,  C.  J.  McDonald,  M.D. 

3:55  p.m.  The  Stabilization  of  Serotonin-Serotonin  Receptor  Bond 
by  Sodium  Borohydride 

E.  Collins,  J.  Marshall,  Ph.D. 

4:05  p.m.  Serotonin  Uptake  by  Schistosoma  Mansoni 

R.  Livernois,  G.  Hillman,  Ph.D. 

4:15  p.m.  Pigs,  Pearlshells  and  Pulmonary  Function:  Respiratory 
Infections  in  the  Papua  Mew  Guinea  Highlands 

P.  Tarr,  S.  Zinner,  M.D. 

4 25  p.m.  The  Role  of  the  P Blood  Group  System  in  Pidgeon 
Breeders  Disease 

D.  Effler,  R.  Redding,  M.D.,  F.  Ro- 
land, M.D. 

4:35  p.m.  Compensatory  Pulmonary  Hypertrophy  after  Imcom- 
pacitation  of  One  Lung  in  the  Rat 

P.  Tartter,  R.  J.  Goss,  M.D. 

4:45  p.m. The  Proprioceptive  Deformation  of  an  Insect  Proprio- 
cepter 

S.  Spinola,  K.  M.  Chapman,  Ph.D. 

4:55  p.m.  The  Effects  of  Fructose  Ingestion  on  the  Serum  Lipids 
of  Rabbits 

D.  Small,  H.  T.  Randall,  M.D. 

5:05  p.m.  Renal  Sympathetic  Denervation  and  its  Physiological 
Effects 

A.  Caldamone,  F.  A.  Simone,  M.D. 

Mia 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 
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TOWARD  A STATE-WIDE  BLOODBANKING  SYSTEM 


Banking  and  testing  facilities  designed  to  meet 
the  inpatient  need  for  blood  and  blood  products 
have  long  been  established  as  a laboratory  service 
in  virtually  every  major  hospital  in  Rhode  Island. 
These  autonomous  blood  bank  units  have  typically 
fulfilled  many  functions,  including  the  soliciting 
for  and  collection  of  blood  donations;  the  typing, 
processing,  storage  and  distribution  of  whole  blood 
and  blood  derivatives;  and  finally,  the  maintenance 
of  inventories  and  donor  records.  The  patients  in 
the  hospitals  of  this  state  have  required  almost 
35,000  units  of  blood  during  the  past  year. 

Since  blood  is  a substance  which  cannot  be  syn- 
thesized but  requires  voluntary  donation,  and  since 
it  is  a fluid  which  cannot  be  stored  beyond  approxi- 
mately four  weeks  of  refrigeration,  it  has  become 
inescapably  apparent  that  individual  hospital-based 
blood  banks  operating  without  some  system  of  in- 
tegration, are  at  the  mercy  of  a “feast  or  famine” 
blood  economy.  Many  of  the  pathologists  and  blood 
bank  directors  of  the  state  of  Rhode  Island,  in  the 
past  few  years,  have  therefore  begun  to  explore  the 
means  by  which  their  blood  banking  units  might 
work  in  a more  cooperative  and  effective  manner. 

Under  the  leadership  of  Dr.  Herbert  C.  Licht- 
man,  Director  of  Clinical  Pathology  at  the  Miriam 
Hospital  and  Professor  of  Medical  Science  at  Brown 
University,  the  blood  banks  of  Cranston  General 
Hospital  (Dr.  Gordon  Brown),  St.  Joseph’s  Hos- 
pital (Dr.  Salvatore  Allegra),  Roger  Williams  Gen- 
eral Hospital  (Dr.  Israel  Diamond),  Fogarty  Mem- 
orial Hospital  (Dr.  Augustine  Colella),  Notre 
Dame  Hospital,  Woonsocket  Hospital  (Dr.  Jose 
Galardy),  U.S.  Veterans  Administration  Hospital 
(Dr.  S.  Issarescu),  the  Rhode  Island  Medical 
Center  (Dr.  H.  Y.  Lee)  and  the  Miriam  Hospital 
have  joined  to  form  coordinated  blood  collecting 
and  sharing  mechanism  representing  the  combined 
blood  banking  resources  of  these  ten  institutions. 


This  voluntary  consortium,  the  Community  Associ- 
ated Blood  Banks  of  Rhode  Island  (CABBRI),  has 
now  been  in  active  operation  for  over  one  year. 
CABBRI  has  already  accomplished  the  following: 

(1)  It  determines  the  total  blood  inventories 
of  the  cooperating  hospitals  and  distributes  this 
information,  daily,  to  all  institutional  participants 
as  well  as  other  hospitals  in  the  region.  Ten  blood 
banks,  rather  than  one,  become  the  resource  for 
the  transfusional  needs  of  each  hospital  in  the  state. 

(2)  Blood  drives  are  now  coordinated  and  the 
donations  shared  with  all  hospitals  in  the  state  of 
Rhode  Island.  A recent  drive  with  the  Teamsters 
Union,  for  example,  netted  320  units  of  blood  which 
were  widely  distributed  throughout  the  state. 

The  following  additional  state  groups  have  affili- 
ated with  the  CABBRI  program:  Knights  of  Col- 
umbus, Veterans  of  Foreign  Wars,  American  Legion, 
National  Guard,  U.S.  Army  Reserve,  the  student 
bodies  of  Brown  LTniversity,  Providence  College, 
Roger  Williams  College  and  the  University  of 
Rhode  Island,  various  church  groups,  temples,  fra- 
ternal lodges,  unions  and  state  employee  organiza- 
tions. 

(3)  In  the  past,  outdating  of  units  of  blood 
(largely  because  the  local  clinical  need  for  a par- 
ticular type  of  blood  did  not  arise  during  the  re- 
frigerator lifespan  of  the  specimen)  has  constituted 
a major  source  of  blood  attrition.  With  coalescence 
of  the  blood  bank  inventories  the  problem  of  out- 
dating  of  individual  units  of  blood  has  been  enor- 
mously minimized. 

(4)  As  a result  of  the  voluntary  blood  dona- 
tions encouraged  by  CABBRI  and  the  greater 
efficiency  achieved  by  combining  these  ten  blood 
banks,  purchase  of  blood  from  commercial  sources 
in  the  State  of  Rhode  Island  has  been  virtually 
eliminated. 

(Continued  on  Next  Page) 
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(5)  Aided  by  federal  funds,  the  Council  of 
Community  Services  and  CABBRI  are  collaborating 
in  a study  to  determine  more  efficient  means  leading 
to  the  establishment  of  community  blood  services 
centers.  Other  blood  bank  directors,  notably  Dr. 
Enold  Dahlquist  of  the  Rhode  Island  Hospital,  are 
now  wo!  king  actively  with  the  blood  bank  directors 
of  CABBRI  to  study  the  feasibility  and  structure  of 
an  even  more  comprehensive  blood  bank  for  the 
entire  state. 

(6)  Blood  bank  supervisors  and  technologists 
from  the  various  hospitals  meet  at  regular  inter- 
vals to  share  technical  and  procedural  information 
regarding  blood  typing  and  storage:  efforts  are 
currently  under  way  to  achieve  greater  uniformity 
in  methods  of  typing,  product  separation,  storage 
and  the  performance  of  blood  transfusions. 


The  efforts  of  the  Rhode  Island  Blood  Bank 
Directors  leading  to  consolidation  of  their  labor- 
atory resources  will  increase  the  statewide  avail- 
ability of  donated  blood,  coordinate  drives  for 
blood  donations,  virtually  eliminate  the  need  for 
the  purchase  of  blood  from  commercial  sources  and 
decrease  the  cost  of  transfusions  for  the  patients 
of  Rhode  Island.  These  are  laudable  goals  which 
deserve  the  support  of  every  facet  of  our  health 
system.  More  importantly,  the  spirit  of  cooperation 
exhibited  by  the  Blood  Bank  Directors,  which 
make  these  goals  achievable,  warrant  highest  com- 
mendation and  could  serve  as  a model  for  solving 
other  problems  related  to  health  care  in  our  state. 

Stanley  M.  Aronson,  M.D. 

Dean  of  Medical  Affairs 


MUNCHAUSEN'S  SYNDROME 

An  apparent  Munchausen's  syndrome  patient,  well-known  in  Boston  for  the 
last  two  years,  has  made  an  appearance  in  Rhode  Island.  The  patient  is  a 29- 
year-old  white  male  who  is  a paramedic  from  Viet  Nam.  The  patient,  who  is 
extremely  intelligent,  usually  presents  with  hematuria  and  flank  pain.  He  also 
claims  to  be  allergic  to  Intravenous  Pyelogram  (IVP)  dye.  The  patient  readily 
admits  to  being  addicted  to  Percodan®  and  Demerol.®  Patient  was  recently 
hospitalized  at  the  Memorial  Hospital,  Pawtucket  with  the  above  story.  A check 
with  physicians  in  Boston  confirmed  our  suspicions  of  a Munchausen  Syndrome. 
The  patient  has  been  known  to  irritate  his  urethra  to  cause  his  hematuria.  When 
confronted  with  these  findings,  the  patient  was  discharged  from  the  Memorial 
Hospital.  This  note  is  written  to  inform  area  physicians  of  this  problem. 

Robert  S.  Burroughs,  M.D. 

Pawtucket,  Rhode  Island 
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Pretend  it’s  1958. 


If  you  put  $ 1 00,000  into  hula 
hoops  in  1958,  you  might  be  a 
millionaire  today. 

Then  again,  you  might  be 
broke. 

In  making  short-term  invest- 
ment decisions,  timing  is  crucial. 
And  the  results  of  such  decisions 
become  obvious  almost  overnight. 

But  while  short-term  results 
are  interesting,  they’re  only  the 
beginning.  It’s  how  your  original 
investment  stacks  up  ten,  fifteen, 
twenty  years  later  that  ultimately 
counts. 

At  Industrial  National  Bank, 
we’ve  been  investing  funds  for 
individuals  and  corporations  for 
decades,  and  we’ve  seen  investment 
fads  come  and  go.  During  that  time, 
we’ve  invested  our  clients’  funds 
wherever  imagination,  professional 


judgment  and  thorough  research 
indicated  we  should. 

We  think  our  philosophy  has 
paid  off  — with  consistent,  strong 
long-term  performance.  We’re 
proud  enough  of  our  long-term 
record  that  we  take  a back  seat  to 
no  one  in  the  business  of  profes- 
sional financial  management. 

In  fact,  we’d  like  to  discuss 
that  record  with  you,  and  to  show 
you  how  our  combination  of  the 
right  people,  the  right  philosophy, 
and  the  right  organization  can  bring 
a realistic  new  performance  orienta- 
tion to  the  management  of  your 
investments. 

Call  Mr.  Evans  at  278-6607. 
Trust  Department,  Industrial 
National  Bank,  100  Westminster 
Street,  Providence,  Rhode  Island 
02903. 


»BABK 

Industrial  National  Bank 


Something  extra  in  Investment  Management 


Statement  On  Bill  74-S  2259,  An  Act  To  Protect  The 
Public  Health  Of  The  People  Of  Rhode  Island 


Society  Supports  Catastrophic  Health  In- 
surance, But  Cautions  Against  Concen- 
tration Of  P oners  Provided  For  In 
Legislation 


By  Joseph  E.  Caruolo,  M.D. 


Mr.  Chairman: 

I am  Dr.  Joseph  E.  Caruolo,  a general  surgeon 
practicing  in  Providence,  and  I am  the  Chairman 
of  the  Committee  on  the  Delivery  of  Medical  Care 
of  the  Rhode  Island  Medical  Society.  With  me  to- 
day are  Mr.  Stephen  Fanning,  of  Edwards  and 
Angell,  the  Rhode  Island  Medical  Society’s  legal 
counsel,  and  Mr.  Edward  J.  Lynch,  the  Associate 
Executive  Director  of  the  Medical  Society.  I speak 
as  a representative  of  the  Rhode  Island  Medical 
Society. 

Our  first  contribution  to  this  session  is  to  iden- 
tify the  problem  to  which  this  bill  addresses  itself 
by  name,  and  that  is  Catastrophic  Health  Insur- 
ance Protection. 

The  Medical  Society  endorses  this  concept  with- 
out reservation  while  looking  upon  it  from  two 
view  points  — those  of  quality  and  quantity.  A 
catastrophic  illness  frequently  ruins  the  social, 
financial,  and  psychological  structure  of  a family  as 
well  as  the  physical  well-being  of  its  victim. 

But  how  big  is  the  problem?  It  has  been  deter- 
mined that  fewer  than  75  cases  per  year  would 

JOSEPH  E.  CARUOLO,  M.D.,  Chairman,  Com- 
mittee on  Delivery  of  Medical  Care,  Rhode  Island 
Medical  Society. 

Presented  before  the  Rhode  Island  State  Senate  Com- 
mittee on  Health,  Education  and  Welfare  on  March 

21,  1974 


benefit  from  the  provisions  of  this  bill.  Thus  we 
see  than  quantitatively  it  is  a small  problem.  Thus, 
everything  in  the  bill  must  be  considered  in  the 
light  of  the  size  of  the  problem  as  well  as  its  nature. 

Still,  the  bill  does  not  cover  all  potential  cases 
of  catastrophic  illness.  It  has  been  said  that  there 
are  65,000  people  in  Rhode  Island  without  medical 
insurance  of  any  kind,  and  we  believe  this  to  be 
essentially  true.  We  would  hasten  to  add  however 
that  this  is  a raw  figure  and  does  not  mean  that 
all  in  this  group  have  no  access  to  medical  insur- 
ance. There  are  many  persons  who  simply  choose 
to  insure  themselves. 

However,  before  this  legislation  is  passed  we 
feel  that  those  among  the  65,000  who  in  fact  do 
not  have  access  to  medical  insurance  should  be 
identified  and  provided  for. 

Another  interesting  aspect  of  this  bill  is  that  its 
provisions  might  well  become  the  framework  around 
which  a future  system  of  the  delivery  of  medical 
care  might  be  built.  In  this  connection  we  would 
point  out  that  it  contains  inequities  of  dispropor- 
tion, citing  specifically  the  matter  of  psychiatry. 
We  feel  that  psychiatry  up  to  this  time  has  been  a 
stepchild  in  the  family  of  medical  specialties  with 
regard  to  health  benefits.  If  this  bill  were  to  be 
passed  as  is,  the  status  of  psychiatry  might  forever 
be  frozen  in  this  relatively  disadvantaged  position. 

(Concluded  on  page  172) 
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New  England  Physicians 
Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  02159 
Tel:  (617)  965-5100 

I would  like  to  learn  more  about  how  I can  invest  in  myself. 
Name 


Address 


We  help 
you  to  invest 
in  yourself 


When  you're  busy  taking  care  of  other 
people,  it’s  hard  to  find  time  to  take  care 
of  yourself.  That’s  where  we  come  in. 

We're  experts  in  the  field  of  financial  planning 
for  physicians.  We’ve  done  a lot  of  it  for  physicians 
like  yourself.  In  short,  we  have  the  experience  and 
know-how  to  help  you  achieve  your  own  personal  goals 
. . .thru  sound,  intelligent,  professional  counseling. 

Whether  it  involves  incorporation,  estate  or  financial  planning, 
profit  sharing  or  pension  plans,  Keogh  plans,  tax  shelter  ideas, 
investments,  life  insurance  or  other  financial  concepts,  our  staff 
has  the  scope  and  capacity  to  analyze  your  personal  situation; 
recommend  the  right  investment  programs;  and  tie  it  all 
together  for  vou. 

Want  more  information? 

Give  us  a call,  and  we’ll  arrange  a personal  conference  at  your 
convenience. 

New  England  Physicians 
Advisory  Services,  Ine. 

One  Wells  Avenue,  Newton,  Mass.  02159 
Tel:  (617)  965-5100 


Financial  planning  for  physicians. 

Retirement  Planning  (Keogh,  Pension,  Profit  Sharing) 

endorsed  by  the  Council  of  the 

New  England  State  Medical  Societies. 


. State- 


Date  of  Birth_ 

Use  this  telephone  number:. 


Zip- 

Home  □ Office  □ Hospital  □ 


Statement  Before  The  Senate  Health,  Education,  And 
Welfare  Committee  In  Favor  Of  Senate  Bill  S2212, 
"An  Act  Prohibiting  Smoking  In  Public  Places” 


Mon-Smokers  Have  Certain  Rights  To 
Health  To  Which  Very  Little  Attention 
Has  Been  Paid 


By  Seebert  J.  Goldowsky,  M.D. 


Mr.  Chairman: 

My  r.ame  is  Seebert  J.  Goldowsky.  I am  a Doc- 
tor of  Medicine  and  a graduate  of  the  Harvard 
Medical  School.  I am  a Diplomate  of  the  Amer- 
ican Board  of  Surgery  and  a Fellow  of  the  Ameri- 
can College  of  Surgeons.  I practiced  General 
Surgery  in  Providence  for  37  years  until  July  1972. 
I was  formerly  Chief  of  Surgery  at  The  Miriam 
Hospital.  I am  currently  Medical  Director  of  Rhode 
Island  Blue  Cross/Blue  Shield  and  Editor-in-Chief 
of  the  Rhode  Island  Medical  Journal.  I am 
Chairman-Elect  of  the  R.  I.  Interagency  Coun- 
cil on  Smoking  which  is  a federation  of  the  Rhode 
Island  Medical  Society:  the  Rhode  Island  Society 
of  Osteopathic  Physicians  and  Surgeons;  the  Rhode 
Island  Division  of  the  American  Cancer  Society; 
the  Rhode  Island  Tuberculosis  and  Respiratory 
Disease  Association;  the  Rhode  Island  Heart  Asso- 
ciation: the  Rhode  Island  Department  of  Educa- 

SEEBERT  J.  GOLDOWSKY,  M.D.,  of  Provi- 
dencece,  Rhode  Island,  Chairman-elect  Rhode  Is- 
land Interagency  Council  on  Smoking;  Editor-in- 
Chief,  Rhode  Island  Medical  Journal;  Medical 
Director,  Rhode  Island  Blue  Cross-Blue  Shield. 

Presented  on  March  13,  1974 


tion : the  Rhode  Island  Department  of  Health ; the 
Rhode  Island  Congress  of  Parents  and  Teachers; 
and  the  Rhode  Island  School  Xurse  Teachers.  I 
represent  the  Rhode  Island  Medical  Society  on 
the  Council. 

I should  like  to  speak  in  favor  of  the  Senate  Bill 
No.  2212  titled  ‘ An  Act  Prohibiting  Smoking  in 
Certain  Public  Places.” 

First,  I should  like  to  speak  about  the  general 
hazards  of  tobacco  smoking.  The  large  number  of 
diseases  which  are  produced  or  aggravated  by 
smoking  is  not  generally  realized.  The  list  of 
agencies  involved  in  the  Interagency  Council  on 
Smoking  gives  some  suggestion  of  the  broadly 
detrimental  effects  of  smoking.  It  is  a direct  cause 
of  or  a source  of  serious  aggravation  in  the  follow- 
ing diseases  or  disorders:  coronary  heart  disease 
and  coronary  thrombosis;  cancer  of  the  lung;  can- 
cer of  the  lip,  mouth,  tongue,  throat,  and  larynx 
(voicebox):  cancer  of  the  esophagus  (gullet  or 
swallowing  tube);  chronic  bronchitis:  pulmonary 
emphysema  (also  called  chronic  pulmonary  obstruc- 
tive disease) ; ulcer  of  the  stomach  and  duodenum; 
Buerger’s  disease,  which  is  a circulatory  disease  of 
the  extremities;  and  peripheral  arteriosclerosis,  also 
(Concluded  on  page  173) 
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Triaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501  bs-rd 


The  more  physicians 
consider  the  hemodynamics  of 
lowering  blood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


the  more  physicians  rely 
on  this  unique 
antihypertensive 


lowering  blood  pressure.  But 
there  are  other  considerations 
las  well.  Cardiac  output  is  usu- 
■ ally  maintained  with  no  cardiac 
acceleration;  in  some  patients 
■the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
s apparently  reduced. 
MDOMET  does  not  usually 
aompromise  existing  renal 
function;  it  generally  does  not 
'educe  renal  blood  flow,  glo- 
merular filtration  rate,  or  fil- 
iation fraction.  And  ALDOMET 
usually  does  not  cause  sympto- 
matic postural  or  exercise 
hypotension. 


Some  patients  on  continuous 
methyldopa  therapy  may  de- 
velop a positive  direct  Coombs 
test.  For  more  details,  see  the 
brief  summary  of  prescribing 
information. 

Contraindicated  in  active  he- 
patic disease  and  known  sensi- 
tivity to  the  drug.  Not  recom- 
mended in  pheochromocytoma 
or  pregnancy.  Itshould  be  used 
with  caution  in  patients  with  a 
history  of  liver  disease  or  dys- 
function. Discontinue  the  drug 
if  fever,  abnormal  liver  func- 
tion, jaundice,  or  acquired 
hemolytic  anemia  occurs. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg 

ALDOMET 

(METHYLDOPA  | MSD) 

smoothly  lowers  blood  pressure 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

TABLETS,  250  mg 

ALDOMET 

(METHYLDOPA;  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  known  sen- 
sitivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  Acquired  hemolytic  anemia  has  occurred 
rarely  in  association  with  therapy  with  methyldopa. 
Should  clinical  symptoms  indicate  the  possibility 
of  anemia,  hemoglobin  and/or  hematocrit  deter- 
minations should  be  performed.  If  anemia  is  pres- 
ent, appropriate  laboratory  studies  should  be  done 
to  determine  if  hemolysis  is  present.  Evidence 
of  hemolytic  anemia  is  an  indication  for  discontin- 
uation of  the  drug.  Discontinuation  of  methyldopa 
alone  or  the  initiation  of  adrenocortical  steroids 
usually  results  in  a prompt  remission  of  the  ane- 
mia. Rarely,  however,  fatalities  have  occurred. 

Some  patients  on  continued  therapy  with  methyl- 
dopa develop  a positive  direct  Coombs  test;  inci- 
dence reported  has  averaged  between  10%  and 
20%.  It  rarely  occurs  in  first  six  months  of  ther- 
apy, and  if  not  seen  within  twelve  months,  is  un- 
likely to  develop  with  continued  administration. 
Positive  Coombs  test  is  dose-related;  lowest  in- 
cidence occurs  in  patients  on  1 g methyldopa  or 
less  per  day.  Reversal  of  the  positive  Coombs  test 
occurs  within  weeks  to  months  after  discontinua- 
tion of  methyldopa.  Prior  knowledge  of  a positive 
Coombs  reaction  aids  in  evaluation  of  cross  match 
for  transfusions.  Patients  with  positive  Coombs 
tests  at  time  of  cross  match  may  exhibit  incom- 
patible minor  cross  match.  When  this  occurs,  an 
indirect  Coombs  test  should  be  performed.  If  nega- 
tive, transfusion  with  blood  otherwise  compatible 
in  the  major  cross  match  may  be  carried  out.  If 
positive,  advisability  of  transfusion  with  blood 
compatible  in  major  cross  match  should  be  deter- 
mined by  hematologist  or  expert  in  transfusion 
problems. 

Fever  has  occurred  within  first  three  weeks  of  ther- 
apy, sometimes  with  eosinophilia  or  abnormalities 
in  liver  function  tests,  such  as  serum  alkaline 
phosphatase,  serum  transaminases  (SGOT,  SGPT), 
bilirubin,  cephalin  cholesterol  flocculation,  pro- 
thrombin time,  and  bromsulphalein  retention.  Jaun- 
dice, with  or  without  fever,  may  occur,  with  onset 
usually  in  the  first  two  to  three  months  of  therapy. 
Rare  cases  of  fatal  hepatic  necrosis  have  been  re- 
ported. Liver  biopsy  in  several  patients  with  liver 
dysfunction  has  shown  microscopic  focal  necrosis 
compatible  with  drug  hypersensitivity.  Rarely,  re- 
versible reduction  in  leukocyte  count  with  primary 
effect  on  granulocytes  has  been  seen;  reversible 
agranulocytosis  has  been  reported.  Methyldopa 
may  interfere  with  measurement  of  creatinine  by 
alkaline  picrate  method  and  of  uric  acid  by  phos- 
photungstate  method.  When  used  with  other  anti- 
hypertensive drugs,  potentiation  of  antihyperten- 
sive action  may  occur. 

Usage  in  Pregnancy  and  Childbearing  Age  — Not 


recommended  in  pregnancy.  In  women  of  child- 
bearing age,  weigh  potential  benefits  against  pos- 
sible fetal  hazards. 

Precautions:  Perform  periodic  hepatic  function 
tests  and  white  cell  and  differential  blood  counts 
during  first  six  to  twelve  weeks  of  therapy  or  in 
unexplained  fever.  Discontinue  if  fever,  abnormal- 
ities in  liver  function  tests,  or  jaundice  appears. 
Since  methyldopa  causes  fluorescence  in  urine  sam- 
ples at  the  same  wavelengths  as  catecholamines, 
spuriously  high  levels  of  urinary  catecholamines 
may  be  reported.  This  will  interfere  with  the  diag- 
nosis of  pheochromocytoma.  Discontinue  drug  if 
involuntary  choreoathetotic  movements  occur  in 
patients  with  severe  bilateral  cerebrovascular  dis- 
ease. Anesthetics  requirements  may  be  reduced; 
hypotension  occurring  during  anesthesia  usually 
can  be  controlled  with  vasopressors.  Hypertension 
may  occur  after  dialysis  because  methyldopa  is 
removed  by  this  procedure. 

Dosage  should  be  limited  initially  to  500  mg  daily 
when  following  previous  antihypertensive  agents 
other  than  thiazides.  Do  not  exceed  recommended 
daily  dose  of  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sen- 
sitivity in  those  with  advanced  arteriosclerotic 
vascular  disease;  this  may  be  avoided  by  lower 
doses.  Tolerance  occasionally  seen  either  early  or 
late,  but  more  likely  between  second  and  third 
month  after  initiation  of  therapy;  increased  dos- 
age or  combined  therapy  with  a thiazide  frequently 
restores  effective  control. 

Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure, including  dizziness,  lightheadedness,  and 
symptoms  of  cerebrovascular  insufficiency,  are 
seen  occasionally.  Angina  pectoris  may  be  aggra- 
vated. Symptoms  of  orthostatic  and  exercise  hypo- 
tension may  occur;  if  symptoms  occur,  reduce 
dosage.  Bradycardia,  nasal  stuffiness,  mild  dry- 
ness of  mouth,  and  gastrointestinal  symptoms  in- 
cluding distension,  constipation,  flatus,  and  diarrhea 
occur  occasionally;  these  can  be  relieved  by  reduc- 
ing dosage.  Nausea  and  vomiting  have  been  re- 
ported in  only  a few  patients.  Sore  tongue  or 
“black  tongue,”  pancreatitis,  and  inflammation 
of  salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  Rarely,  urine  ex- 
posed to  air  may  darken  due  to  breakdown  of 
methyldopa  or  its  metabolites.  Other  rare  reac- 
tions include  breast  enlargement,  lactation,  impo- 
tence, decreased  libido,  skin  rash,  mild  arthralgia, 
myalgia,  paresthesias,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression,  reversible  thrombocyto- 
penia, drug-related  fever  and  abnormal  liver  func- 
tion studies  with  jaundice  and  hepatocellular 
damage  (see  Warnings  and  Precautions),  rise  in 
BUN,  and  a single  case  of  bilateral  Bell's  palsy. 

Supplied:  Tablets,  containing  250  mg  methyldopa 
each,  in  single-unit  packages  of  100  and  bottles 
of  100  and  1000. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information 
Merck  Sharp  & Dohme.  Division  of  Merck  & Co.,  INC.. 
West  Point.  Pa.  19486 


Let’s  make 
blood  pressure 
“required 
reading” 
for  all 
physicians. 

With  recent  estimates  that  aboi 
23  million  Americans  have  high 
blood  pressure— and  that  half  of 
them  are  not  even  aware  of  it— 
detection  of  the  problem  in 
asymptomatic  persons  has  be- 
come an  issue  of  national 
importance. 

Family  physicians  are  being 
urged  to  take  blood  pressure 
readings  as  a matter  of  office 
routine,  regardless  of  the  pre- 
senting complaint  or  the  reason 
for  the  visit.  And  because  many 
people  do  not  see  a family 
physician  for  relatively  long 
periods  of  time,  some  experts 
are  suggesting  that  ophthalmolc 
gists,  gynecologists,  derma- 
tologists, orthopedists,  psy- 
chiatrists, dentists,  school 
nurses,  family  planning  coun- 
selors, and  other  health-care 
personnel  make  blood  pressure 
reading  a routine  part  of  every 
examination  or  consultation. 

Of  course,  a diagnosis  of  hyper- 
tension cannot  be  made  on  the 
basis  of  a single  reading,  but 
routine  blood  pressure  readings 
can  uncover  potential  trouble  in 
a certain  proportion  of  patients. 
And  when  trouble  is  suggested, 
further  evaluation  can  be  pur- 
sued more  effectively. 


Blood  pressure- 
required  reading” 
for  all  physicians. 


Report  Of  The  House  Of  Delegates  Of  The  Rhode 
Island  Medical  Society 


Summary  of  the  Meeting  of  January  23, 
1974 * 


COMMITTEE  ON  HIGHWAY  SAFETY 

The  Committee  on  Highway  Safety  has  been 
unsuccessful  in  getting  a law  enacted  to  cut  the 
blood  alcohol  allowable  level,  or  to  make  seat  belt 
wearing  mandatory.  However,  federal  law  now  re- 
quires seat  belts  which  must  be  fastened  before 
the  car  can  be  operated.  The  affects  of  this  will 
be  somewhat  difficult  to  evaluate  because  of  the 
lowered  speed  rate  due  to  the  energy  crisis. 

Further  attention  this  year  will  be  given  to  new 
and  better  bicycle  equipment  rules. 

Respectfully  submitted: 

Thomas  C.  McOsker,  m.d. 

Chairman 

COMMITTEE  ON  SOCIAL  WELFARE 

The  Early  and  Periodic  Screening,  Diagnostic 
and  treatment  (EPSD)  amendment  to  Title  19 
(Medicaid)  of  the  Social  Security  Act  was  passed 
by  Congress  and  became  law  in  1973.  The  Amer- 
ican Medical  Association's  Committee  on  Health 
Care  of  the  Poor  endorsed  and  supported  the  prin- 
ciples in  the  EPSDT  and  sponsored  a National 
Symposium  of  Professional  Health  Provider  par- 
ticipation in  EPSDT  in  October,  1973,  in  Chi- 
cago, Illinois.  The  American  Academy  of  Pediatric 
and  other  medical  organizations  have  also  endorsed 
EPSDT. 

The  State  of  Rhode  Island  with  the  participa- 
tion of  the  Rhode  Island  Medical  Society  and  the 
local  chapter  of  the  American  Academy  of  Pedia- 
trics has  developed  a progressive  program  for  chil- 
dren and  young  adults  under  21  eligible  for  medi- 
cal assistance  of  early  and  periodic  screening,  diag- 
nosis and  treatment.  Preliminary  statistics  show 
the  private  physician  is  participating  fully  and  a 
full  year’s  experience  will  be  reported  later.  Phy- 
sicians are  paid  $20  for  completing  the  examina- 
tion, and  may  do  the  laboratory  studies  requested 
for  which  they  are  additionally  reimbursed  or  may 

“"Continued  from  the  March  Journal,  Vol.  57,  No.  3 


have  the  laboratory  tests  performed  in  a local 
laboratory. 

The  State  of  Rhode  Island  again  leads  all  the 
states  in  the  country  in  implementing  a program 
for  the  poor  people  by  physicians  in  private  prac- 
tice, and  also  providing  compensation  which  is 
above  other  states.  The  Academy  of  Pediatrics  and 
the  AMA  have  each  commended  the  State  of  Rhode 
Island  and  its  physicians  for  its  alertness  and  re- 
sponsiveness to  the  needs  of  the  citizens  in  the 
state.  Physicians  wishing  additional  information 
should  call  Dr.  Donald  Sullivan,  Medical  Care 
Specialist,  Medical  Care  Program,  Department  of 
(Continued  on  next  page) 
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Social  and  Rehabilitative  Service,  telephone:  464- 
2181. 

The  Committee  participated  in  an  analysis  of 
emergency  room  visits  of  medical  assistance  pedi- 
atric age  group  patients  to  the  emergency  room 
of  a large  local  hospital,  in  October  1973.  The 
patients  were  seen  by  pediatric  house  officers  and 
some  in  consultation  with  other  specialty  resi- 
dents. The  figures  are  grossly  accurate.  Patients 
seen  directly  by  specialty  services  such  as  E.N.T., 
Surgery,  etc.,  are  not  included.  The  visits  have 
been  categorized  A.  B.  and  C.  with  due  considera- 
tion to  the  age,  degree  of  illness  and  circumstances 
as  follows.  The  cooperation  of  the  hospital,  ad- 
ministration, and  the  physicians  of  the  Rhode 
Island  Academy  of  Pediatrics  and  the  Medical  So- 
ciety with  the  Medical  Care  Program  Department 
of  the  state  for  welfare  recipients  who  seek  emer- 
gency medical  care  in  accident  rooms  and  some- 
times seek  medical  care  from  a number  of  medical 
providers  even  on  a single  day  is  continuing. 

Category  A:  Needed  medical  attention  or  at 
least  inspection  e.g.  Head  trauma,  ingestion 
of  substances,  F.U.O.,  under  two  years  of 
age,  acute  asthma. 

Category  B:  Deserved  elective  out-patient 
visits-office  or  OPD,  e.g.  U.R.I.,  otitis  media, 
impetigo,  etc. 


MEDICAL  OFFICE  SUITE 
AVAILABLE 

Located  in  the  Park  Plaza 
1429  Warwick  Avenue 
Warwick,  R.  I. 

Suite  has  six  offices  with  developing  room 
and  lavette.  Building  is  of  modern  construc- 
tion and  rent  includes  all  utilities  and  central 
air-conditioning. 

Piease  call  942-0581  for  an  appointment. 

P & W CORP. 

577  Natick  Road 
Cranston,  R.  I.  02920 


Category  C:  Could  have  been  dealt  with  on 
telephone  consultation,  e.g.  constipation  over 
two  years,  diaper  rash,  etc. 

Number  of  Emergency  Room  visits  record  for 
this  study:  600. 

Referrals  Patients  ABC 

by  physician  52  no  regular 

by  health  center  4 doctor  68  38  36  4 

welfare 
with  res. 

doctor  135  45  79  11 

welfare 
without 

doctor  169  47  102  20 

with 
private 

doctor  216  120  83  15 


Disposition 

Regular  physician 

181 

Pediatric  dispensary 

29 

Diagnosis  clinic 

2 

Res.  F.  C. 

12 

Other  clinic 

36 

Admissions 

48 

Respectfully  submitted: 

Peter  L.  Mathieu,  Jr.,  M.D. 

Chairman 

AMA  MEETING  REPORT 
27th  CLINICAL  CONVENTION 
ANAHEIM,  CALIFORNIA 

The  AMA  House  of  Delegates  elaborated  on  its 
policy  position  on  Professional  Standard  Review 
Organizations  (PSRO)  during  the  27th  Clinical 
Convention  of  the  AMA  in  Anaheim,  Dec.  1-5. 
(Please  see  Report:  EE  of  the  Board  of  Trustees 
and  Council  on  Medical  Service.)  The  House  also 
addressed  itself  to  problems  arising  from  federal 
wage  and  price  controls  over  health  care  providers, 
as  well  as  numerous  other  issues  of  concern  to  phy- 
sicians and  the  public. 

Meeting  for  a total  of  14  hours  and  36  minutes, 
the  House  acted  on  67  reports  and  81  resolutions 
for  a total  of  148  items  of  business,  the  biggest 
agenda  for  a Clinical  Session  in  recent  years. 

Other  issues  considered  ranged  from  malprac- 
tice problems  to  proposed  improvements  in  the 
health  care  delivery  for  migrant  workers,  and  the 
method  of  election  — and  terms  of  service  — of 
members  of  the  Board  of  Trustees. 

A total  of  0 resolutions  concerning  the  PSRO 
Law  were  introduced  during  the  clinical  session, 
more  than  for  any  other  item  of  business;  this  in- 
dicates the  high  degree  of  concern  over  the  issues 
surrounding  PSRO  and  professional  peer  review. 
PSRO’s 

(Continued  on  page  141) 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs1®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


EoMor 
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Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


'JDICATIONS:  Dimetapp  Extentabs  are 
idicated  for  symptomatic  relief  of  aller- 
ic  manifestations  of  upper  respiratory 
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CONTRAINDICATIONS:  Hypersensitivity 
o antihistamines  of  the  same  chemical 
:lass.  Dimetapp  Extentabs  are  contrain- 
Jicated  during  pregnancy  and  in  children 
inder  12  years  of  age.  Because  of  its  dry- 
ng  and  thickening  effect  on  the  lower 
espiratory  secretions,  Dimetapp  is  not 
ecommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
ire  contraindicated  in  concurrent  MAO 
nhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 

additive  effects  with  CNS  depressants 


ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 

visual  disturbances,  mydriasis,  CNS- 

effect,  anorexia,  nausea,  vomiting,  diar- 
rhea,  constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  1 00  and  500. 

AH-^OBINS 

A.  H Robins  Company,  Richmond,  Va.  23220 


Mmvtapp 

Extentabs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2.  3.  or  4 contains-  Phenobarbital  {Va  gr).  16  2 mg  (warning: 
may  be  habit  forming):  Aspirin  (2V2  gr  ).  162  0 mg  Phenacetin  (3  gr  ).  194  0 mg  : Codeine 
phosphate.  Vi  gr.  (No  2).  Vi  gr  (No  3)  or  1 gr.  (No  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No  2 and  No  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed  For  further  details 
see  product  literature 

/jjj  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III.  Controlled  Sub- 
v!!!  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company.  Richmond,  Va 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  140) 

Reference  Committee  A,  which  began  its  hear- 
lgs  on  PSRO  shortly  before  noon  Monday,  De- 
ember 3,  heard  more  than  four  hours  of  testi- 
mony from  physicians  expressing  various  shades 
f opinion,  and  did  not  complete  its  preliminary 
eport  until  the  early  morning  hours  of  Tuesday. 

After  more  than  two  hours  of  additional  dis- 
ussion  on  PSRO’s  on  Wednesday,  the  House  of 
)elegates  adopted  Report  EE  of  the  Board  of 
'rustees,  as  amended,  in  lieu  of  the  various  reso- 
itions  which  had  been  submitted.  The  report 
jmmarized  PSRO  developments  to  date,  and  out- 
ned  previous  AMA  policy  in  confronting  the 
SRO  issue. 

The  House  made  special  note  that  the  last  para- 
raph  of  Report  EE  remains  the  same.  The  last 
aragraph  reads: 

The  considered  opinion  of  the  Board  of  Trustees 
nd  the  Council  on  Medical  Service  is  to  recom- 
lend  to  the  House  of  Delegates  that  the  AMA 
mntinue  to  exert  its  leadership  and  support  con- 
ructive  amendments  to  the  PSRO  law,  coupled 
ith  continuation  of  the  effort  to  develop  appro- 
bate rules  and  regulations.  (Report  EE  adopted 
5 amended.) 

hase  IV  Wage-Price  Controls 
Four  resolutions  and  two  reports  were  intro- 
uced  dealing  with  discriminatory  Phase  IV  Wage- 
rice  Controls  on  health  care  providers  and  in- 
itutions.  The  House  approved  a Board  of  Trus- 
ts Report  announcing  AMA  support  for  the 
merican  Hospital  Association  in  its  battle  against 
>ntrols  over  acute  care  hospitals.  Delegates  also 
lopted  a substitute  resolution  which  directs  the 
MA  to  continue,  “as  a matter  of  high  priority". 
) seek  relief  for  physicians  from  wage-price  con- 
ols  “using  all  available  administrative  re- 
mrces”,  and  that  “the  Board  of  Trustees  be  au- 
lorized  to  institute  appropriate  legal  action  when 
|>  advised  by  legal  counsel”. 
ddress  of  the  President,  Russell  B.  Roth 
In  opening-day  remarks  which  drew  a standing 
:j/ation  from  the  House,  Dr.  Russell  B.  Roth, 
resident  of  the  AMA,  discussed  some  of  the  eom- 
ex  issues  surrounding  peer  review  and  Profes- 
onal  Standards  Review  Organizations. 

The  only  way  to  effectively  assure  high  quality 
ire  is  through  professional  peer  review,  Doctor 
oth  said,  because  “ultimately,  excellence  of  medi- 
l1  care  is  determined  by  the  competence,  the  mo- 
( Continued  on  next  page) 
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Results  in 


Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 
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tivation,  and  the  integrity  of  the  physician  who 
provides  it”. 

The  problem  with  most  lay-initiated  peer  review 
proposals  is  that  they  are  based  on  the  mistaken 
premise  that  good  health  care  can  be  provided 
through  improved  delivery  systems  or  institution- 
alization. according  to  Doctor  Roth. 

Since  the  delivery  of  most  medical  care  takes 
place  outside  the  hospital,  and  because  the  quality 
of  care  is  not  something  that  can  be  measured  in 
dollars  of  oost  or  hours  of  time,  however,  peer 
review  standards  such  as  those  proposed  under 
PSRO  will  be  difficult  to  establish,  he  said. 

Regardless  of  how  one  may  derive  standards 
and  norms,  the  matter  of  judging  conformity  and 
of  evaluating  exceptions  and  divergencies  is  a peer 
professional  problem. 

“We  should  reflect  that  a medical  school  is  re- 
garded as  good  because  it  is  adjudged  to  be  so  by 
physician  graduates,  physician  faculty  members, 
and  physician  contemporaries.” 

Doctor  Roth  added  that  more  attention  will  be 
paid  to  evidence  that  physicians  are  keeping  abreast 
of  medical  progress  and  are  maintaining  their 
medical  competence,  but  he  said  that,  “This  too 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all— quickly,  reliably,  and  at 
moderate  cost. 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  (CEA). 

Test  Combinations? 

We  offer  a variety  of  useful  profiles, 
all  designed  to  provide  a maximum  of 
information  at  minimum  cost. 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call 


LEARY 

LABORATORY,  INC. 


A Smith  Kline  Clinical  Laboratory 
Serving  New  England  Since  1929 


Providence,  R.I.,  Laboratory  Locations: 

655  Broad  Street  1 89  Governor  Street 

(4011  421-1  138  (4011  35 1 -4900 

Central  Laboratory:  43  Bay  State  Road.  Boston,  Mass 
Telephone  (617)  536-2121 


will  undoubtedly  be  accomplished  by  peer  evalua- 
tion.” 

Doctor  Roth  did  not  take  sides  on  the  PSRO 
question,  but  spoke  for  “the  good  and  useful 
things  which  we  may  do  to  identify  high  quality 
of  care,  and  of  the  immense  difficulties  in  doing 
this  well”. 

But  Doctor  Roth  concluded  that,  “If  solutions 
were  to  come  easily  it  would  not  be  a challenge  — 
and  challenge  it  is.  In  the  meantime  the  nation 
will  be  well  advised  to  put  its  confidence  in  the 
competence,  the  integrity  and  the  motivation  of 
the  medical  profession”. 

Remarks  of  Charles  C.  Edwards,  M.D.,  Assistant 

Secretary  for  Health,  Department  of  HEW 

The  leadership  of  organized  medicine  is  indis- 
pensable to  the  resolution  of  today’s  pressing 
health  care  problems,  according  to  Dr.  Charles  C. 
Edwards,  Assistant  Secretary  for  Health,  U.S. 
Department  of  Health,  Education,  and  Welfare, 
who  addressed  the  House  at  the  opening  of  its 
Tuesday  session. 

The  AMA’s  Medicredit  Bill,  and  its  national 
policy  proposal  for  the  collection  and  distribution 
of  blood  (a  policy  endorsed  by  the  House  during 
the  Tuesday  session)  are  evidence  of  AMA  initia- 
tive and  leadership.  Doctor  Edwards  said. 

Discussing  PSRO,  he  said  that  many  of  the 
complex  problems  created  by  the  law  can  be  solved 
if  the  government  has  the  continued  support  of  the 
PSRO  Council,  the  AMA,  and  a number  of  other 
professional  organizations  that  recognize  both  the 
problems  and  the  potential  of  PSRO. 

Te  pointed  out  that  virtually  every  institution 
— governmental  or  private  — is  being  subjected 
to  the  scrutiny  of  the  public,  and  that  significant 
changes  are  taking  place  in  our  society. 

According  to  Doctor  Edwards,  the  message  im- 
plicit in  PSRO  is  clear.  “The  medical  profession 
is  being  asked  to  solve  its  own  problems,  to  work 
collaboratively  with  government  when  their  joint 
efforts  are  needed,  but  to  maintain  the  independ- 
ence that  has  permitted  it  to  make  a great  con- 
tribution to  the  health  of  the  American  people.” 

To  completely  turn  back  from  this  course,  he 
said,  would  be  to  give  up  by  default  “the  op- 
portunity to  help  determine  the  future  of  the  Amer- 
ican system  of  health  care”. 

Physicians  and  Hospitals  and  Medical  Schools 

Pre-Admission  Certification  — The  House  con- 
sidered two  resolutions  dealing  with  proposed  gov- 
ernment regulations  which  would  impose  a hos- 
(Continued  on  page  166) 
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efore  prescribing,  see  complete  prescribing 
lformation  in  SK&F  literature  or  PDR.  The 
blowing  is  a brief  summary. 

* idications:  Edema  associated  with  congestive 
eart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
/ndrome;  steroid-induced  and  idiopathic 
lema;  edema  resistant  to  other  diuretic  therapy. 
Iso,  mild  to  moderate  hypertension, 
ontraindications:  Pre-existing  elevated  serum 
Dtassium.  Hypersensitivity  to  either  com- 

I1 anent.  Continued  use  in  progressive  renal  or 
;patic  dysfunction  or  developing  hyperkalemia, 
arnings:  Do  not  use  dietary  potassium  supple- 
lents  or  potassium  salts  unless  hypokalemia 
evelops  or  dietary  potassium  intake  is  markedly 
npaired.  Enteric-coated  potassium  salts  may 
tuse  small  bowel  stenosis  with  or  without 
ceration.  Hyperkalemia  (>5.4  mEq/L)  has 
en  reported  in  4%  of  patients  under  60  years, 
12%  of  patients  over  60  years,  and  in  less 
lan  8%  of  patients  overall.  Rarely,  cases  have 
sen  associated  with  cardiac  irregularities, 
ccordingly,  check  serum  potassium  during 
lerapy,  particularly  in  patients  with  suspected 
confirmed  renal  insufficiency  (e.g.,  elderly  or 
labetics).  If  hyperkalemia  develops,  substitute 
thiazide  alone.  If  spironolactone  is  used 
mcomitantly  with  ‘Dyazide’,  check  serum 
otassium  frequently — both  can  cause  potassium 
■tention  and  sometimes  hyperkalemia.  Two 

Ieaths  have  been  reported  in  patients  on  such 
umbined  therapy  (in  one,  recommended 
osage  was  exceeded;  in  the  other,  serum  elec- 

I olytes  were  not  properly  monitored).  Observe 
atients  on  ‘Dyazide’  regularly  for  possible 
lood  dyscrasias,  liver  damage  or  other  idio- 
f j/ncratic  reactions.  Blood  dyscrasias  have  been 
I pported  in  patients  receiving  Dyrenium 
riamterene,  SK&F).  Rarely,  leukopenia, 
irombocytopenia,  agranulocytosis,  and  aplastic 
nemia  have  been  reported  with  the  thiazides. 

^ i/atch  for  signs  of  impending  coma  in  acutely 
1 cirrhotics.  Thiazides  are  reported  to  cross  the 
lacental  barrier  and  appear  in  breast  milk, 
his  may  result  in  fetal  or  neonatal  hyperbili- 
jbinemia,  thrombocytopenia,  altered  carbo- 
! ydrate  metabolism  and  possibly  other  adverse 
^actions  that  have  occurred  in  the  adult.  When 
sed  during  pregnancy  or  in  women  who  might 
ear  children,  weigh  potential  benefits  against 
iossible  hazards  to  fetus, 
recautions:  Do  periodic  serum  electrolyte  and 
UN  determinations.  Do  periodic  hematologic 
udies  in  cirrhotics  with  splenomegaly.  Anti- 
ypertensive  effects  may  be  enhanced  in  post- 
i lympathectomy  patients.  The  following  may 
Iccur:  hyperuricemia  and  gout,  reversible 
itrogen  retention,  descreasing  alkali  reserve 
ith  possible  metabolic  acidosis,  hyperglycemia 
,nd  glycosuria  (diabetic  insulin  requirements 
:iay  be  altered),  digitalis  intoxication  (in 
ypokalemia).  Use  cautiously  in  surgical 
atients.  Concomitant  use  with  antihypertensive 
gents  may  result  in  an  additive  hypotensive 
ffect. 

dverse  Reactions:  Muscle  cramps,  weakness, 
izziness,  headache,  dry  mouth;  anaphylaxis; 
ash,  urticaria,  photosensitivity,  purpura,  other 
ermatological  conditions;  nausea  and  vomiting 
nay  indicate  electrolyte  imbalance),  diarrhea. 

' anstipation,  other  gastrointestinal  distur- 
ances.  Rarely,  necrotizing  vasculitis,  pares- 
lesias,  icterus,  pancreatitis,  and  xanthopsia 
ave  occurred  with  thiazides  alone, 
upplied:  Bottles  and  Single  Unit  Packages  of 
00  capsules. 

K&F  CO. 

arolina,  P.R.  00630 
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WHEN  YOUR  DIGITALIZED 
MJ1ENT  NEEDS  A DIURETIC 
SHE  NEEDS  DVAZ1DE 


• relieves  edema* 


• conserves  potassium 

• reduces  the  risk  of  digitalis  intoxication  due  to  potassium 
depletion.  Potassium  depletion  sensitizes  the  myocardium 
to  the  toxic  effects  of  digitalis,  and  reduces  its  inotropic 
effect. 


and  25  mg.  of  hydrochlorothiazide. 


MEETS  THE  HEARTFELT  NEED 
OF  THE  DIGITALIZED  PATIENT 


It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution . 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists’ 
Association 


s 


. int  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
affirm  the  support  of  the  participat- 
l organizations  for  the  laws,  regula- 
nsand  professional  traditions  which 
ohibit  the  unauthorized  substitution 
( drug  products. 

Traditionally,  physicians,  den- 
tts  and  pharmacists  have  worked 
(operatively  to  serve  the  best  inter- 
ns of  patients.  Productive  coopera- 
1 n has  been  achieved  through 
i jtual  respect  as  well  as  a common 
incern  for  the  ideals  of  public 
irvice.  This  mutual  respect  has  been 
■fleeted,  in  part,  by  joint  support 

< er  the  years  for  the  adoption  and 

( forcement  of  laws  and  regulations 
j ecifically  prohibiting  unauthorized 
: bstitution  and  encouraging  joint 
■jcussion  and  selection  of  the 
: jrce  of  supply  of  drug  products. 

' e basic  principles  of  medical,  den- 

I and  pharmacy  practice  are  thus 

i lized  and  preserved  in  the  interest 
c patient  welfare. 

The  antisubstitution  laws  have 

I I obstructed  enhancement  of  the 

I ufessional  status  of  pharmacy  any 
t )re  than  they  have  in  and  of  them- 
; ves  guaranteed  absolute  protec- 
t n from  unsafe  drugs,  or  freed 
lysicians,  dentists  and  pharmacists 
1m  their  responsibilities  to  patients. 
/ a practical  matter,  however,  such 
I vs  and  regulations  encourage  inter- 
I Sessional  communications  regard- 
i > drug  product  selection  and  assure 

< ch  profession  the  opportunity  to 
nrcise  fully  its  expertise  in  drug 

i age,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
t urged  to  increase  the  frequency 
i d regularity  of  their  contacts  with 
[ armacists  in  selection  of  quality 
cjg  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients' 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  servingtheir 
patients. 


Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist's  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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The  Rhode  Island  Medical 
And  Future 

Recommends  Establishment  Of  A Long- 
Range  Planning  Committee  To  Help 
Meet  Neiv  Challenges  Confronting  The 
Medical  Profession 


By  Edmund  T.  Hackman,  M.D. 

The  key  word  of  the  day  is  crisis.  In  fact,  the 
early  seventies  will  probably  be  remembered  in 
history  as  an  era  of  acute  crises  and  challenges  for 
the  American  people,  who,  for  the  first  time  in  a 
generation  at  least,  have  faced  up  to  a number  of 
difficult  situations.  The  energy  crisis,  the  food  crisis, 
the  economic  crisis  — thes  are  but  a few  of  the 
recent  social  and  economic  difficulties  which  have 
clouded  our  horizon. 

On  March  14,  1973  I assumed  the  office  of  Pres- 
ident of  the  Rhode  Island  Medical  Society  and 
with  it  accepted  the  challenges  of  a medical  pro- 
fession seemingly  assailed  from  every  quarter.  I 
qualify  the  sentence  by  the  word  "‘seemingly”  be- 
cause there  is  evidence  that  at  least  most  Rhode 
Islanders  are  satisfied  with  the  prevailing  mode  of 
health  care.  I refer  you  to  a survey  conducted  in 
recent  years  by  the  Hospital  Association  of  Rhode 
Island  which  reported  that  a sizable  majority  of 
those  interviewed  classified  health  care  as  very 
efficient  and  good. 

I will  not  dwell  on  this  subject  because  it  has 
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been  ably  discussed  by  Dr.  Thomas  Head  in  his 
address  as  President  of  the  Providence  Medical 
Association  at  the  annual  meeting  of  that  group 
in  January. 

Challenges  are  not  new  to  the  Rhode  Island 
Medical  Society,  and  it  seems  as  though  we  have 
had  more  than  our  share  of  them  over  the  past  12 
months.  Professional  Standards  Review  Organiza- 
tion, known  by  its  familiar  acronym  of  PSRO,  has 
evoked  considerable  comment  from  the  medical  pro- 
fession all  over  the  country.  Soon  after  the  PSRO 
provision  was  signed  into  law  the  Rhode  Island 
Medical  Society  established  the  mechanism  which 
would  enable  the  physicians  of  Rhode  Island  to 
assume  a leadership  role  in  this  program.  This 
mechanism  is  a corporation  called  the  Rhode  Island 
Professional  Standards  Review  Organization,  Inc. 
Physicians  in  the  state  soon  will  be  asked  to  join 
Rhode  Island  PSRO  and  to  contribute  their  pro- 
fessional expertise  to  this  organization.  Countless 
hours  and  efforts  over  the  past  year  have  been 
directed  by  the  Society  toward  the  development  of 
a viable  PSRO  which  will  assure  physicians  and 
the  public  which  they  serve  of  the  continued  deliv- 
ery of  quality  medical  care. 

The  Department  of  Health,  Education,  and  Wel- 
fare presented  another  challenge  to  sound  patient 
care  when  it  promulgated  regulations  proposing  pre- 
( Continued  on  next  page) 
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admission  certification  for  the  hospitalization  of 
medicaid  and  medicare  patients. 

This  dangerous  proposal  would  have  mandated  a 
review  of  every  Medicaid  or  Medicare  hospital  ad- 
mission, other  than  emergency  cases,  by  a panel  of 
physicians  based  not  upon  an  examination  of  the 
patient  but  a mere  review  of  a written  report.  I 
won't  belabor  you  with  a detailed  report  of  our 
objections  — time  won't  permit  it  and  a copy  of 
our  response  is  available  to  anyone  who  might  be 
interested  in  securing  a copy  from  the  executive 
office  — but  suffice  it  to  say  that  the  Rhode  Island 
Medical  Society  responded  quickly  and  effectively 
to  HEW.  Together  with  other  medical  societies  and 
the  American  Medical  Association  we  pointed  out 
the  discriminatory  aspects  implicit  in  the  proposal 
along  with  the  impractical  and  unworkable  review 
demands.  Good  patient  care  received  a boost  when 
HEW  Secretary  Caspar  Weinberger  announced  that 
he  would  not  pursue  implementation  of  these  regu- 
lations. 

In  the  first  few  months  of  my  presidency  we  were 
confionted  with  several  legislative  issues  in  the 
General  Assembly  concerning  drugs,  which  included 
a Uniform  Controlled  Substances  Act,  the  most  sig- 
nificant drug  bill  in  the  history  of  Rhode  Island. 
As  recently  as  this  past  January  the  House  of 
Delegates  approved  a report  of  the  Committee  on 
Drug  Abuse  concerning  this  most  important  piece 
of  legislation.  Testimony  was  presented  before  the 
Committee  on  Criminal  Procedures. 

In  another  matter,  I wish  to  apprise  the  So- 
ciety of  the  increased  activity  of  the  State  Com- 
mittee on  Peer  Review.  It  has  been  evident  durine 
the  year  that  peer  review  matters,  including  PSRO. 
have  absorbed  much  of  the  time  and  energy  of  the 
committee  and  the  executive  staff.  The  expansion 
of  these  activities  can  be  discerned  in  the  number 
of  cases  submitted  for  review  by  physicians,  third 
parties,  and  the  public. 

On  another  front,  the  Committee  on  Continuing 
Medical  Education  has  worked  zealously  on  its  own 
and  in  cooperation  with  the  American  Medical 
Association  to  initiate  an  accreditation  program  in 
continuing  medical  education.  This  innovative  plan 
was  ratified  by  the  House  of  Delegates  at  its  March 
meeting,  and  we  expect  that  this  significant  step 
in  continuing  medical  education  will  add  a new 
dimension  to  the  Society’s  work. 

I could  not  in  good  conscience  overlook  the  work 
of  other  committees  of  the  Society: 

The  Publications  Committee,  which  supervises  the 
monthly  publication  of  the  Rhode  Island  Medical 


Journal;  our  Alcoholism  Committee  which  has 
forcibly  penetrated  the  community  conscience  to 
improve  the  detoxification  facilities  in  Rhode  Is- 
land. We  congratulate  the  committee  for  its  un- 
tiring efforts  in  attempting  to  give  the  victims  of 
alcoholism  better  treatment  facilities. 

Praise  should  be  heaped  upon  the  members  of 
the  Delivery  of  Medical  Care  Committee  for  their 
vigilance  in  reviewing  the  Governor’s  Health  Fi- 
nance bill.  Many  other  committees  have  served  the 
Society  well,  and  without  the  fine  volunteer  co- 
operation and  dedication  of  so  many  members,  the 
Society  would  not  enjoy  its  current  vitality.  Al- 
though there  are  many  difficult  tasks  ahead,  I am 
confident  that,  under  Dr.  Xathan  Chaset’s  leader- 
ship and  with  the  assistance  of  our  capable  execu- 
tive staff,  we  shall  meet  the  challenges  of  the 
future. 

In  order  better  to  meet  these  new  challenges  I 
am  proposing  the  establishment  of  a special  Long- 
Range  Planning  Committee  for  the  Rhode  Island 
Medical  Society  which  would  be  charged  with  the 
responsibility  of  reviewing  the  present  purposes, 
functions,  and  activities  of  the  Society  in  order  to 
determine  their  current  relevance  and  to  consider 
ways  in  which  these  purposes,  functions,  and  activ- 
ities may  be  changed  and  modified  in  order  better 
to  serve  the  physicians  and  patients  of  the  state. 

If  this  committee  is  to  perform  a real  service  for 
the  Society,  it  must  have  broad  scope  in  reviewing 
its  purposes,  functions,  and  activities  and  should 
have  a free  hand  to  investigate  and  review  all  as- 
pects of  the  Society's  operations.  Without  intend- 
ing to  limit  the  scope  of  the  committee’s  charge, 
some  of  the  specific  questions  which  might  be  asked 
are  the  following- 

1 ) Do  the  present  committees  of  the  Society 
relate  to  current  problems  facing  physicians,  or 
should  some  of  the  committees  be  phased  out.  new 
committees  be  formed,  and  purposes  of  other  com- 
mittees be  revised  and  brought  up  to  date? 

2)  Our  medical  library  over  the  years  has  per- 
formed a needed  service  to  our  members  and  the 
public.  The  library  has  a fine  collection  of  rare 
books  and  is  a facility  of  which  we  can  all  be  proud. 
To  continue  this  service  and  keep  up  with  present 
day  demands  will  require  additional  funds.  Does 
the  Medical  Library  serve  a substantial  number  of 
the  membership  so  as  to  justify  the  dollars  ex- 
pended to  maintain  it?  Or,  would  the  library  money 
be  better  spent  in  some  other  way,  such  as  a con- 
solidation with  the  Medical  Library  at  the  new 
Brown  Medical  School? 
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3)  Is  the  Society  adequately  facing  up  to  the 
rapidly  accelerating  problems  in  the  area  of  mal- 
practice and  informed  consent,  and  malpractice 
insurance? 

4)  What  can  we  do  to  attract  the  interest  and 
participation  of  our  younger  and  newer  members? 

These  are  a few  of  the  kinds  of  questions  that 
the  Long-Range  Planning  Committee  might  ask.  I 
don’t  know  what  the  answers  will  be;  I do  believe 
that  they  should  be  asked.  This  is  not  to  say  that 
the  Rhode  Island  Medical  Society  has  not  or  is  not 
doing  the  job  the  way  it  should,  but  any  organiza- 
tion periodically  is  bound  to  become  out-of-date 
and  see  its  effectiveness  diminished.  Any  truly  viable 
organization  must  take  a good  in-depth  look  at  it- 
self occasionally.  I believe  that  this  meeting  may 
mark  a suitable  occasion  to  initiate  that  look  and 
determine  our  current  relevance. 

Having  reviewed  the  purposes,  functions,  and  ac- 
tivities of  the  Society,  and  having  arrived  at  recom- 
mendations with  regard  to  what  the  Society  should 
be  doing  to  be  most  effective  today,  the  committee 
should  then  examine  its  organizational  structure 
and  determine  whether  or  not  it  is  adequately  suited 
to  carry  out  those  recommendations.  This  inquiry 
should  relate  to  both  the  professional  staff  and  to 
the  volunteer,  officer,  and  committee  structure. 

Finally,  the  committee  should  review  the  financial 
position  of  the  Society  and  determine  whether  the 
current  income  is  adequate  to  support  the  Society’s 
activities.  The  Long-Range  Planning  Committee 
should  prepare  a five-year  projected  budget  for 
the  Society.  Adequate  staff  personnel  should  be 
contemplated  to  carry  out  these  activities,  bearing 
in  mind  that  the  physician  must  rely  upon  the  pro- 
fessional staff  to  accomplish  a great  deal  of  what 
the  Society  has  to  do. 

The  volunteer  physicians  who  are  donating  their 
time  should  be  involved  in  general  policy  decisions 
and  direct  the  activities  of  the  committees,  but  they 
should  not  be  expected  to  put  in  exhorbitant 
amounts  of  time  with  no  pay  to  do  the  administra- 
tive and  back-up  wTork  that  is  necessary  to  make 
these  committees  effective.  Adequate  staff  should 
be  provided  for  this  purpose,  and  in  this  connec- 
tion the  Long-Range  Planning  Committee  should 
keep  in  mind  that  professional  staff  are  human 
beings,  and  should  not  be  expected  to  work  seven 
days  and  seven  nights  a week  in  order  to  keep  up 
with  the  work  load.  Enough  staff  should  be  pro- 
vided so  that  the  work  can  be  done  during  reason- 
able work  hours  with  reasonable  demands  on  the 
staff  for  evening  and  weekend  time.  Having  deter- 


mined the  cost,  the  committee  should  look  at  the 
sources  of  revenue,  the  principal  one  being  dues, 
to  provide  the  income  necessary  to  adequately  fi- 
nance the  Society’s  operations.  At  this  point  there 
may  have  to  be  another  look  at  the  earlier  recom- 
mendations, and  some  compromises  made  between 
what  the  Society  can  do  and  what  it  will  cost. 

I have  discussed  this  idea  with  your  incoming 
President,  Ur.  Nathan  Chaset,  and  he  concurs  with 
its  rationale.  When  thinking  about  the  makeup  of 
this  important  committee  and  the  changes  which 
may  result  because  of  it,  I am  reminded  of  what 
the  noted  philosopher  and  historian,  Will  Durant, 
said:  ‘‘So  the  conservative  who  resist  change  is  as 
valuable  as  the  radical  who  proposes  it  — perhaps 
as  much  more  valuable  as  roots  are  more  vital  than 
grafts.  It  is  good  that  new  ideas  should  be  heard, 
for  the  sake  of  the  few  that  can  be  used;  but  it  is 
also  good  that  new  ideas  should  be  compelled  to 
go  through  the  mill  of  objection,  opposition,  and 
contumely;  this  is  the  trial  heat  which  innovations 
must  survive  before  being  allowed  to  enter  the 
human  race.  It  is  good  that  the  old  should  resist 
the  young,  and  that  the  young  should  prod  the 
old;  out  of  this  tension,  as  out  of  the  strife  of  the 
seres  and  the  classes,  comes  a creative  tensile 
strength,  a stimulated  development,  a secret  and 
basic  unity  and  movement  of  the  whole.”  With 
these  eloquent  words  in  mind,  I believe  that  the 
makeup  of  the  Long-Range  Planning  Committee 
should  be  given  careful  thought  and  consideration  in 
order  to  take  into  account  the  many  diverse  points 
of  view  and  interests  of  physicians  throughout  the 
state.  It  should  be  balanced  between  old-timers  who 
can  give  historical  perspective  and  young  men  with 
enthusiasm  who  want  to  take  cff  in  new  directions; 
between  conservatives  and  liberals;  between  the 
Providence  establishment  and  those  in  outlying 
areas:  between  hospital  staff  men  and  officer  prac- 
titioners: between  academicians  and  practicing 
physicians;  between  the  various  specialty  groups 
such  as  surgeons,  obstetricians,  pediatricians,  gen- 
eral practitioners,  and  others. 

There  should  be  on  the  committee  a couple  of 
physicians  who  are  good  administrators  and  prac- 
tical businessmen.  The  committee  should  have  an 
overall  middle-of-the  road  complexion  so  that  it 
will  objectively  investigate  and  consider  all  these 
matters,  but  at  the  same  time  not  go  off  on  any  wild 
tangents.  It  must  be  made  up  of  physicians  who 
are  respected  within  the  profession  and  who  have 
the  diplomatic  ability  to  sell  their  conclusions  to 
(Concluded  on  page  173) 
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Medical  Care  Cost  Myths  Are  Punctured, 
But  Problems  Are  Real  And  All  Groups 
Must  Cooperate 


By  Thomas  F.  Head,  M.D. 


•‘Now  is  the  winter  of  our  discontent” 

Shakespeare.  King  Richard  III 

“This  is  not  the  winter  of  our  discontent” 

President  John  F.  Kennedy 

For  the  average  American  today,  unfortunately, 
the  words  of  King  Richard  ironically  ring  more 
nearly  true  than  those  of  the  late  President.  This 
manifests  itself  particularly  when  one  considers 
any  poll  today  which  demonstrates  the  alarming 
degree  to  which  the  citizens  have  lost  confidence  in 
their  government. 

Now  is  the  winter  of  our  discontent  brought 
about  by:  Loss  of  faith  in  our  political  represen- 
tatives, loss  of  faith  in  our  political  processes,  in- 
flation crisis,  transportation  crisis,  energy  crisis, 
population  crisis,  pollution  crisis,  food  crisis,  polit- 
ical crisis,  and  health  care  crisis. 

Now  is  the  winter  of  our  discontent  resulting 
from  a loss  of  individual,  societal,  and  political  re- 
sponsibility, and  indeed  morality.  But  no  less  it 
has  resulted  from  the  hyperbole  and  self-serving 
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editorializing  of  the  media.  Nowhere,  unfortunately, 
has  the  deleterious  interaction  of  the  self-serving 
politician  and  the  media  been  more  manifest  than 
in  its  attempted  effect  upon  medical  care.  It  is 
axiomatic  that  the  scare  headlines  written  to  sell 
newspapers,  or  the  Specials  produced  by  TV  for 
the  purpose  of  increasing  their  ratings,  cannot  re- 
sult in  producing  a knowledgeable  public  capable 
of  making  intelligent  decisions.  Unfortunately,  these 
same  sources  appear  equally  incapable  of  present- 
ing a balanced,  reasonable  approach  to  problems 
facing  our  society.  This  is  particularly  true  in  mat- 
ters of  medical  care.  Most  particularly  is  this  true 
when  there  is  frequently  no  relationship  between 
the  headlines  and  the  facts  contained  in  the  body — 
more  frequently  the  tail  — of  the  article.  As  phy- 
sicians, we  have  uniquely  been  exposed  to  this 
phenomenon  over  the  years  in  the  local  press.  We 
have  seen  it  on  the  national  level  with  the  recent 
NBC  TV  Special  titled:  “What  Price  Health?” 

“It  was  the  best  of  times,  it  was  the  worst  of 
times” 

Dickens.  “A  Tale  of  Two  Cities” 

For  physicians  these  are  the  best  of  times,  for 
at  no  time  in  recorded  history  have  we  been  able 
to  do  so  much  to  alleviate  the  sufferings  of  man- 
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kind.  These  are  the  worst  of  times,  for  we  are  far 
too  often  at  the  mercy  of  malpractice  suits  insti- 
tuted because  of  the  contingency  fee  involved.  We 
are  at  the  mercy  of  a Cost  of  Living  Council  which 
allows  a miniscule  increase  in  physicians’  fees  while 
ignoring  the  markedly  increased  cost  of  malprac- 
tice insurance,  telephone  service,  cost  of  drugs, 
office  supplies,  office  help,  office  space,  electricity, 
instruments,  and  sundry  other  items  necessary  for 
delivering  quality  medical  care.  We  are  at  the 
mercy  of  those  self-serving  politicians  and  members 
of  the  media  whose  prime  purpose  is  political  or 
self-glorification.  These  are  the  best  of  times,  how- 
ever, for  in  survey  after  survey  the  medical  pro- 
fession continues  to  remain  first  in  respect  accorded 
to  it  by  the  public. 

To  cover  in  depth  the  problems  facing  the  public 
in  regard  to  medical  care  in  these  United  States 
today  is  not  only  beyond  the  scope  of  this  address 
but  would  also  impose  unfair  burden  upon  the 
auditory  faculties  of  those  gathered  here  tonight. 
Therefore,  we  shall  limit  ourselves  to  a brief  con- 
sideration of  the  following: 

I.  The  Health  Care  Crisis 

II.  Availability  of  Medical  Care 

III.  The  Cost  of  Health  Care 

“Let’s  look  at  the  record” 

A1  Smith.  Campaign  Speech  1928. 

I.  THE  HEALTH  CARE  CRISIS 

The  American  people  have  been  bombarded  with 
the  rhetoric  of  “crisis.”  It  would  appear  that  we 
no  longer  have  “problems”  only  crises.”  The  dis- 
tinction is  that  problems  can  be  solved  by  the 
utilization  of  existing  facilities  within  the  tradi- 
tional framework  of  our  society.  To  meet  a crisis, 
however,  requires  a total  overhaul  of  existing  in- 
stitutions with  a “redistribution”  of  wealth  and 
more  importantly  power. 

Professor  Nisbet,  referring  to  those  who  see  in 
all  our  difficulties  major  crises,  who  see  government 
intervention  and  the  expenditure  of  huge  sums  of 
money  as  the  only  answer  to  our  problems,  says: 
“As  brilliance,  rather  than  profundity  of  knowledge, 
is  the  style  of  the  intellectual,  so  a high  sensitivity 
to  the  existence  of  ‘crises’  is  the  hallmark  of  his 
thought.  Among  modern  intellectuals,  further,  there 
is  a frequently  observed  fondness  for  the  uses  of 
power,  especially  centralized  bureaucratized  power 
in  service  of  large-scale  moral  objectives.”  Such  a 
crisis  mentality  is  curious  to  the  perceptive  obser- 
ver, for  experience  has  demonstrated  that  such  a 
radical  alteration  frequently  of  itself  engenders 


problems  that  then  persist,  seldom  solves  the  al- 
ready existing  problems,  thus  increasing  the  per- 
plexities remaining  for  solution. 

Here  in  the  United  States  we  have  the  perfect 
example  of  such  a philosophy  and  its  subsequent 
effects  in  the  Medicare  Act.  This  act,  poorly  thought 
out,  poorly  planned,  and  poorly  implemented  in  re- 
sponse to  the  “crisis”  of  the  need  for  medical  care 
for  the  aged  has  not  only  failed  to  achieve  its 
objectives  but  has  engendered  new  problems,  not 
only  for  the  aged  but  for  all  those  seeking  medical 
care. 

This  act  was  hailed  by  its  political  sponsors  as  a 
panacea  for  the  admittedly  existing  problem  of 
medical  care  for  the  aged,  one  must  worthy  and 
deserving  of  solution.  The  problem  is  one  in  no 
small  part  brought  about  by  inflation.  Inflation  in 
turn  was  worsened  by  governmental  failure  to 
meet  its  responsibilities.  Then  came  massive  inter- 
vention in  a belated  attempt  to  control  the  prob- 
lem which  it  had  created  with  subsequent  worsen- 
ing of  inflation  due  to  this  intervention.  Meanwhile 
the  professional  hucksters  of  this  country  raised  a 
great  hue  and  cry  as  to  how  these  needs  would 
gloriously  be  solved. 

Under  the  provisions  of  this  act  a millionaire  is 
entitled  to  the  same  benefits  as  any  elderly  victim 
without  consideration  of  ability  to  pay.  The  spon- 
sors put  in  a requirement  of  three  days  of  hospital- 
ization prior  to  transfer  to  another  facility.  The 
subsequent  overload  of  patients  remaining  in  a 
hospital  far  beyond  this  obligatory  three  days  — 
as  a result  of  an  easily  forseeable  lack  of  beds  in 
these  facilities  — then  created  a bed  problem  for 
hospitals  and  increased  the  cost  of  this  basic  pro- 
gram. The  natural  history  of  this  development  was 
foreordained  — further  intervention  with  the  build- 
ing of  additional  beds  to  meet  this  lack.  This  fur- 
ther, though  indirectly,  significantly  increased  the 
cost  of  this  progarm  • — - which  had  already  been 
undersetimated  by  the  bureaucracy  though  ade- 
quately forwarned  by  the  physicians  of  this  coun- 
try — to  the  point  where  this  same  self-serving 
bureaucracy  then  engaged  in  what  we  now  know  as 
the  “Federal  Register  Game”  and  retroactive  denial 
of  benefits  to  patients  harmful  not  primarily  to 
physicians  but  to  patients  and  their  families.  The 
sum  total  is  that  medical  care  costs  have  been  in- 
creased to  all,  the  needs  of  the  elderly  have  not 
been  met,  the  cost  of  the  program  has  been  astro- 
nomical, while  many  of  the  desirable  objectives  of 
this  program  remain  unmet. 

(Continued  on  next  page) 
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Much  has  been  written  about  comparative  mor- 
tality figures,  infant  mortality  rates,  and  their 
significance.  Rather  than  to  engage  in  a discussion 
of  these  matters.  I would  refer  those  sincerely  in- 
terested in  evaluating  them  to  Harry  Schwartz’ 
“The  Case  for  American  Medicine.”  I wish,  how- 
ever, to  take  this  opportunity  to  point  out  to  the 
uninitiated  that  there  are  many  factors  — educa- 
tion, sanitation,  economic  status,  housing,  to  men- 
tion a few  which  physicians  are  unable  to  control 
— which  play  an  integral  part  in  the  problems 
facing  us  today. 

I would  further  submit  that  the  politicians,  Re- 
publicans and  Democrats  alike,  are  misreading  the 
feelings  of  the  public.  In  a Harris  poll  instituted  by 
the  United  States  Senate,  Health  Care  was  fifteenth 
of  sixteen  in  the  list  of  “What  are  our  biggest 
problems?”  What  was  particularly  significant  in 
this  poll  was  that  the  majority  felt  that  “What 
you  think  doesn't  count  any  more”  and  that  “People 
running  the  country  don’t  really  care  what  happens 
to  you.”  In  answer  to  the  question  “Who  do  you 
trust?”  the  medical  profession  was  first,  as  it  had 
been  in  surveys  conducted  in  1966  and  1972.  In 
United  States  Congressman  Robert  O.  Tiernan’s 
survey  inadequate  health  care  came  fifth  on  the 
level  of  eight  considerations. 

The  paragraph  in  the  Newsweek  article  analyzing 
the  importance  of  this  survey  that  particularly 
brings  terror  to  me  is  I believe  worthy  of  being 
quoted  at  length: 

“The  crisis  of  confidence  is  clear  — but  the 
people  and  their  leaders  view  it  differently.  While 
70  per  cent  of  the  public  said  that  ‘corrupt  politi- 
cians’ are  a real  problem  for  most  citizens,  no  more 
than  49  per  cent  of  local  and  state  officials  shared 
that  opinion.  While  61  per  cent  of  the  public  feel 
that  the  ‘inability  of  government  to  solve  problems' 
is  a high  priority  conern,  only  37  per  cent  of  the 
leaders  gave  it  that  importance.  More  important, 
no  more  than  a third  of  the  public  agreed  that 
public  officials  ‘really  care  about  people’  - — while 
a majority  of  leaders  said  they  do.” 

The  reason  that  this  strikes  terror  in  my  heart 
is  twofold: 

1.  Such  shattering  proof  of  a broad  loss  of  con- 
fidence and  the  growing  discontent  evoke  serious 
concern  for  the  future  of  the  American  form  of 
government. 

2.  The  specter  that  politicians,  once  they  grasp 
the  seriousness  of  this  overwhelming  indictment, 
will  in  their  headlong  rush  to  achieve  “respectabil- 
ity” in  the  mind  of  the  public  (which  most  do 


deserve)  rush  the  entire  nation  once  again  pell-mell 
into  poor  legislation. 

II.  THE  AVAILABILITY  OF  MEDICAL  CARE 

This  may  be  further  broken  down  into: 

1 . Emergency  Care 

2.  Maldistribution  of  Physicians 

3.  Entry  to  Medical  Care 

EMERGENCY  CARE 

Any  survey  of  the  patients  entering  an  emergency 
room  for  care  will  reveal  that  the  great  majority 
of  such  traffic  does  not  represent  true  emergency 
care.  This  figure  when  analyzed  in  the  light  of 
phone  calls  received  by  physicians  in  private  prac- 
tice between  the  hours  of  6 and  8 p.m.  would  rise 
to  nearly  ninety  per  cent.  Analyses  of  the  origin 
of  this  emergency  room  population  would  further 
reveal  that  a very  great  number  of  such  people 
either  have  never  established  a relationship  with  a 
primary  care  provider  or  had  not  been  in  contact 
with  such  a provider  in  a period  of  years. 

The  presence  of  innumerable  physicians  in  a 
gathering  such  as  this  made  bulky  by  the  presence 
of  “beepers”  on  their  belts  show  that  physicians 
do  care  about  the  availability  of  emergency  care. 
The  advertisement  in  the  Yellow  Pages  for  the 
Medical  Bureau  Answering  Service  sponsored  by 
the  Providence  Medical  Association  inviting  people 
in  an  emergency  to  call  the  Medical  Bureau  fur- 
ther demonstrates  the  concern  of  physicians  and 
their  Medical  Association  for  providing  such  care. 

MALDISTRIBUTION  OF  PHYSICIANS 

The  term  maldistribution  of  physicians  may  have 
reference  to  either  that  of  geography  or  of  special- 
ization. Such  alleged  maldistribution  has  been  used 
to  explain  problems  both  in  access  to  emergency 
care  and  in  entry  to  medical  care  at  the  proper 
level.  It  has  been  suggested,  again  by  the  health 
planners,  that  this  is  another  of  those  problems  that 
only  government  can  solve  — that,  for  instance, 
geographic  areas  be  established  and  physicians  be 
assigned  to  these  areas.  It  has  been  further  sug- 
gested that  this  be  done  additionally  by  specialty. 
Thus  a specialist  in  X specialty  would,  upon  com- 
pletion of  his  training,  be  assigned  to  the  least 
attractive  geographic  area  and  as  openisgs  arise  in 
more  attractive  areas  he  would  then  be  assigned  on 
the  basis  of  seniority.  To  the  discerning  individual 
this  probably  sums  up  the  lack  of  profundity  men- 
tioned by  Professor  Nisbet  of  many  of  those  en- 
gaged in  health  planning.  Literally,  the  mind  is 
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boggled  by  considering  such  a bureaucratic  maze 
and  its  potential  for  mass  chaos.  Yet  such  has  been 
seriously  proposed.  One  merely  has  to  consider  the 
perfect  Socialist  state  of  Russia  where  the  distribu- 
tion of  physicians  is  absolutely  controlled  by  the 
Government  — and  yet  for  rural  areas  they  are 
unable  to  provide  any  valid  figures  for  comparison 
between  the  number  of  physicians  in  relation  to 
population. 

ENTRY  TO  MEDICAL  CARE 

Often  the  availability  of  emergency  care  and 
means  of  entry  of  entry  to  obtain  medical  care 
(access)  are  confused.  As  regards  entry,  those  per- 
sons who  have  already  availed  themselves  of  a 
provider  of  primary  medical  care  will  find  them- 
selves better  able  to  obtain  entry  to  medical  care 
at  the  proper  level.  This,  however,  leaves  those  who 
have  not  done  so,  or  who  are  new  in  the  commun- 
ity, at  a marked  disadvantage.  It  is  to  this  group 
that  we  must  offer  an  easier  road  of  entry  than  is 
sometimes  presently  available.  Tonight  I would 
suggest  to  those  following  me  in  office  in  the  Provi- 
dence Medical  Association  that  special  consideration 
be  given  to  improved  utilization  of  the  Medical 
Bureau  Answering  Service  or  the  facilities  of  the 
Association  itself  to  help  solve  this  problem. 

III.  COST  OF  HEALTH  CARE 

Over  the  course  of  the  years  millions  of  words 
have  been  devoted  by  the  media  in  an  attempt  to 
determine  responsibility  for  increased  cost  of  health 
care.  This  preoccupation  of  the  press  is  again  a 
phenomenon  of  which  we  physicians  in  Rhode  Is- 
land are  uniquely  aware.  Certain  myths,  certain 
favorite  themes  have  been  developed  which  , as  in 
ancient  Greek  and  Roman  mythology,  have  been 
accepted  as  fact  — not  challenged  — not  subjected 
to  critical  analysis. 

Before  going  on  to  consider  this  question,  how- 
ever, I wish  to  draw  some  distinctions: 

The  term  health  care  costs  embraces  all  direct 
and  indirect  costs. 

Personal  health  care  costs  are  the  above  minus 
(ostensibly)  the  cost  of  research,  construction,  and 
training  (but  including  much  indirect  expenditure 
for  education  and  training  within  the  hospitals,  and 
also  for  eyeglasses,  appliances,  and  a host  of  other 
factors). 

Physicians’  services  costs  involve  those  funds 
spent  for  care  provided  by  private  physicians  and 
surgeons  (M.D.)  and  doctors  of  osteopathy. 

MYTH  NO.  1 

The  Cost  of  Medical  Care 

Once  one  distinguishes  between  the  aggregate 


cost  of  Health  Care  and  that  component  which 
should  be  properly  labled  Medical  (physician) 
Care,  certain  facts  on  the  record  become  of  prime 
importance. 

1.  The  total  expended  for  health  care  in  Rhode 
Island  was  $438.37  per  capita  — 16  per  cent 
higher  than  for  the  United  States. 

2.  The  per  capita  expenditure  for  personal 
health  was  $417.98  — 19  per  cent  higher  than  the 
figure  for  the  United  States. 

3.  Physicians’  services  represent  14.6  per  cent 
of  the  total  expended  on  health  care  in  Rhode 
Island.  This  represents  only  2.3  per  cent  more  than 
is  expended  on  drugs  in  the  state  of  Rhode  Island, 
which  includes  proprietary  medicines  and  first  aid 
products.  Importantly,  this  fits  in  with  national 
analyses  which  range  ifrom  12-18  per  cent. 

BUT 

4.  ‘‘The  data  indicate  that  Rhode  Island  direct 
per  capita  consumer  payments  are  greater  than  the 
United  States  average  in  all  categories  except  (pri- 
vate) physicians’  services.” 

5.  In  addition  the  average  cost  of  out-of-pocket 
expenditures  for  physicians’  services  per  capita  of 
population  in  Rhode  Island  is  $25.11,  while  in  the 
United  States  at  large  it  is  31.68  dollars. 

CONCLUSION 

The  per  capita  amount  expended  for  health  care 
in  Rhode  Island  is  16  per  cent  higher  than  the 
average  in  the  United  States.  The  per  capita  expen- 
diture for  personal  health  care  is  19  per  cent  higher 
than  the  United  States  figure.  The  average  out-of- 
pocket  expenditure  per  capita  of  population  for  his- 
pital  services  is  $4.75  per  capita  higher  than  that 
for  the  United  States  at  large.  THE  AVERAGE 
PER  CAPITA  OUT-OF-POCKET  EXPENDI- 
TURE FOR  PHYSICIANS’  SERVICES  IN  THE 
STATE  OF  RHODE  ISLAND  IS  $6.57  LESS 
THAN  FOR  THE  UNITED  STATES  AT 
LARGE.  We  shall  demonstrate  later  the  contribu- 
tions of  physicians  through  participation  in  the 
Blue  Shield  program  to  controlling  health  care 
costs,  but  let  us  now  point  out  another  contribution. 
Private  physicians  are  reimbursed  less  for  seeing 
Welfare  patients  in  their  private  offices  than  are 
some  of  the  Health  Centers  — already  the  recipi- 
ents of  massive  Federal  funds. 

MYTH  NO.  2 

Increases  in  costs  of  physicians’  services,  espe- 
cially since  the  institution  of  the  Medicare  Act,  are 
responsible  for  the  increased  cost  in  Health  Care. 

The  above  commonly  accepted  statement  is  one 
(Continued  on  next  page) 
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that  has  been  used  for  a variety  of  purposes,  among 
others:  to  foist  the  blame  for  the  increase  in  cost 
of  health  care  upon  physicians  — to  attribute  to 
physicians  the  astronomical  increase  in  the  cost  of 
the  Medicare  program  — to  justify  the  discrimin- 
atory ruling  of  the  Cost  of  Labor  Council  in  grant- 
ing a 2.5  per  cent  increase  in  fees  to  private  prac- 
ticing physicians  while  simultaneously  allowing  in- 
stitutional providers  of  care  a 5.5  per  cent  increase 
in  fees. 

BUT 

1.  Evaluation  of  the  increased  fees  of  physi- 
cians' sendees  in  comparison  to  the  sendee  in- 
dustries’ increased  fees  both  prior  and  subsequent  to 
the  institution  of  Medicare  will  show  that  these 
were  parallel  (actually  lower  in  the  case  of  phy- 
sicians’ fees). 

2.  The  increase  in  fees  for  usual,  customary, 
and  reasonable  (UCR)  in  Rhode  Island  Blue  Shield 
this  past  year  was  approximately  ONE  PER 
CENT. 

3.  This  was  the  first  change  of  fees  since  the  in- 
stitution of  Plan  100  by  Rhode  Island  Blue  Shield. 

4.  The  fees  allowed  Rhode  Island  Blue  Shield 
under  the  UCR  System  in  Plan  100  are  at  least 
two  years  behind  the  actual  usual,  customary,  and 
reasonable  charges  in  this  area,  as  a result  of  rul- 
ings by  the  State  Director  of  Business  Regulation 
and  the  Federal  Cost  of  Living  Council. 

5.  As  a result  of  this  policy,  the  fees  allowed 
for  physicians  in  practice  for  five  or  ten  years  may 
well  be  less  than  those  of  someone  starting  in 
practice  today. 

6.  The  prime  factor  responsible  for  the  in- 
creased expenditures  incurred  since  the  institution 
of  the  Medicare  Act  is  increased  inflation  (47  per 
cent  according  to  Dr.  Charles  A.  Edwards  of 
HEW). 

7.  The  impact  of  the  Medicare  Act  itself  has 
directly  and  indirectly  increased  the  cost  of  health 
care. 

MYTH  NO.  3 

Physicians  arc  responsible  for  the  increased  cost 
of  hospitalization. 

This  myth,  once  accepted,  is  then  used  as  a basis 
for  proposed  laws  altering  the  delivery  of  medical 
care.  How  many  times  have  wre  heard  that  there  is 
an  interlocking  directorate  between  physicians  and 
hospitals  (controlled  by  physicians)  which  is  re- 
sponsible for  increased  costs?  Included  in  this  myth 
should  also  be  the  effect  exerted  by  a greater  num- 
ber of  physicians  than  "consumers”  on  the  Board 
of  Blue  Shield.  Again,  let  us  look  at  the  record. 


1.  The  largest  single  factor  in  any  cost  analysis 
of  health  care  is  the  hospital  factor. 

BUT 

2.  In  the  Providence  medical  community  (19- 
72),  there  were  144  members  of  Boards  of  Trustees 
of  hospitals  in  this  area.  Of  these,  eight  or  five 
per  cent,  are  physicians. 

NOW 

It  is  inconceivable  that  five  per  cent  of  the  mem- 
bership of  the  Boards  of  Trustees  in  this  commun- 
ity can  control  and  direct  the  remaining  95  per 
cent  of  intelligent  sincere  men.  Further,  in  any 
analysis  of  the  demonstrated  increased  costs  in  this 
segment  the  factor  of  inflation  must  be  considered. 
Finally,  we  must  consider  the  increased  cost  brought 
about  by  the  impact  of  a poorly  written  law  (the 
Medicare  Act). 

Parenthetically,  I must  inject  that  this  is  meant 
neither  to  detract  from  or  to  deride  the  efforts  of 
those  innumerable  conscientious  men  who  give  so 
willingly  of  their  time  and  talents  to  see  that  medi- 
cal needs  are  met.  or  is  this  to  be  construed  as 
implying  that  these  talents  are  not  needed  — they 
most  desperately  are  needed!!!  It  is  to  suggest, 
however,  that  greater  involvement  of  physicians 
with  their  unique  expertise  is  needed  in  order  to 
achieve  that  goal  for  which  we  all  equally  strive  — 
high  quality  medical  care  at  reasonable  cost. 

The  second  part  of  this  myth  has  to  do  with  the 
impact  by  physicians  on  the  cost  of  the  delivery  of 
health  care  as  a result  of  12  members  out  of  a 
total  of  21  members  of  the  Board  of  Blue  Shield 
being  physicians.  While  this  numerical  majority  is 
not  in  question,  the  impact  of  it  however,  upon  the 
cost  of  medical  care  is  distorted  and  greatly  exag- 
gerated. 

First.  At  no  time  have  I seen  a vote  cast  at  these 
meetings  on  a physician  — consumer  basis. 

Second.  The  participation  of  physicians  in  the 
state  of  Rhode  Island  in  Blue  Shield  has  saved  the 
consumer  millions  of  dollars.  This  is  a result  of  a 
number  of  facts: 

a.  By  participating  the  physician  accepts  under 
both  plans  A and  B fees  which  are  archaic,  inade- 
quate. and  outmoded.  This  is  unfair  in  particular 
to  the  patient. 

b.  By  participating  in  Blue  Shield,  even  in  Plan 
100.  physicians  are  accepting  fees  at  least  two 
years  in  arrears  of  the  actual  usual,  customary,  and 
teasonable  fees  charged. 

c.  By  participating  in  Blue  Shield  the  physicians 
have  contributed  to  the  remarkably  low  overhead 
of  which  these  plans  justly  boast.  If  instead  of 
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mailing  out  two  checks  to  over  one  thousand  phy- 
sicians a month  each  individual  procedure  was  re- 
imbursed to  the  recipient  of  these  services,  the 
overhead  costs  would  be  increased  astronomically 
(in  the  costs  of  processing  and  mailing  alone). 

Third.  As  a physician  member  of  the  Board  of 
Blue  Shield,  I feel  that  I and  the  other  physician 
members  are  actually  conscious  of  the  consumer 
for  we,  too,  are  consumers  (a  fact  often  lost  sign 
of). 

THE  RHODE  ISLAND  MEDICAL  SOCIETY 
BLUE  CROSS-BLUE  SHIELD  MEMBERSHIP 
COST  IS  THE  HIGHEST  OF  ANY  GROUP 
PARTICIPATING  AS  SUCH  IN  BLUE  CROSS- 
BLUE SHIELD. 

Fourth.  The  Blue  Shield  component  of  the  Blue 
Cross-Blue  Shield  premium  represents  an  average 
of  about  25-30  per  cent  of  the  total  premium. 

Fifth.  The  Providence  Medical  Association,  the 
Rhode  Island  Medical  Society,  and  the  physician 
members  of  the  Board  of  Blue  Shield  are  on  record 
with  both  the  board  of  Blue  Shield  and  the  Gov- 
ernor’s Task  Force  on  Health  Insurance  as  to  the 
urgent  need  for  some  mechanism  for  the  continu- 
ation of  health  coverage  for  that  hapless  individual 
(and  his  family)  who  is  laid  off  from  his  job  to  the 
vagaries  of  the  economic  system  as  it  functions  to- 
day. 

NOW 

For  the  opposite  side  of  this  coin  consider  the 
number  of  physician  representatives  on  various 
other  commissions  and  boards  that  have  an  impor- 
tant impact  upon  the  cost  of  health  care. 

1.  On  the  Blue  Cross  Board  of  Directors  3 o.f 
19  members  are  physicians. 

2.  In  1972  there  were  according  to  the  Gover- 
nor’s office  five  state  commissions  dealing  with 
medical  care.  Of  62  members  of  these  commissions 
six  or  less  than  10  per  cent  were  physicians. 

3.  Of  38  members  of  the  Health  Planning 
Council  of  Rhode  Island  four  or  slightly  more  than 
10  per  cent  are  phycisians.  On  this  council’s  Execu- 
tive Committee  there  are  14  members,  of  whom  two 
are  physicians. 

4.  Of  17  members  of  the  combined  Health  Serv- 
ice Council  and  Hospital  Advisory  Council  of  the 
State  of  Rhode  Island  3 are  physicians. 

Additionally,  there  are  many  other  factors  wTiich 
result  in  increased  cost  of  Health  Care  in  the 
aggregate.  To  discuss  each  of  them  would  be  im- 
possible. As  an  example  of  one  with  a substantial 
impact  upon  the  cost  of  health  care,  however,  let 
us  consider  the  cost  of  medical  education. 


1.  According  to  nationwide  surveys  as  well  as 
those  by  the  Department  of  Social  and  Rehabilita- 
tive Services  in  Rhode  Island,  the  average  length 
of  stay  at  those  hospitals  affiliated  with  a teaching 
institution  is  overall  longer  than  that  in  other  hos- 
pitals. 

2.  The  cost  per  day  of  hospitalization  at  these 
same  institutions  is  demonstrably  higher  than  at 
those  institutions  not  so  affiliated. 

NOW 

The  Providence  Medical  Association  and  the 
Rhode  Island  Medical  Society  are  both  on  record 
as  recognizing  the  need  for  graduate  and  post  grad- 
cate  education  in  the  medical  field. 

BUT 

This  is  not  to  say  that  the  costs  incurred  there- 
from should  be  paid  for  by  the  premiums  devoted 
to  the  care  of  the  ill  and  sick  of  this  state. 

MYTH  NO.  4 
The  Illusion  of  the  H.M.O. 

Health  care  planners  accept  as  fact  that  the  tra- 
ditional small  office  (‘‘cottage  industry”)  practice 
is  the  most  inefficient  way  to  deliver  medical  care. 
If  all  doctors  were  organized  into  large  clinics,  the 
assumption  goes,  they  would  then  be  able  to  treat 
more  patients  at  lesser  cost. 

Yet  much  available  evidence  indicates  that  am- 
bulatory patient  care  is  actually  less  expensive  in 
solo  and  small-partnership  offices  than,  for  example, 
in  many  large  groups  and  especially  in  hospital 
affiliated  outpatient  departments.  These  cost  com- 
parisons are  not  the  work  of  an  organization  bi- 
ased in  favor  of  private  practice.  They  come  from 
a study  group  in  a Department  of  Health  Educa- 
tion and  Welfare  unit,  the  Community  Health 
Service.  The  cost  in  the  private  physician's  office 
and  that  in  United  States  Government  operated 
neighborhood  health  centers  and  prepaid  group 
practices  was  compared,  extraneous  factors  (such 
as  social  service  costs)  being  eliminated.  Their 
conclusions: 

Average  cost  per  patient  visit : 

Private  practice  $ 9.59 

Health  Centers  $21.16 

Group  Practice  $19.00  (average) 

Now  government  operated  neighborhood  health 
centers  and  many  Health  Maintained  Organizations 
(HMOs)  additionally  are  the  recipients  of  both 
direct  and  indirect  federal  grants  while  the  private 
physician’s  office  is  not.  We  have  further  demon- 
strated earlier  that  in  this  city  there  is  a disparity 
between  renumeration  allowed  for  a visit  to  a pri- 
( Continued  on  next  page) 


Annual  Address  of  the  President  of  the  Prov.  Medical  Association — 1974 


151 


vate  physician's  office  in  comparison  to  a visit  to 
some  of  the  health  centers. 

There  are  obviously  many  other  myths  in  regard 
to  the  cost  of  Medical  Care  which  could  and  should 
be  punctured.  These  are  taken  only  as  examples. 

CONCLUSION 

Now  this  is  not  to  say  that  all  is  perfect  in  the 
world  of  medicine,  nor  to  deny  that  there  are  prob- 
lems in  health  care  which  need  to  be  solved.  The 
art/science  of  medicine  needs  constant  improve- 
ment. These  problems,  these  weaknesses,  these  im- 
perfections are,  however,  recognized  by  its  prac- 


titioners. Physicians  are  acutely  aware  of  and  are 
actively  attempting  to  correct  these  imperfections. 
Many  of  these  problems,  however,  arise  from  outside 
the  realm  of  medicine  and  cannot  be  corrected  until 
other  social,  political,  and  economic  problems  of 
our  times  are  resolved.  The  hyperbole  of  the  media, 
the  pious  prantings  of  those  seeking  self-glorification 
will  serve  only  to  delay  the  achievement  of  this 
goal.  It  is  to  say  that  the  contributions  of  physi- 
cians to  those  things  good  in  our  society  are  vast. 
It  is  finally  to  ask  that  all  men  from  all  fields  join 
sincerely  with  us  in  seeking  this  utopia. 


Statement  On  Accepting  The  Presidency  Of  The 
Providence  Medical  Association  For  1974 


By  Peter  L.  Mathieu,  Jr.,  M.D. 


Recently  Wilbur  Mills  told  a story  on  himself 
that  has  been  making  the  rounds  of  the  health  com- 
munications media! 

“As  you  are  aware  all  politicians  are  somewhat 
presumptuous.  This  might  be  best  illustrated  by 
the  stoiy  of  the  politician  who  tried  to  push  to  the 
front  of  the  line  at  the  Pearly  Gates.  St  Peter  told 
him  in  rather  severe  tones  that  he  had  to  go  to 
the  end  of  the  line,  just  like  everyone  else.  The 
politician  took  his  place  in  line,  grumbling  and  com- 
plaining, only  to  see  a man  with  a white  coat  and 
stethoscope  walking  to  the  front  of  the  line  and 
passing  on  through  with  a wave  from  St.  Peter. 

“The  politician,  being  what  he  was,  rushed  to 
the  front  of  the  line  to  complain  about  this  obvious 
injustice.  St.  Peter  listened  patiently  and  then 
replied  in  quiet  tones  that  the  person  who  had 
passed  through  the  line  was  actually  God,  who 

PETER  L.  MATHIEU,  JR.,  M.D.,  of  Providence, 
Rhode  Island,  practicing  Pediatrician  and  Allergist. 

Presented  at  127th  Annual  Meeting  of  the  Providence 
Medical  Association  January  11,  1974  at  the  Colonial 
Hilton  Inn,  Cranston,  R.I. 


liked  to  go  down  to  earth  and  play  doctor  from 
time  to  time.” 

We  physicians  are  constantly  aware  of  the  real- 
ities of  sickness,  old  age  and  death.  It  is  impera- 
tive that  we  strive  mightily  to  communicate  this 
awareness  to  others  and  to  integrate  our  medical 
knowledge  into  the  framework  of  the  health  cor- 
porateness of  community  life.  As  physicians  we 
provde  medical  care  which  is  a needed  ingredient  in 
daily  living,  but  in  a much  broader  sense  medical 
care  is  only  one  part  of  the  total  health  corporate- 
ness for  daily  living.  God's  multitude  of  Saints  and 
Angels  render  a constantly  increasing  variety  of 
health  care  services  that  the  community  demands. 
Nurses  render  nursing  care;  social  workers  render 
social  care;  environmentalists  render  environmental 
care;  hospitals  render  housing  and  shelter  care,  and 
so  on.  These  services  lumped  together  with  medical 
care  make  up  Health  Care.  And  learned  men  like 
Wilbur  D.  Mills  are  trying  to  bridge  the  gaps  in 
the  Health  Care  System. 

While  physicians  are  ware  of  the  problems  in- 
volved in  providing  for  a total  health  care  system, 
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often  physicians  immerse  themselves  in  the  prob- 
lem of  the  individual  patient.  Now  more  than  ever 
it  has  become  a contemporary  trend  to  mount  a 
public  relations  effort  to  replace  our  individualism 
with  a relationship  to  the  world.  Wilbur  Mills  and 
other  friends  want  the  physician  to  take  the  lead 
in  bridging  the  gaps. 

Nonphysician  health  care  vendors  sometimes  have 
stressed  the  public  relations  aspects  of  patient  needs, 
resulting  in  the  creation  of  multidisciplined  pro- 
grams without  clearly  defined  goals  for  the  individ- 
ual citizen. 

So  each  of  us  does  his  part  in  a total  process  of 
destroying,  exhausting,  hoarding,  polluting,  spend- 
ing, and  wasting.  But  it  is  our  world  too.  Our  com- 
munity too.  We  physicians  must  speak  out  and  toss 
in  our  pebbles  so  that  the  quality  of  life,  which  on 
the  surface  seems  grand  for  some  and  less  so  for 
others,  will  not  wilt.  But  somehow  we  as  physicians 
must  find  a way  to  integrate  our  way  of  life  and 


service  for  the  individual  patient  with  the  other 
segments  of  the  health  care  system  and  in  such  a 
way  that  we  will  preserve  the  best  of  our  medical 
services  and  bring  to  our  fellow  citizens  in  the  com- 
munity a Health  Care  System  which  incorporates 
rather  than  destroys  the  medical  care  provided  by 
the  more  than  eight  hundred  physicians  in  greater 
metropolitan  Providence  area  and  over  thirteen 
hundred  physicians  in  the  state  of  Rhode  Island. 

Let  us  in  1974  be  responsible  for  contributing 
to  this  unity. 

I would  like  to  express  my  deepest  appreciation 
for  the  confidence  expressed  is  me  by  the  Provi- 
dence Medical  Association  in  electing  me  its  Presi- 
dent for  1974.  In  behalf  of  myself,  the  officers,  and 
the  members  of  the  Committees  of  the  Association 
I promise  that  we  shall  dedicate  ourselves  during 
this  year  to  giving  all  our  energies  to  the  best 
interests  of  the  public  and  our  profession. 


l,0> 


ALLERGIC  REACTION  INFORMATION  SOUGHT 

Again,  this  year  I am  compiling  case  reports  of  allergic  reactions  to  biting  insects,  i.e., 
mosquitoes,  fleas,  gnats,  kissing  bugs,  bedbugs,  chiggers,  black  flies,  horseflies,  sandflies,  deer- 
flies,  etc.  I am  also  interested  in  reactions  to  the  Imported  and  Southern  Fire  Ants. 

I would  like  physicians  to  supply  me  with  case  reports  of  those  patients  who  have  had  re- 
actions to  such  insects.  Include  in  your  reports,  the  type  of  reaction  and  complications,  if  any,  the 
age,  sex,  and  race  of  the  patient,  the  site  of  the  bite(s),  the  season  of  the  year,  the  imrmdiate 
symptoms,  the  skin  test  results,  desensitization  results,  if  any,  and  any  associated  other  allergies. 
Send  this  information  to  the  following  address— 

Claude  A.  Frazier,  M.D. 

4-C  Doctors'  Park 

Ashville,  N.C.  28801 


SPORTS  CONFERENCE  FUNDS  SOUGHT 


) the  January  meeting  of  the 
r.e  of  Delegates,  a $500  Society 
nntee  was  approved  for  use  by  the 
: cal  Aspects  of  Sports  Committee 
onjunction  with  this  Summer’s 
: cal  Aspects  of  Sports  Conference 
at  the  University  of  Rhode  Island. 


This  nationally  known  sports  confer- 
ence is  sponsored  jointly  by  the  Uni- 
versity of  Rhode  Island  and  the  com- 
mittee chaired  by  Dr.  A.  A.  Savastano. 
The  members  of  the  Society  are  urged 
to  contribute  to  the  support  of  this 


most  important  conference.  If  the 
$500  allocation  is  met,  there  will  be  no 
charge  for  Rhode  Island  physicians  to 
attend  the  seminars  except  for  meals. 
Will  you  kindly  fill  out  the  form  below 
and  mail  it  with  your  check  payable  to 
The  Rhode  Island  Medical  Society  to: 


(please  print  name) 


(address) 


Sports  Committee  Conference  Fund 
Rhode  Island  Medical  Society 
106  Francis  Street 
Providence,  R.  I.  02903 


L,  1974 
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Treatment  Of  Myxoid  Cyst  With  Flurandrenolone 
Tape 


Simple  IS  etc  Treatment  Appears  To  Have 
Solved  Minor  But  Stubborn  Disorder 


By  Francesco  Ronchese,  M.D. 


Renders1  calls  the  disorder  small,  benign,  and 
rare.  Surgery  is  followed  often  by  recurrences.  He 
prefers  intracystic  injection  of  hyaluronidase.  Ac- 
cording to  Kingery2  intradermal  injections  of  cor- 
ticosteroids is  the  most  satisfactory  method  of 
therapy  of  myxoid  cyst. 

Johnson,  Graham,  and  Helwig,3  discussing  the 
treatment  of  myxoid  cyst,  say  that  recurrence  after 
local  surgical  excision  is  common  and  the  amount 
of  radiation  needed  by  that  means  to  obtain  a re- 
sult is  too  high  for  safety.  Labouche  and  Lanchec4 
advocate  a cream  Creme  Percase  — Laboratoires 
Solac)  made  of  mucopolysaccaridases  and  heparin 
acting  as  an  antie  sudative  and  antiedemic.  I have 
used  it  in  4 cases  without  result. 

In  my  5 cases,  after  recurrence  following  radia- 
tion. electrocoagulation  and  Creme  Percase.  I used 
flurandrenolone  tape  (Cordran®  tape  Lilly)  for 
from  2 to  3 months.  The  result  was  excellent.  No 
recurrence  was  noticed  in  from  2 to  3 years. 

The  technique  is  simple.  A 2x2  cm  piece  of  tape 

FRANCESCO  RONCHESE.  M.D.,  of  Providence, 
Clinical  Professor  of  Dermatology,  Emeritus  Boston 
University  Medical  School. 


Fig.  2 Female,  age  59,  (left)  2-21-70  (right)  4-6-70 
No  recurrence  to  date. 
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Fig.  3 Male  age  65,  (left)  3-10-71 


Fig.  5 Female,  age  50.  Involution  of  cyst  and  of 
canaliform  nail  deformity. 


Fig.  4 
growing 


Female,  age  56,  6-30-66.  A normal  nail  re- 
without  trace  of  canaliformis  deformity. 


is  pressed  on  the  cyst.  It  is  removed  24  hours  later 
and  a steroid  cream  is  applied.  The  procedure  is 
repeated  every  24  hours. 
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TO  Y0M% 


Wherever  you  go, 
forget  your  telephone 
calls.  Well  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


April,  1974 
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Vitamin  E:  Who  Needs  It? 


III.  Or  Who  Doesn’t ?* 


By  David  K.  Melhorn,  M.D. 


In  a recent  edition  of  Nutrition  Today,1  an  ex- 
cellent review  of  the  biochemical  and  therapeutic 
status  of  vitamin  E by  Tappel  was  highlighted  by 
the  cover  of  that  journal  which  visually  captured 
the  crux  of  the  present  knowledge  about  vitamin 
E.  The  cover  picture  by  the  artist,  Don  Crowley, 
depicts  a scientist  wielding  a butterfly  net,  but 
unable  to  catch  the  elusive  vitamin  E butterfly. 

The  first  two  sections  of  this  review2,3  discus- 
sed present  knowledge  concerning  the  causes  of 
vitamin  E deficiency  in  the  human  and  its  rela- 
tionships to  the  disease  states  in  which  it  occurs. 

DAVID  K.  MELHORN,  M.D.,  of  Cleveland,  is 
Assistant  Professor  of  Pediatrics,  Case  Western  Re- 
serve University  School  of  Medicine,  and  Univer- 
sity Hospitals  of  Cleveland. 

*This  is  the  third  of  a three  part  series. 

This  investigation  was  supported  in  part  by  the 
Health  Fund  of  Greater  Cleveland;  National  Insti- 
tute of  Health  grant  FR  87;  Ross  Laboratories,  Co- 
lumbus, Ohio;  and  the  Elizabeth  Sherman  Fund. 
Reprint  requests  to  Rainbow  Babies  and  Children’s 
Hospital,  2103  Adelbert  Road,  Cleveland,  Ohio 
44106  (Dr.  Melhorn). 

Submitted  March  19,  1973 

Reprinted  with  the  permission  of  the  author  and  the 
Ohio  State  Medical  Journal  through  the  State  Medi- 
cal Journal  Group. 


In  this  final  portion  of  the  discussion,  we  will  at- 
tempt to  consider  the  widespread  use  of  vitamin 
E as  a therapeutic  agent  in  a variety  of  conditions 
not  associated  with  demonstrable  vitamin  E de- 
ficiency. This  attempt,  as  will  be  seen  herein,  may 
be  quite  difficult. 

In  his  opening  remarks  to  a symposium  con- 
ducted by  the  New  York  Academy  of  Sciences,  Dr. 
H.  J.  Kayden4  described  the  scope  of  the  Acad- 
emy’s program  in  this  way:  ‘‘It  was  our  intent . . . 
that  we  should  limit  our  program  to  the  strictly 
scientific,  factually  cerified  material  on  vitamin  E, 
and  should  avoid  areas  in  which  the  role  of  to- 
copherol has  not  been  adequately  established,  even 
though  clinical  reports  may  be  suggestive ...  I 
have  received  several  communications  from  serious 
students  of  vitamin  E who  have  suggested  that 
reports  on  the  role  of  tocopherol  in  ischemic  vas- 
cular disease,  in  occlusive  peripheral  vascular  dis- 
ease, in  aging,  and  so  on,  be  included  in  this  pro- 
gram. We  have  chosen  not  to  do  so.” 

WHAT  IS  "STRICTLY  SCIENTIFIC?" 

What  Is  “Strictly  Scientific”?  statements  such 
as  that  of  Dr.  Kayden  have  occasioned  frequent, 
often  strident  reports  from  a myriad  of  sources 
during  the  past  40  years.  They  contain  a number 
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of  common  themes  which  are  summarized  below: 

1.  Argument:  Vitamin  E has  a biologic  role 
in  the  human  other  than  that  of  a cellular  anti- 
oxidant. 

(A)  Corollary  — Administration  of  vitamin 
E may  benefit  patients  who  are  not.  by  accepted 
means  of  evaluation,  vitamin  E deficient. 

Comment:  There  are,  in  fact,  a number  of 
reasonable  and  intriguing  laboratory  and  clinical 
studies  which  indeed  indicate  that  vitamin  E has 
a role  in  human  biologic  functions  not  directly 
related  to  its  properties  as  an  antioxidant.  For  ex- 
ample, a current  suggestion  based  on  firm  evi- 
dence,5’6 is  that  vitamin  E plays  a regulatory  role 
in  the  synthesis  of  heme  and  production  of  certain 
cellular  proteins.  In  patients  with  porphyria  cu- 
tanea tarda  studied  by  Murty,  et  al,  the  administra- 
tion of  vitamin  E decreased  the  urinary  excretion 
of  porphyrins,  which  are  characteristically  abnor- 
mally elevated  in  this  disease.  The  response  was 
apparently  mediated  by  a regulatory  action  of  the 
vitamin  on  aminolevulinic  acid  synthetase,  an  en- 
zyme important  in  the  production  of  the  heme 
moiety.  Clinical  symptoms  also  improved. 

Thus,  we  can  cautiously  accept  the  premise 
of  the  first  argument  and  corollary,  if  appropriate 
and  accurate  documentation  of  such  situations  is 
forthcoming. 

2.  Argument:  Vitamin  E deficiency  in  lower 
animals  produces  a variety  of  disease  states,  eg. 
sterility,  dystrophic  muscular  degeneration,  and 
others. 

(a)  Corollary  — Large  amounts  of  vitamin 
E can  correct  “similar”  conditions  in  the  human, 
even  though  vitamin  E deficiency  may  not  be  dem- 
onstrated in  such  states. 

Comment:  Here,  the  argument  is  correct,  but 
the  corollary  is  basically  fallacious.  Implicit  in  the 
corollary  are  two  erroneous  equations  w’hich  have 
resulted  in  the  most  frustrating  and  nonproductive 
facets  of  clinical  research  on  the  effects  of  vitamin 
E on  disease  of  humans.  The  first  equation: 

Apples  = Pears 

That  is,  disease  states  in  lower  animals  caused 
by  vitamin  E deficiency  can  be  equated  with 
“similar”  conditions  in  vitamin  E-deficient  hu- 
mans. It  is  quite  true  that  vitamin  E deficiency 
affects  many  expermental  animals  in  a wide  vari- 
ety of  adverse  ways  involving  a number  of  organ 
systems.  Our  previous  discussion  regarding  the  pre- 
mature infant  might  appear  to  support  the  corol- 
lary. However,  the  cellular  make-up  of  the  pre- 
mature infant  early  in  its  life  is  unique.  As  men- 


tioned briefly  in  Part  I of  this  review,2  the  human 
ted  blood  cell  and  cells  of  other  tissues  in  the  older 
infant  and  adult  have  multiple  mechanisms  for 
detoxification  of  peroxides  which  are  nonexistent 
or  deficient  in  the  lower  animal.  The  human  eryth- 
locyte  and  other  tissues  are,  for  example,  rich  in 
the  enzyme  ratalase,  which  converts  hydrogen  per- 
oxide to  oxygen  and  water.  This  enzyme  is  often 
found  in  very  low  levels  in  experimental  animals. 
It  is  therefore  not  surprising  that  a host  of  patho- 
logic conditions  seen  in  lower  animals  have  no 
counterpart  in  the  vitamin  E-deficient  human. 

The  second  fallacious  equation  can  be  stated: 

Apples  = Goats 

In  other  words,  the  corollary  also  implies  that 
pathologic  changes  seen  in  vitamin  E-deficient 
animals  can  be  related  to  morphologically  or  clini- 
cally similar  features  seen  in  human  disease  states. 
When  such  apparent  similarities  are  observed,  pos- 
sible relationships  obfiously  must  be  investigated. 
When  careful  and  well-controlled  studies  show 
clearly  that  vitamin  E has  no  etiologic  or  thera- 
peutic role  in  a given  condition,  the  physician 
prescribing  vitamin  E is  simply  offering  a relative 
ly  expensive  placebo. 

Two  examples  (of  many)  can  be  cited.  First, 
there  were  bright  hopes  in  the  1950’s  that  the 
dystrophic  muscle  changes  seen  in  the  vitamin 
E-deficient  rat  were  comparable  to  those  found  in 
muscular  dystrophy  in  man.  Unfortunately,  chil- 
dren with  muscular  dystrophy  are  neither  vitamin 
E deficient,  nor  react  favorably  to  massive  doses  of 
the  vitamin.7  Yet,  vitamin  E is  still  given  to  many 
children,  for  reasons  known  only  to  their  physi- 
cians. 

We  also  touch  briefly  (very  briefly)  on  the 
emotionally-charged  controversy  about  the  rela- 
tionship between  vitamin  E and  sterility.  Very 
simply,  while  vitamin  E deficiency  may  produce 
sterility  in  rats  and  some  other  species  of  lower 
animals,  vitamin  E deficiency  has  never  been 
shown  to  be  a cause  of  sterility  in  humans.  Further, 
there  is  absolutely  no  reasonable  evidence  that 
vitamin  E administered  to  the  human  increases 
sexual  desire  or  sexual  potency.  The  testimonials 
to  the  contrary  by  “satisfied  users”  are  a credit  to 
them,  not  to  the  effects  of  tocopherol. 

3.  Argument:  Many  patients  with  a variety 
of  clearly  and  not-so-clearly  defined  illnesses  claim 
improvement  following  the  therapeutic  administra- 
tion of  vitamin  E. 

(A)  Corollary  — The  patient’s  subjective  re- 
( Continued  on  next  page) 
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sponse  is  a much  better  way  to  evaluate  the  effects 
of  vitamin  E than  in  vivo  or  in  vitro  laboratory 
studies. 

Comment:  This  Argument  and  corollary  and 
the  obvious  implications  contained  in  them  can 
be  easily  analyzed  by  any  responsible  practicing 
physician.  Certainly,  the  patient's  subjective  de- 
sciiption  of  his  response  to  any  therapeutic  regi- 
men is  important,  but  cannot  be  accepted  as  the 
sole  measure  of  a drug’s  efficacy.  A list  of  condi- 
tions for  which  vitamin  E therapy  has  been  ad- 
vocated is  shown  in  the  table.  This  list  is  quite 
incomplete,  but  it  sketches  the  incredible  diversity 
of  such  conditions.  In  each  instance  no  firm  scien- 
tific basis  for  vitamin  E therapy  has  been  found. 

4.  Argument:  Not  enough  research  has  been 
done  on  the  effects  of  vitamin  E therapy  in  a 
number  of  diseases  not  associated  with  vitamin  E 
deficiency. 

(A)  Corollary:  Therefore,  it  is  unfair  to 
criticize  the  use  of  vitamin  E in  any  such 
condition  until  further  investigation  is  carried  out. 

Comment:  This  argument  and  its  corollary 
pose  subtle  problems  for  the  responder.  As  in  all 
other  areas  of  scientific  investigation,  enough  re- 
search has  not  been  done  on  the  effects  of  the  to- 
copherols  in  human  biologic  systems.  However,  the 
corollary,  to  be  acceptable  should  read,  “It  is  un- 
fair to  criticize  the  use  of  vitamin  E in  any  such 
situation  as  part  of  a critical  evaluation  of  its  ef- 
fects.” Unless  careful  investigations,  usually  re- 
quiring double-blind  technics,  are  employed,  the 
medical  and  scientific  communities  will  be  guilty 
of  creating  for  vitamin  E its  own  special  “limbo.” 
Witness,  for  example,  the  brouhaha  surrounding 
the  use  of  vitamin  E for  the  prevention  or  control 
of  coronary  artery  disease.  Many  cardiologists  in 
other  parts  of  the  world  include  vitamin  E as  a 
routine  part  of  their  therapeutic  regimen  for  pa- 
tients with  coronary  disease,  despite  the  fast  that 
carefully  controlled  studies  in  such  patients8  showed 
no  beneficial  effects. 

5.  Argument:  No  major  side  effects  of  the 
prolonged  administration  of  large  amounts  of  vita- 
min E have  been  reported. 

(A)  Corollary  — In  any  given  disease,  vita- 
min E may  have  no  beneficial  effect,  but  there  is 
no  harm  in  trying  it. 

Comment:  The  argument  is  an  interesting 
one.  It  is  known  that  many  individuals  have  taken 
large  amounts  of  various  tocopherols  for  long  pe- 
riods of  time  without  apparent  ill  effects.  However, 
we  note  with  equal  interest  the  recent  proposals 


of  the  Federal  Food  and  Drug  Administration  re- 
garding control  of  the  amounts  of  vitamins,  includ- 
ing vitamin  E,  which  can  be  sold  or  prescribed.  It 
may  be  that  side  effects  have  not  been  documented 
because  our  admitted  limited  knowledge  of  the 
actions  of  the  tocopherols  in  human  biologic  sys- 
tems also  limits  our  ability  to  identify  toxic  effects. 

There  are  at  least  two  reports  of  abnormalities 
associated  with  large  doses  of  vitamin  E.  Elevated 
urinary  excretion  of  creatinine  has  been  noted,9 
and  interference  with  response  to  iron  therapy  in 
iron-deficiency  anemia  has  also  been  observed.10  It 
if  almost  a paradox  that  many  of  those  who  make 
sweeping  claims  for  the  efficacy  of  vitamin  E are 
also  those  who  claim  that  large  doses  of  the  vita- 
min have  no  toxic  side  effects.  Recent  medical 
history  certainly  provides  enough  examples  con- 
cerning the  use  of  “therapeutic  agents”  to  make 
caution  entirely  and  necessarily  appropriate. 

6.  Argument:  Many  people  do  not  have 
diets  whoch  provide  an  adequate  intake  of  to- 
copherols. 

(A)  Corollary  — Supplementary  vitamin  E 

Comment:  Assuming  a diet  not  wildly  un- 
usual. normal  intestinal  absorption,  and  normal 
utilization,  it  is  almost  impossible  for  adult  indi- 
viduals in  this  country  to  become  vitamin  E defi- 
ciet.  Advocates  of  additional  supplementation 
frequently  point  to  the  difficulties  in  establishing 
a minimum  daily  requirement  for  the  vitamin. 
However,  extensive  analyses  of  serum  and  tissue 
levels  of  tocopherols,  in  addition  to  indirect  in 
vitro  laboratory  measurements  of  vitamin  E status, 
such  as  erythrocyte  H2O2  hemolysis  test,  have 
established  reasonable  guidelines  as  to  the  intake 
of  tocopherols  necessary  to  maintain  vitamin  E 
sufficiency.  Average  diets  easily  supply  tocopherols 
in  the  recommended  range  of  5 to  30  international 
units. 

7.  Argument:  The  “organized"’  medical  and 
scientific  profession  are  suppressing  information 
about  the  benefits  of  vitamin  E therapy  in  an 
effort  to  avoid  competition  with  “nutritional  ad- 
visors,” advocates  of  vegetarianism,  and  propo- 
nents of  “natural  diets’’  and  “health  foods.” 

(A)  Corollary  — Ignore  the  studies  and  ad- 
vice of  the  “organized  conspirators.” 

Comment:  So,  vitamin  E has  joined  the  com- 
pany of  copper  bracelets,  krebiozen,  healing  waters, 
and  radium  caves.  The  argument  and  corollary 
carry  triple  dangers.  Dr.  Tappel  succinctly  phrases 
the  first.  “.  . . the  notoriety  of  vitamin  E on  the 
lunatic  fringe  of  society  has,  no  doubt,  caused 
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many  competent  investigators  to  abjure  vitamin  E 
research.  ’1  The  same  is  also  probably  true  for 
organizations  who  might  fund  such  research.  Sec- 
ond, irresponsible  and  unsupported  claims  for  the 
efficacy  of  this  agent  in  conditions  ranging  from 
pimples  to  piles  enrich  corporate  coffers  at  the 
expense  of  the  medically  unrewarded  patient.  It 
took  only  three  weeks  for  our  laboratory  techni- 
cians to  compile  the  ‘•commercial”  collage  seen  in 
the  figure.  Third,  the  practicing  physician  is  em- 
broiled in  the  middle  of  the  controversy.  Questions 
are  asked  of  him  such  as:  “Are  vitamin  E de- 
odorants safe  and  effective,  Doctor?”  “Can  I live 
longer  if  I take  vitamin  E,  Doctor?”  “Does  vitamin 
E cream  give  me  a better  suntan,  Doctor?” 

SUMMARY:  A SMIDGEN  OF  PERSPECTIVE 

In  these  three  articles,  we  have  considered 
the  status  of  our  knowledge  of  the  function  of 
tocopherols  in  the  human.  In  our  exploration  of 
the  vitamin  E-dependent  hemolytic  anemia  in  the 
small  premature  infant,  we  have  seen  that  vitamin 
E deficiency  can  contribute  to  a pathologic  condi- 
tion in  the  human,  which  responds  favorably  to  the 
administration  of  vitamin  E.  The  complex  inter- 
relationships between  intestinal  absorption  of  fat- 
soluble  vitamins,  peroxide  stress  on  lipid  compo- 
nents of  the  cellular  membrane,  and  the  cellular 
enzymes  which  are  necessary  in  protection  of  cell 
integrity  have  also  been  considered.  The  informa- 
tion recently  provided  may  lead  to  better-designed 
formulas  for  the  premature  infant. 

We  have  also  considered  in  Part  II,  disease 
states  where  vitamin  E deficiency  is  common  but 
not  clearly  associated  with  the  basic  pathoolgic 
processes  or  clinical  findings.  In  most  of  these 
conditions,  such  as  cystic  fibrosis,  defects  in  in- 
testinal absorption  of  fats  are  the  primary  cause 
of  vitamin  E deficiency.  However,  in  at  least  one 
situation,  Type  II  congenital  dyserythropoietic 
anemia,  vitamin  E lack  appears  to  be  the  result 
of  heightened  requirement  fo  rthe  vitamin.  Fur- 
ther investigation  is  obviously  important  in  such 
diseas°  states,  both  malabsorptive  disorders  and 
hemclytic  anemias.  In  this  regard,  it  was  seen  that 
laboratory  determinations  often  associated  with 
vitamin  E deficiency  may  also  be  elevated  in 
hemolytic  states  in  which  vitamin  E lack  is  not 
found. 

Finally,  we  have  explored  briefly  the  use  of 
tocopherols  in  conditions  where  vitamin  E metab- 


olism is,  at  best,  uncertain.  In  at  least  one  type  of 
porphyria,  vitamin  E appears  to  regulate  some 
steps  in  the  synthesis  of  heme;  vitamin  E therapy 
seemed  clinically  beneficial.  However,  the  myriad 
of  conditions  in  which  vitamin  E has  been  used 
therapeutically  despite  the  failure  to  show  the  ex- 
istence of  vitamin  E deficiency  or  objective  mea- 
surement of  the  improvement  upon  administration 
were  not  considered  in  detail.  For  many  years,  the 
patient  efforts  of  serious  investigators  have  helped 
elucidate  the  functions  of  the  tocopherols.  They, 
and  vitamin  E,  deserve  a better  fate  than  being 
associated  with  underarm  deodorants. 

Some  of  the  “Uses”  for  Vitamin  E* 

T hrombosis 
O vulatory  regulation 
C ancer 
O Id  age 
P eptic  ulcer 
H emorrhoids 
E rythema  bullosum 
R heumatic  fever 
O dor  control 
L upus  erythematosis 
S clerodertna 

A cne 
I nfertility 
D iabetes  mellitus 

*The  voluminous  list  of  conditions  for  which  vitamin 
E has  been  recommended  makes  this  anagram  easy 
to  prepare. 
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Food  Aspiration- A Followup 


Tale  Of  A Lobster 


By  Daniel  C.  Wistran,  M.D.  and  James  E.  Rubin, 
M.D. 


Food  aspiration  as  described  by  Eller  and  Haug- 
en1 is  one  of  the  new  “great  imitators.”  The  acute 
onset  of  the  symptoms  and  their  severity  are  often 
confused  with  myocardial  or  other  vascular  phe- 
nomena. 

The  following  case  conforms  to  many  of  the 
characteristics  proposed  in  “The  Cafe  Coronary”2 
syndrome  with  some  significant  variations. 

CASE  REPORTS 

W.B.,  a 70  year  old  white  male,  entered  Rhode 
Island  Hospital  on  July  10,  1973,  after  collapsing 
in  a local  restaurant.  According  to  observers,  he 
became  suddenly  pale,  short  of  breath,  and  unre- 
sponsive. Most  observers  thought  the  patient  had 
suffered  a “stroke”  or  “heart  attack." 

From  the  restaurant  the  patient  was  transported 
by  a local  rescue  unit  to  an  emergency  clinic  where 
he  was  initially  treated  for  what  appeared  to  be 
pulmonary  edema.  He  was  then  taken  to  Rhode 
Island  Hospital.  The  total  time  course  from  the 
time  of  collapse  to  arrival  at  the  hospital  was 
estimated  at  thirty  minutes. 

In  the  emergency  room  the  patient  was  unre- 

DANIEL  C.  WISTRAN,  M.D.,  Medical  Intern, 
Rhode  Island  Hospital. 

JAMES  E.  RUBIN,  M.D.,  Junior  Assistant  Medi- 
cal Resident,  Rhode  Island  Hospital. 

The  authors  wish  to  express  their  appreciation  to  Fred 
H.  Vohr,  M.D.,  for  permission  to  present  his  patient. 


sponsive.  There  was  no  attainable  blood  pressure, 
and  the  respiratory  rate  was  forty  per  minute.  In- 
tubation was  performed  with  difficulty.  Blood  gas 
determination  after  five  minutes  on  one  hundred 
per  cent  oxygen  revealed  a pH  of  7.14,  pC>291  mm 
hg,  pCOa  32mm  hg,  and  total  CO2  11  meq  1L. 
Blood  pressure  was  maintained  with  metaraminol 
at  systolic  90,  diastolic  40.  The  electrocardiogram 
showed  a sinus  tachycardia  with  ST  sagging  in 
Leads  I,  II,  AYF,  and  Y4  through  V6. 

There  was  no  prior  history  of  heart  disease,  and 
a previous  electrocardiogram  was  within  normal 
limits  on  May  4,  1970.  The  patient  wore  dentures, 
had  been  drinking,  and  had  a history  of  “trouble 
swallowing”  for  five  years,  with  a history  of 
choking  on  food. 

During  intubation  it  was  noted  that  many  small 
pieces  of  white  material  were  located  in  the  hvpo- 
pharynx.  as  well  as  a foreign  body  near  the  trachea 
which  could  not  be  dislodged  and  interferred  with 
intubation. 

The  patient  had  an  emergency  bronchoscopy  ap- 
proximately five  minutes  after  admission.  A moder- 
ately large  lobster  tail  was  removed  from  the  laryn- 
go-tracheal  junction,  as  well  as  a smaller  piece  of 
lobster  from  the  left  lower  lobe  bronchus. 

Upon  removal  of  the  foreign  body,  repeat  blood 
gas  determination  on  room  air  revealed  pH.  7.44, 
pCU  77  mmHg,  pC02  32  mmHg,  and  Total  CO2  22 
meq/Liter.  Blood  pressure  reverted  to  120/80 
(Concluded  on  page  174) 
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Editorials 


MYXOID  CYST  OF  THE  FINGER 


Published  elsewhere  in  this  issue  is  a modest 
paper  by  Dr.  Francesco  Ronchese,  which  is  of 
much  more  significance  than  appears  on  first  read- 
ing. Myxoid  cyst  of  the  finger  has  been  a pecu- 
larily  stubborn  condition  prone  to  recurrence  after 
all  manner  of  treatment.  Surgery  has  frequently 
resulted  in  recurrence  because  radical  removal  has 
been  difficult  in  the  location  of  predilection  at  the 
base  of  the  finger  nail. 

The  simple  method  of  using  Cordran®  tape  has 
proved  to  be  surprisingly  effective.  Doctor  Ron- 

SMOKING  IN 

The  Rhode  Island  Interagency  Council  on  Smok- 
ing, of  which  The  Rhode  Island  Medical  Society 
is  a constituent  member,  recently  conducted  a poll 
of  hospitals  regarding  current  smoking  regulations. 
This  was  a repetition  of  a similar  survey  made  a 
year  earlier.  On  the  whole  the  results  are  not  re- 
assuring. There  was  essentially  no  change  in  the 
number  of  hospitals  permitting  the  sale  of  cigarettes 
on  the  premises  (60  per  cent).  In  answer  to  the 
question  ‘‘Are  patients  allowed  to  smoke  in  rooms?” 

75  per  cent  of  hospitals  allow  smoking  (unchanged 
in  the  two  surveys),  particularly  harmful  and 
thoughtless  where  more  than  one  patient  occupies 
the  same  room.  In  90  per  cent  of  hospitals  (no 
change)  visitors  are  allowed  to  smoke  in  patients’ 
rooms.  This  is  a peculiarly  offensive  practice  and 
is  difficult  to  justify.  Are  there  smoking  areas  for 
patients  and  visitors?  Approximately  70  per  cent 
of  hospitals  provide  such  areas  — unchanged. 

In  cne  important  and  significant  aspect  the  two 
surveys  showed  a deterioration  in  results.  In  answer 
to  the  question  “Is  smoking  by  doctors,  nurses,  and 
hospital  employees  permitted  in  areas  where  there 
are  patients?”  there  was  a decline  from  a creditable 
nineteen  per  cent  to  a less  favorable  30  per  cent. 


chese  discovered  the  apparent  uniform  efficacy  of 
this  procedure  purely  on  the  basis  of  a hunch  and 
was  as  startled  as  anyone  else  at  its  success. 

Although  eponyms  have  drawbacks,  it  would 
nevertheless  be  fitting  to  designate  this  method  as 
the  Ronchese  Treatment  of  myxoid  cyst  of  the 
finger. 

While  we  are  about  it,  we  should  also  hail  Doctor 
Ronchese  for  his  excellent  series  “Dermaquiz,” 
regularly  published  in  this  Journal  which  seems  to 
have  been  going  on  forever. 

HOSPITALS 

There  are  areas  in  the  country  where  the  record  is 
much  better.  Rhode  Island  hospitals  do  not  on  the 
whole  set  a shining  example. 

It  is  about  time  that  a determined  effort  be  made 
to  improve  this  situation.  Universal  adoption  of  ap- 
propriate rules  by  Rhode  Island  hospitals  and  their 
medical  staffs  is  long  overdue. 

We  recommend  the  following  rules: 

1.  Ban  the  sale  of  cigarettes  on  the  premises. 

2.  Ban  smoking  by  patients  in  all  patient  rooms 
having  two  or  more  beds. 

3.  Ban  smoking  by  all  visitors  in  patient  rooms. 

4.  Ban  smoking  by  everyone  (doctors,  nurses, 
and  hospital  employees)  in  all  patient  areas. 

5.  Ban  smoking  at  all  nursing  and  record  stations 
by  everyone,  including  doctors. 

6.  Provide  smoking  areas  for  patients  and  visitors, 
and  restrict  smoking  to  these  areas. 

7.  Ban  smoking  at  all  medical  staff  meetings  and 
all  other  types  of  hospital  conferences. 

It  is  high  time  that  both  the  hazards  to  patients 
and  the  rights  of  non-smokers  be  recognized.  Hos- 
pitals should  face  up  to  these  obligations  without 
further  equivocation. 


WANTED:  RELIEF  FOR  THE  NON-SMOKING  DOCTOR 

Published  elsewhere  in  this  issue  of  the  Journal  the  Rhode  Island  Medical  Society  is  a constituent 

is  a statement  presented  in  behalf  of  the  Rhode  member,  before  the  HEW  Committee  of  the  Rhode 

Island  Interagency  Council  on  Smoking,  of  which  (Continued  on  next  page) 
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Island  Senate  on  March  13,  1974  in  support  of 
Senate  bill  S 2212  to  prohibit  smoking  in  public 
places. 

The  presentation  before  the  committee  attracted 
considerable  favorable  attention.  By  and  large 
physicians  as  a group  have  behaved  well  in  compar- 
ison to  other  components  of  the  population.  In  some 
respects,  however,  our  performance  leaves  some- 
thing to  be  desired. 

To  be  consistent  with  our  public  commitments 
we  suggest  adoption  locally  of  the  following  meas- 
ures: 

1.  No  smoking  at  any  medical  meetings. 

2.  No  smoking  at  meetings  of  the  House  of  Dele- 


gates (a  rule  adopted  by  the  AM  A House  of 
Delegates). 

3.  No  smoking  at  district  society  meetings. 

4.  No  smoking  in  the  Rhode  Island  Medical  Li- 
brary. 

5.  No  smoking  at  hospital  staff  meetings  and 
conferences. 

While  we  are  about  it  hospital  medical  staffs 
should  assume  a leadership  role  in  promoting  the 
strict  limitation  of  smoking  in  hospitals. 

Not  only  should  there  be  a Bill  of  Rights  for  the 
non-smoking  doctor,  but  doctors  as  a group  should 
set  an  example  for  the  community  at  large. 


Guest  Editorial : 


NOTES  OF  A PERIPATETIC  PESSIMIST 


A visit  to  India  today  is  both  a sobering  and  an 
educational  experience.  One  finds  a population 
which  is  increasing  by  about  33,000  per  day  and 
is  already  beyond  the  capacity  of  the  nation's  re- 
sources to  feed  and  support  them.  Two-thirds  il- 
literate, Indians  are  subdivided  by  religion,  caste, 
languages  and  geography  into  many  tight  compart- 
ments, living  in  many  instances  at  an  almost  ani- 
mal level,  with  poverty,  malnutrition,  and  com- 
municable disease  exacting  a high  toll.  Fourteen 
per  cent  of  infants  die  before  the  age  of  one  year, 
and  the  over-all  death  rate  is  about  22,8  per  thou- 
sand per  year,  as  compared  to  9.5  in  the  LTiited 
States. 

I visited  India  by  invitation  to  speak  at  the 
opening  of  a new  small  hospital  in  the  rural  rice- 
growing area  of  Indian’s  east  coast,  on  the  delta 
of  the  Godavari  River.  The  hospital  is  fresh,  new, 
well-equipped  by  any  standard,  and  under  the 
guidance  of  a well-trained  young  physician.  It  is 
supported  as  a part  of  a Christian  missionary 
effort  directed  by  an  Indian  graduate  of  Barrington 
and  Rhode  Island  Colleges  who  has  succeeded  in 
obtaining  support  from  sources  both  in  this  country 
and  Sweden  for  an  effort  wThich  includes  care  and 
education  for  750  children,  mostly  orphans  who 
would  otherwise  be  begging  for  the  means  to  sustain 
a precarious  existence. 

Many  governmental  and  foreign  sponsored  pro- 
grams are  working  minor  miracles  in  the  health 
field,  yet  one  cannot  but  reflect  that  until  population 
growth  is  checked,  and  even  reversed,  health  pro- 
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grams  which  extend  life  may  do  overall  damage 
while  benefiting  individuals. 

India’s  physicians  number  about  one  per  4,800 
population  (as  compared  to  our  one  per  700). 
Many  are  located  in  small  primary  health  centers 
without  adequate  equipment  for  major  medical 
work,  and  are  thus  often  doing  work  that  could 
better  be  assigned  to  individuals  with  less  extensive 
training.  Some  of  the  primary  centers  have  not 
even  been  staffed,  so  an  ambitious  plan  of  region- 
alized services  planned  nearly  thirty  years  ago  is 
still  not  meeting  with  success. 

I left  India  wondering  whether  there  is  time  for 
a rational  solution  to  her  problems  before  factors 
of  political  revolution,  malnutrition,  and  epidemic 
disease  take  their  destructive  hand  in  the  popula- 
tion problem.  The  Indian  government  has  recog- 
nized that  the  population  problem  is  the  primary 
one,  and  has  mounted  aggressive  programs  to  limit 
family  size.  These  have  predictably  had  their  main 
effect  among  those  educated  urban  populations 
which  can  be  reached  with  educational  campaigns. 
In  the  villages  and  among  the  urban  poor,  there 
remains  the  feeling  that  additional  children,  al- 
though representing  additional  mouths  to  feed,  ma)f 
survive  long  enough  to  contribute  to  the  family’s 
meager  income  by  working  or  begging. 

On  the  brighter  side,  to  see  a nation  with  prob- 
lems of  this  magnitude  makes  many  of  the  problems 
in  the  LTSA  over  which  we  are  concerned  seem 
simple  by  comparison. 

Alex  M.  Burgess,  Jr.,  M.D. 
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President’s  Message 


NATHAN  CHASET,  M.D. 
President 


As  I accept  the  honor  of  becoming  the  Presi- 
dent of  the  Rhode  Island  Medical  Society,  I ac- 
cept equally  the  tremendous  responsibility  of  trying 
to  examine  in  detail  our  hopes  and  aspirations  to 
provide  the  best  medical  care  for  our  patients. 

I do  not  intend  to  make  a speech  outlining  just 
what  I plan  to  do  in  the  year  ahead.  I hope  to 
return  again  one  year  from  now  and  tell  you  then 
what  I have  been  able  to  accomplish.  I will  have  a 
detailed  message  for  this  Society  which  will  be 
published  in  our  Medical  Journal. 

I will  mention  only  a few  of  my  plans  for  the 
coming  year,  first,  I plan  to  devote  a good  deal  of 
time  establishing  a true  brotherhood  of  doctors 
within  the  framework  of  this  Society.  The  best 


way  to  succeed  in  our  efforts  against  our  detractors 
is  by  a united  and  determined  front  presented  in  a 
logical  and  orderly  fashion. 

Second,  I hope  to  examine  in  detail  our  financial 
situation  and  to  get  professional  help  in  pin-jpoint- 
ing  our  problems  and  to  point  the  way  to  their 
solutions.  This  is,  indeed,  a formidable  task. 

Third,  I feel  we  need  to  exert  great  effort  to  try 
to  get  a sound  basis  for  an  equitable  plan  for  mal- 
practice insurance.  We  need  to  invite  input  from 
all  people  involved  in  this  problem.  Undoubtedly, 
our  premiums  will  rise,  but  perhaps  we  can  com- 
promise the  rise  with  a guaranteed  long-term  policy. 

Fourth,  and  perhaps  the  most  important,  is  the 
structure  and  functioning  of  our  Society  staff.  We 
are  most  fortunate  in  having  Tim  Norbeck  and 
Ted  Lynch  in  our  front  office.  On  my  motion,  Tim 
Norbeck  is  now  designated  Executive  Director  and 
Ted  is  the  Associate  Executive  Director.  These  two 
men  have  shown  devotion  to  duty,  the  likes  of 
which  I have  never  seen.  The  work  long  hours  at 
high  tension  and  stress  with  gross  understaffing.  I 
salute  you  both  and  look  forward  to  working  with 
you  in  the  coming  year.  I will  devote  much  time  to 
the  proper  staffing  of  your  offices. 

I would  be  remiss  if  I did  not  mention  the  fine 
work  of  our  Legal  Counsel,  Charles  E.  Clapp,  who 
has  been  ever  ready  to  assist  us  in  our  difficult 
problems  involving  legal  aspects  of  our  work.  He 
has  been  most  patient  and  understanding  and  ever 
helpful. 

Again,  I thank  you  all,  and  I look  forward  to  the 
coming  year  with  hope,  with  devotion,  with  ap- 
prehension, and  with  determination  that  in  a year 
from  now,  I may  have  an  optimistic  report  to 
bring  to  you. 
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Peripatetics 


PAUL  E.  BARBER  has  been  named  as  a new 
trustee  of  the  Kent  County  Memorial  Hospital. 
Doctor  Barber,  a member  of  the  hospital  corpora- 
tion since  1966,  currently  serves  as  a member  of 
the  Council  of  the  Rhode  Island  Medical  Society 
and  is  Chief  of  Family  Medicine  at  Kent  County. 

* * * 

MICHAEL  DeLUCA  of  St.  Joseph’s  Emergency 
Room  staff  appeared  on  the  recent  educational  TV 
program  on  “Trauma’’  in  the  health  series,  “The 
Killers.” 

* * * 

ANTONIO  CAPONE,  Chief  of  Psychiatry  at 
St.  Joseph's  Hospital,  has  been  appointed  as  As- 
sistant Clinical  Professor  of  Psychiatry  in  the 
Section  of  Psychiatry  and  Human  Behavior  at 
Brown  Medical  School. 

* * * 

Presenting  a paper  at  the  Southern  Medical  As- 
sociation’s 67th  annual  scientific  assembly  in  San 
Antonio  was  J.D.  KEITH  PALMER.  The  subject 
of  his  paper  was  “Architectural  Barrier  Legislation 
— an  Assistive  Device  on  a Large  Scale.”  Doctor 
Palmer  was  also  one  of  the  principal  speakers  at 
a rehabilitation  conference  sponsored  by  the  Rhode 
Island  Health  Science  Education  Council  Task 
Force  on  Recruitment  and  Retention. 

* * * 

CAROLL  SILVER  discussed  “Instruction  in 
Cerebral  Palsy”  at  a meeting  of  the  American 
Academy  of  Orthopedic  Surgeons  in  Dallas. 

* * * 

Elected  to  membership  in  the  American  Society 
of  Biological  Chemists  was  JOEL  K.  WELTMAN, 
Director  of  the  Division  of  Infectious  Diseases 
and  Allergy  at  The  Miriam  Hospital. 

* * * 

ROBERT  W.  HOPKINS,  Associate  Surgeon-in- 
Chief  at  The  Miriam  Hospital,  is  the  principal  in- 
vestigator with  FIORDINDO  A.  SIMEONE,  Chief 
of  Surgery,  in  conjunction  with  the  award  of 
$100,000  from  the  National  Institute  of  General 
Medical  Sciences  of  the  National  Institutes  of 
Health.  The  grant  is  being  used  to  support  studies 
of  clinical  and  experimental  shock  and  trauma. 

* * * 
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BEN  V . FEATHER  attended  the  National  In-  i 
stitcte  of  Mental  Health  Clinical  Projects  Re- 
search Review  Committee  meeting  in  Washington, 
D.C.  Doctor  Feather  also  attended  the  National 
Association  of  Private  Psychiatric  Hospitals  meet-  A 
ing  in  California  recently. 

:Jc 

“How  to  Cope  with  Business  Tension”  was  the 
subject  of  a talk  given  by  ROBERT  WESTLAKE 
to  the  Providence  Chapter  of  the  National  Associ- 
ation of  Accountants.  Doctor  Westlake  is  the  out- 
patient division  director  of  Butler  Hospital. 

* * 

ROBERT  FOWLER,  Director  of  Education  at 
Butler  Hospital,  attended  a meeting  of  the  Amer- 
ican Association  of  Directors  of  Psychiatric  Resi- 
dency Training  Programs  in  New  Orleans. 

s|c  j{j 

EL’GENE  HEALEY  has  agreed  to  serve  as  I. 
Chairman  for  an  organizational  meeting  of  the 
Pawtucket  Memorial  Hospital’s  2nd  Boy  Scouts 
of  America  Explorer  Post.  Because  of  the  success 
of  a similar  effort  last  year,  it  was  agreed  to  estab- 
lish the  2nd  post.  PACT  METCALF  chaired  the 
1st  organizational  effort. 

* * * 

MICHAEL  SCALA  has  gone  to  Brazil  with 
VICTOR  DeMEDEIROS  in  conjunction  with  the 
Alliance  for  Progress.  Both  physicians  will  serve  J 
children's  health  needs  in  the  northern  Brazilian 
states.  Doctor  Scala  had  previously  served  with 
CARE/MEDICO  in  Afghanistan  and  also  in  In-  i 
donesia. 

* * * 

ROBERT  L.  CONRAD,  Chairman  of  the  Emer-  | 
gencv  Medical  Services  Committee  of  the  Society,  j 
has  been  recognized  by  the  AM  A News  for  his  1 
effort  in  organizing  a volunteer  group  of  Rhode  , 
Island  physicians  to  assist  the  people  of  Block 
Island  when  they  lost  the  services  of  their  resident 
physician.  The  news  of  the  activity  of  the  physi- 
cians first  appeared  in  the  November  1973  issue 
of  the  Rhode  Island  Medical  Journal. 

* * * 

IRVING  T.  GILSON,  Director  of  Medicine  and 
Chief  of  Cardiology  at  St.  Joseph’s  Hospital,  was  j 
(Concluded  on  page  165) 
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for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
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PERIPATETICS 

(Concluded  from  page  164) 
the  featured  speaker  at  the  annual  meeting  of  the 
Providence  Central  YMCA.  He  disscused  exercise, 
testing  and  training:  the  way  to  better  health. 

* * * 

DAVID  KASS  and  J.D.  KEITH  PALMER  par- 
ticipated in  a program  on  "Continuing  Care”  on  a 
local  television  station  recently. 

* * * 

The  “Seven  Danger  Signals  of  Cancer”  were 
outlined  for  the  American  Cancer  Society  on  a local 
radio  station  by  ROBERT  W.  HOPKINS. 

* * * 

“Let’s  Debate  It,”  a live  program  on  emergency 
room  services,  was  recently  shown  on  a local  tele- 
vision station.  Participating  were  FIORINDO  A. 
SIMEONE,  ROBERT  P.  DAVIS,  ARNOLD  POR- 
TER, and  HERBERT  CONSTANTINE. 

* * * 

The  employees  and  staff  honored  BARUH  MO- 
TOLA  who  for  10  years  served  as  physician  for 
The  Miriam’s  personnel  health  clinic.  Doctor  Mo- 
tola  was  presented  with  a plaque. 

MICHAEL  FRIEDLAND  has  been  appointed 
as  personnel  health  physician  to  replace  Doctor 
Motola. 

* * * 

ROBERT  P.  DAVIS  was  the  featured  speaker 
at  an  awards  program  for  the  Life  Underwriters 
Association  of  Greater  Providence.  Doctor  Davis 
has  also  contributed  a chapter  on  “Biochemical 
and  Metabolic  Aspects  of  Transport”  to  a book 
entitled  Biological  Membranes  edited  by  Robert 
M.  Dowben  of  the  Massachusetts  Institute  of 
Technology. 

* * * 

HERBERT  LICHTMAN  was  one  of  several 
guest  speakers  at  a meeting  of  the  Providence 
chapter  of  the  National  Secretaries  Association. 
Doctor  Lichtman  discussed  “The  Blood  Donor. 
Supply  and  Demand  on  Human  Life.” 

l(C 

ROBERT  P.  DAVIS  served  as  chairman  and 
DAVID  KASS  as  commentator  of  a session  at  the 
Brown  University  Conference  on  “Ethical  issues 
in  Medical  Decisions  Regarding  Life  and  Death.” 

* * * 

WILLIAM  A.  REID,  Medical  Director  of  Rhode 
Island  Group  Health  Association,  has  been  ap- 
pointed to  the  Brown  University  Faculty  as  a 
lecturer  in  Community  Medicine. 

* * * 


HENRY  T.  RANDALL,  immediate  past  chair- 
an  of  the  Society’s  Scientific  Work  and  Annual 
Meeting  Committee,  is  the  chairman  of  a post- 
graduate course  entitled  "Fluids  and  Electrolytes” 
which  was  given  at  the  2nd  annual  spring  meeting 
of  the  American  College  of  Surgeons  in  Houston 
in  March. 

* * * 

CHARLES  E.  MILLARD  was  presented  an 
award  for  his  service  to  the  R.  I.  Association  for 
Children  with  Learning  Disabilities.  Doctor  Millard 
was  commended  for  his  dedication  as  President  of 
that  organization. 

* * * 

A.  A.  SAVASTANO,  Chairman  of  the  Cociety’s 
Medical  Aspects  of  Sports  Committee,  addresed 
the  American  Academy  of  Orthopedic  Surgeons  in 
January  in  Dallas  on  a modified  knee  replacement. 
Doctor  Savastano.  Surgeon-in-Chief  of  the  De- 
partment of  Orthopedic  Surgery  and  Fractures  at 
Rhode  Island  Hospital,  designed  the  pioneer  modi- 
fied knee  replacement  and  has  used  it  approximately 
30  times  over  the  past  16  months. 

DAVID  KASS  discussed  "Current  Status  of 
Community  Mental  Health"  at  the  recent  annual 
meeting  of  the  Cranston  Mental  Health  Association. 

* * * 

A three-day  seminar  in  New  York  City  spon- 

sored by  the  American  Group  Psychotherapy  As- 
sociation was  attended  by  ERIC  JACOBSON. 

* * * 

A presentation  on  behavior  therapy  was  made 
by  BEN  FEATHER  at  the  February  8 Grand 
Rounds  at  the  University  of  Mississippi  Medical 
Center  in  Jackson. 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  142) 
pital  pre-admission  certification  program  for  pa- 
tients under  Medicare.  Resolution  48,  adopted 
by  the  House,  directs  the  AMA  to  take  all  steps 
necessary  to  prevent  enactment  of  regulations 
mandating  hospital  pre-admission  certification,  and 
to  determine  whether  such  regulations  would  be 
in  violation  of  Medicare  law. 

.Another  resolution,  #68,  which  would  have  the 
AMA  request  the  Secretary  of  HEW  not  to  allow 
the  publishing  of  pre-admission  certifications  in 
the  Federal  Register,  and  also  would  have  the  AMA 
seek  Congressional  support  for  this  position,  was 
referred  to  the  Board  of  Trustees  and  the  Council 
on  Legislation. 

Funding  Medical  Education  — Report  C of  the 
Board  of  Trustees,  which  outlines  continuing  AMA 
efforts  to  secure  balanced  funding  for  medical 
education  and  research,  was  adopted  by  the  dele- 
gates. The  report  describes  several  studies  of  the 
cost  of  medical  education  and  its  relation  to  the 
cost  of  medical  care  that  are  presently  underway, 
and  points  out  that  the  Council  on  Medical  Edu- 
cation is  closely  monitoring  the  results  of  such 
studies  with  a view  toward  future  actions. 

Quality  Assurance  Program  — After  consider- 
able discussion,  the  House  adopted  a resolution 
that  offers  the  American  Hospital  Association  the 
cooperation  of  the  AMA  in  deliberations  on  the 
AHA’s  Quality  Assurance  Program.  The  AMA  will 
seek  the  elimination  of  features  it  considers  un- 
desirable. A final  resolve  puts  the  AMA  on  record 
as  disapproving  of  QAP  in  its  present  form. 

Problems  With  Third-Party  Rounds  — A re- 
port of  the  Council  on  Medical  Education  and  the 
Council  on  Medical  Service  with  suggestion  to 
minimize  problems  arising  from  the  use  of  private 
patients  in  teaching  programs  was  adopted  by  the 
House,  and  referred  to  the  Judicial  Council  and 
the  AMA  Legal  Department,  with  instructions  to 
file  a report  through  the  Board  of  Trustees  for  the 
1974  Annual  Meeting 

Confidentiality  of  Records  — The  House 
adopted  Report  D of  the  Council  on  Medical  Serv- 
ice which  describes  efforts  to  find  practical  solu- 
tions to  problems  related  to  maintaining  the  con- 
fidentiality of  patient  records.  The  House  further 
instructed  the  Council  to  prepare  model  legislation 
to  preserve  confidentiality  as  a guide  to  possible 
state  legislation.  Also  adopted  was  Resolution  41 
which  puts  the  AMA  on  record  in  opposition  to 


violation  of  the  confidentiality  of  patient  records 
by  government  agencies  under  all  circumstances. 

Alcoholism  — Under  Resolution  30  adopted  by 
the  House,  the  medical  treatment  and  admission 
of  alcoholics  would  be  improved.  The  resolution 
recommends  to  the  American  Hospital  Association 
that  it  urge  member-hospitals  to  liberalize  admis- 
sion policies  for  alcoholics  where  necessary;  urges 
physicians  to  abstain  from  using  the  names  of 
other  pathological  conditions  in  lieu  of  alcoholism, 
urges  the  Joint  Commission  on  Accreditation  of 
Hospitals  to  implement  the  intent  of  the  resolution 
as  one  of  its  requirements  for  approval  and  urges 
insurance  companies  annd  pre-payment  plans  to 
remove  unrealistic  coverage  limitations  for  treat- 
ment of  alcoholics. 

National  Blood  Program  — The  concept  of  the 
proposed  AMA  plan  to  implement  the  govern- 
ment s Xational  Blood  Policy  by  organizing  blood 
banks  and  transfusion  facilities  within  a national 
system  that  retains  regional  and  local  responsi- 
bilities and  authority  was  endorsed  by  the  Houee. 
The  AMA  plan  was  contained  in  Board  of  Trus- 
tees Report  Z adopted  by  the  delegates. 

Definition  on  Death  — Because  of  complex 
legal  ramifications,  the  House  adopted  a policy 
position  that  at  present  the  statutory  definition 
of  death  is  not  desirable  or  necessary,  that  state 
medica  associations  urge  their  legislators  to  post- 
pone enactment  of  definition  of  death  statutes. 
The  House  also  affirmed  the  following  statement: 
“Death  shall  be  determined  by  the  clinical  judg- 
ment of  the  physician  using  the  necessary  available 
and  currently  accepted  criteria.'’ 

The  Dying  Patient  — The  House  adopted  the 
following  statement  to  serve  as  a guideline  for 
physicians  confronted  with  ethical  problems  re- 
lated to  euthanasia  (mercy  killing)  and  death  with 
dignity: 

“The  intentional  termination  of  the  life  of 
one  human  being  by  another  — mercy  killing  — 
is  contrary  to  that  for  which  the  medical  pro- 
fession stands  and  is  contrary  to  the  policy  of 
the  American  Medical  Association 

“The  cessation  of  the  employment  of  ex- 
traordinary means  to  prolong  the  life  of  the  body 
when  there  is  irrefutable  evidence  that  biological 
death  is  imminent  is  the  decision  of  the  patient 
and/or  his  immediate  family.  The  advice  and 
judgment  of  the  physician  should  be  freely  avail- 
able to  the  patient  and/or  his  immediate  fam- 
ily.” 


166 


Rhode  Island  Medical  Journal 


Method  of  Electing  Trustees  — In  a related 
action,  the  delegates  approved  two  other  resolu- 
tions which  will  allow  candidates  for  the  Amer- 
ican Medical  Association  Board  of  Trustees  to  run 
at  large  rather  than  for  designated  “slot”  posi- 
tions as  is  presently  done.  One  of  the  resolutions 
adopted  outlines  the  methods  to  be  followed  in  at- 
large  election  of  trustees,  while  the  other  deals 
with  any  necessary  changes  :n  the  by-laws.  Ap- 
propriate considered  at  the  1974  Annual  Meet- 
ing. 

Specialty  Representation  in  House  — The  House 
took  several  actions  related  to  direct  representa- 
tion of  national  medical  specialty  societies  in  the 
House  of  Delegates.  The  House  adopted  a report 
of  the  Council  on  Constitution  and  Bylaws  calling 
for  a thorough  study  of  the  proposal,  including 
an  open  hearing  at  the  1974  Annual  Meeting.  Two 
resolutions,  both  calling  for  the  rejection  of  direct 
representation  by  the  specialty  societies,  were  re- 
ferred to  the  Council  on  Constitution  for  considera- 
tion  in  its  study. 

Renal  Dialysis  — ■ Acting  on  Report  J of  the 
Council  on  Medical  Service  and  on  several  resolu- 
tions, the  House  adopted  a strong  policy  position 
on  renal  dialysis  and  transplant  procedures  under 
Medicare.  The  report  and  resolutions  objected  to 
the  “interim  regulations”  issued  by  the  federal 
government  in  respect  to  renal  dialysis  and  trans- 
plant under  Medicare,  since  the  regulations  estab- 
lish what  is  tantamount  to  a maximum  fee  sched- 
ule on  a national  basis  for  professional  services, 
and  in  effect  dictate  on  a national  scale  the  method 
by  which  certain  kinds  of  medical  care  are  ren- 
dered. 

Under  actions  taken  by  the  House,  the  AMA 
will  strongly  protest  — and  seek  to  rescind  — the 
interim  regulations’  request  that  the  federal  gov- 
ernment return  to  existing  systems  of  determining 
medical  necessity  for  treatment  and  setting  fees; 
and  — with  consultation  from  concerned  medical 
specialty  societies  — work  with  the  government 
in  redrawing  the  interim  regulations. 

Miscellaneous  Actions  of  the  House 

In  miscellaneous  actions,  the  House: 

—Referred  to  the  Council  on  Medical  Service  a 
resolution  urging  the  AMA  to  oppose  wide  differ- 
ences in  fees  for  medical  services  performed  by 
equally  qualified  physicians  who  practice  in  dif- 
ferent geographic  areas  of  the  state  . . . 

— Adopted  a report  recommending  the  sum- 
maries of  court  decisions  on  informed  consent  be 
(Continued  on  next  page) 
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about  your  treatment,  don’t  put  yourself 
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made  available  to  physicians  on  request,  rather 
than  the  compilation  of  model  guidelines  since 
court  interpretations  of  informed  consent  vary 
from  one  jurisdiction  to  another  . . . 

— Adopted  a substitute  resolution  calling  for  the 
Board  of  Trustees,  the  Interns  and  Residents  Busi- 
ness Section,  the  Council  and  Medical  Service,  and 
the  Council  on  Medical  Education,  to  develop 
principles  and  guidelines  for  agreements  between 
House  staff  and  their  institutions,  and  to  explore 
the  development  of  a model  contract  for  use  by 
institutions  with  graduate  medical  education  pro- 
grams . . . 

— Approved  a proposal  that  the  1977  .Annual 
Meeting  be  held  in  San  Francisco  and  the  1977 
Clinical  Session  in  Chicago  . . . 

— Adopted  a report  of  the  Council  on  Medical 
Sendee  outlining  progress  made  in  persuading  the 
Aetna  Life  & Casualty  Company  to  limit  the  use 
of  its  surgical  predetermination  form  . . . 

—Endorsed  Board  of  Trustees  action  in  support- 
ing the  enactment  of  legislation  for  medical  de- 
vices . . . 

— Referred  to  the  Officers  of  the  Interns  and 
Residents  Business  Section  and  the  Board  of  Trus- 
tees a resolution  seeking  AMA  support  for  an 
exemption  from  federal  taxes  of  the  first  $3,600 
of  annual  income  paid  post-doctoral  trainees  by 
institutions  accredited  by  the  AMA  Council  on 
Medical  Education  . . . 

— Filed  a report  stressing  the  record  growth 
of  the  American  Medical  Association  Education 
and  Research  Foundation  . . . 

— Adopted  a substitute  resolution  encouraging 
the  observance  of  due  process  in  disputes  involv- 
ing interns  and  residents  and  the  institutions  in 
which  they  work. 

Respectfully  submitted: 

William  J.  MacDonald,  m.d. 

Delegate 

John  J.  Cunningham,  m.d. 

Alternate  Delegate 

AS  AMENDED  AND  ADOPTED  BY  THE 
HOUSE  OF  DELEGATES 

REPORT  OF  THE  BOARD  OF  TRUSTEES 
AND 

THE  COUNCIL  ON  MEDICAL  SERVICE 

REPORT  EE 

Subject:  American  Medical  Association  Policy 
of  Professional  Standards  Review  Organiza- 
tions 

Presented  by:  James  H.  Sammons.  M.D., 


Chairman,  Board  of  Trustees;  William  B.  Hil- 
debrand, M.D.,  Chairman,  Council  on  Medi- 
cal Service 

Referred  to:  Reference  Committee  A.  (Ber- 
nard J.  Pisani,  M.D.,  Chairman) 

In  the  Report  of  the  Board  of  Trustees  and  the 
Council  on  Medical  Service  on  “Professional 
Standards  Review  Organizations’’,  Report  Z 
(C-72),  the  Association's  concern  over  the  PSRO 
program  prior  to  its  passage  was  noted.  It  should 
be  recalled  that  the  law  was  passed  over  the  ob- 
jections of  the  AMA  and  its  spokesmen  before  Con- 
gress. However,  the  report  noted  that,  since  PL 
92-603  has  been  adopted,  the  Council  and  the 
Board  believed  “that  the  American  Medical  .Asso- 
ciation should  provide  a dominant  role  of  leader- 
ship in  the  implementation  of  the  PSRO  program 
to  assure  that  the  best  interests  of  the  public  and 
the  profession  are  preserved’’. 

In  line  with  this  leadership  role,  specific  respon- 
sibilities were  assigned  to  the  Advisory  Committee 
created  by  House  adoption  of  that  report,  includ- 
ing development  of  rules  and  regulations,  assisting 
state  and  county  associations  in  developing  PSROs, 
and  furnishing  material  for  the  Council  on  Legis- 
lation in  its  development  of  future  peer  review 
legislation. 

At  the  1973  .Annual  Convention,  in  adopting 
substitute  Resolution  49,  the  House  recognized 
that  repeal  or  modification  of  PSRO  legislation 
“ultimately  may  be  required  to  preserve  the  high 
quality  of  patient  care”,  but  instructed  the  Asso- 
ciation to  place  “highest  priority  on  developing 
and  pursuing  appropriate  amendments  to  preserve 
the  high  quality  of  patient  care”.  Board  of  Trus- 
tees Report  A (C-73)  at  this  session  indicates  that 
possible  changes  in  the  law  are  under  study;  in- 
formation concerning  this  activity  is  incorporated 
with  this  report. 

It  is  stressed  that  at  all  times  the  House  of 
Delegates  determines  Association  policy  and  that 
it  is  the  role  of  the  councils,  committees,  and  the 
Board  of  Trustees  to  implement  this  policy. 

For  the  information  of  the  House  of  Delegates, 
the  Board  of  Trustees  and  the  Council  on  Medical 
Service  feel  obligated  to  make  the  following  ob- 
servations: 

( 1 ) Our  very  best  information  from  Wash- 
ington and  bipartisan  Congressional  lead- 
ership is  that  there  is  no  current  political 
viability  in  an  effort  to  repeal  PSRO. 

(2)  Similar  exploration  suggests  that  there  is 
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Congressional  receptivity  to  consideration 
of  amendments  to  the  law. 

(3)  “Non-participation”  can  be  interpreted  in 
several  ways.  Non-participation  by  con- 
stituent and  component  medical  societies 
refers  to  the  unwillingness  of  such  societies 
to  cooperate  in  the  development  of  PSROs. 
Non-participation  by  individual  physicians 
implies  unwillingness  to  provide  profes- 
sional reimbursable  services  for  Medicare 
and  Medicaid  beneficiaries.  In  general,  non 
participation  by  organized  medicine  in  the 
development  of  PSROs  would  be  an  abro- 
gation by  the  profession  of  its  responsi- 
bility to  the  public  and  the  profession  to 
assure  that  monitoring  the  quality  and 
cost  of  medical  care  is  professionally 
oriented.  Regardless  of  participation  or 
non-participation  by  physicians  or  medical 
organizations,  no  physician  can  escape  re- 
view of  his  Medicare  and  Medicaid  serv- 
ices as  long  as  the  law  remains  in  force. 

(4)  A significant  proportion  of  the  profession 
appears  to  agree  that  amendments  to  the 
law  can  improve  it.  The  Board  of  Trustees 
and  its  Council  on  Legislation  are  currently 
preparing  a series  of  amendments. 

(5)  Experience  in  developing  the  mandated 
AM  A leadership  role  in  PSRO  implemen- 
tation has  identified  many  areas  where 
such  amendments  may  be  necessary. 

(6)  Government  resistance  to  Association 
recommendations  in  some  areas  indicates 
that,  for  certain  facets  of  the  program, 
amendment  may  be  a more  effective  ap- 
proach than  attempts  to  influence  regula- 
tions and  directives. 

(7)  The  PSRO  law  is  widely  interpreted  as  a 
cost  control  measure.  However,  there  is 
reason  to  believe  that  it  may  generate 
costs  in  excess  of  savings. 

(8)  If  PSRO  legislation  were  to  be  repealed, 
other  cost  control  measures  now  existing 
in  law  would  be  applied.  Other  legislative 
measures  for  cost  containment  would  cer- 
tainly be  introduced. 

In  the  light  of  the  observations  noted  above,  the 
options  available  to  the  Association  are: 

(A)  To  improve  the  law  through  development 
of  regulations  and  administrative  practices; 

(B)  To  seek  amendments  to  the  law  which 
would  remove  the  undesirable  features  of 
the  present  statute; 


(C)  To  promote  repeal  of  the  law; 

(D)  To  suggest  non-participation  by  all  con- 
stituent and  component  societies.  Such 
non-participation  would  specifically  refer 
to  the  establishment  of  a PSRO  by  a unit 
of  organized  medicine. 

Finally,  it  should  be  recognized  that  these  op- 
tions are  not  necessarily  mutually  exclusive. 

The  Board  of  Trustees  and  the  Council  on  Medi- 
cal Service  are  aware  of  the  possibility  that  the 
House  of  Delegates  could  elect  to  support  the  idea 
of  repeal  of  the  law.  However,  the  practical  con- 
siderations indicate  that  this  may  be  impossible 
to  achieve,  so  that  there  should  be  a policy  posi- 
tion which  would  prevail  so  long  as  the  law  re- 
mains in  force. 

The  AMA  affirms  the  following  principles: 

1.  That  the  medical  profession  remains  firmly 
committed  to  the  principle  of  peer  review, 
under  professional  direction,  and 

2.  That  medical  society  programs  of  proven 
effectiveness  should  not  be  dismantled  by 
PSRO  implementation,  and 

3.  That  the  Association  suggests  that  each  hos- 
pital medical  staff,  working  with  the  local 
medical  society,  continue  to  develop  its  own 
peer  review,  based  upon  principles  of  sound 
medical  practice  and  documentable  objective 
criteria,  so  as  to  certify  that  objective  re- 
view of  quality  and  utilization  does  take 
place;  to  make  these  review  procedures  suf- 
ficiently strong  as  to  be  unassailable  by  any 
outside  party  or  parties;  and  that  the  local 
and  state  medical  societies  take  all  legal 
steps  to  resist  the  intrusion  of  any  third 
party  into  the  practice  of  medicine,  and 

4.  That  this  House  of  Delegates,  as  individual 
physicians  and  through  the  Board  of  Trus- 
tees and  its  Council  on  Legislation  work  to 
inform  the  public  and  legislators  as  to  the 
potential  deleterious  effects  of  this  law  on 
the  quality,  confidentiality  and  cost  of  medi- 
cal care;  and  the  hope  that  the  Congress  in 
their  wisdom  will  respond  by  either  repeal, 
modification,  or  interpretation  of  rules  which 
will  protect  the  public. 

The  considered  opinion  of  this  House  of  Dele- 
gates is  that  the  best  interests  of  the  American 
people,  our  patients,  would  be  served  by  the  re- 
peal of  the  present  PSRO  legislation.  It  is  also 
believed  that  this  is  consistent  with  our  long- 
( Continued  on  next  page) 
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standing  policy  and  opposition  to  this  legislation 
prior  to  passage. 

The  considered  opinion  of  the  Board  of  Trus- 
tees and  the  Council  on  Medical  Sen-ice  is  to 
recommend  to  the  House  of  Delegates  that  the 
AM  A continue  to  exert  its  leadership  and  support 
constructive  amendments  to  the  PSRO  law, 
coupled  with  continuation  of  the  effort  to  develop 
rules  and  regulations. 

OCCUPATIONAL  HEALTH  COMMITTEE 

The  33rd  Annual  Congress  on  Occupational 
Health  which  convened  in  Philadelphia  September 
17  and  18,  1973  was  attended  by  the  Society’s 
chairman  of  the  Committee  on  Occupational 
Health,  George  F.  Monahan,  M.D.,  Medical  Di- 
rector in  Rhode  Island  for  General  Electric  Com- 
pany. 

AMA  President,  Russell  B.  Roth,  stated  in  his 
keynote  address  that  among  those  areas  related 
to  occupational  health  to  which  he  planned  to  ad- 
dress his  attention  during  his  administration  would 
be  in  the  fields  of  improvement  of  community  air 
standards  (particularly  as  they  are  influenced  by 
mass  transit)  and  Workmen’s  Compensation. 
Senator  Harrison  Williams.  Xew  Jersey,  com- 
mented on  the  latter  in  the  continuing  work  of 
Congress  to  require  Federal  certification  of  State 
Workmen's  Compensation  standards  within  the 
next  three  years  (a  time  interval  being  objected 
to  by  AFL-CIO). 

To  date  most  states  meet  only  nine  of  84  pro- 
posed recommendations.  Six  states  already  meet 
all  recommendations.  One  of  the  recommendations 
is  that  Workmen's  Compensation  Commissions  es- 
tablish a rehabilitation  committee.  Rhode  Island 
would  seem  to  comply  with  the  existing  capability 
of  referring  the  incapacitated  worker  via  the  De- 
partment of  Vocational  Rehabilitation  to  the  Don- 
nelly Rehabilitation  Center.  It  is  also  being  pro- 
posed that  Federal  funds  be  supplied  to  retrain 
incapacitated  workers  where  such  resources  are 
not  locally  available. 

Federal  funding,  as  is  well  known,  is  at  a pre- 
mium in  this  year's  budget  as  demonstrated  in 
1973  by  the  elimination  of  many  Federal  programs 
or  in  downgrading  of  their  GS  billets  for  jobs 
which  would  otherwise  be  filled  by  higher  rated 
personnel.  In  this  regard  Thomas  J.  McArdle,  As- 
sistant Commissioner  of  OSHA1  statistics,  de- 
scribed hoped-for  revisions  to  the  Federal  Register 
(aided  thus  far  he  said  by  excellent  state  coopera- 


tion) in  an  unification  of  all  Federal-State  record 
keeping  in  accordance  with  BLS2  procedures.  The 
target  goal  for  these  and  the  development  of  com- 
puter programs,  in  order  that  the  effect  of  this 
monumental  Federal  imposition  on  industry  called 
OSHA,  may  be  usefully  retrieved  data  has  been 
delayed  until  1974.  When  one  realizes  the  immense 
annual  toll  of  14,000  employees  killed,  two  million 
disabed,  and  a cost  to  industry  greater  than  nine 
billion  dollars,  it  is  obvious  that  there  is  a great 
urgency  to  commence  profiting  from  the  informa- 
tion that  OSHA  is  amassing.  In  this  regard  a real 
need  exists  for  cost  value  studied  in  order  that 
industry  management,  now  beginning  to  sense  the 
w-inds  of  change  may  be  convinced  of  the  financial 
benefits  of  improved  worker  safety. 

Marcus  Key,  M.D.,  XIOSH3  Director,  described 
XTOSH's  method  of  criteria  document  develop- 
ment wdiich  at  present  relies  largely  (90  per  cent) 
on  outside  contract  assistance.  A Xational  Occu- 
pation Hazard  Survey  and  an  Operations  Manual 
which  are  being  developed  with  OSHA  should  be 
ready  in  1974.  the  first  national  inventory  of  phy- 
sical, chemical  (25,000  compounds  to  date),  and 
biological  hazards. 

On-site  hazard  evaluation  by  XIOSH  is  also 
available  now  for  the  small  plant  employer  need- 
ing the  expertise.  Areas  of  interest  being  consid- 
ered at  present  for  generation  of  criteria  documents 
include  such  studies  as  potential  hazards  posed  to 
truck  drivers,  aerosol  sprays  (the  recent  banning 
of  aerosol  adhesives  came  from  consumer  product 
safety  sources,  not  OSHA)  and  the  dental  x-rays 
role  in  the  incidences  of  leukaemia  in  dentists.  Is 
there  a relation  also  to  the  higher  rate  of  suicide 
in  dentists.  Doctor  Key  was  asked  if  changes  of  a 
criteria  document  were  possible  once  it  was  pub- 
lished. His  answer  was  affirmative  and  he  referred 
to  the  Industrial  Health  Foundation's  Pittsburgh 
meeting  on  heat  stress,  prior  to  pending  document 
publication,  and  which  would  probably  continue 
in  an  on-going  series  of  public  hearings  and  scien- 
tific review.  Periodic  review  is  planned  for  all  cri- 
teria documents  (e.g.  asbestos).  The  question  was 
also  posed  as  to  a role  being  conjectured  for  occu- 
pational health  in  the  many  proposed  Xational 
Health  Insurance  Programs  in  their  basic  func- 
tion as  preventive  medicine.  The  answer  wTas  that 
most  industry  practices  preventive  medicine  al- 

1 Occupational  Safety  and  Health  Act 

2Bureau  of  Labor  Statistics 

3National  Institute,  Occupation  Safety  and  Health 
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ready.  It  would  be  necessary  eventually  that  the 
envisioned  private  clinics  practice  preventive  medi- 
cine in  a knowledgeable  OSHA  milieu.  In  answer 
to  the  concern  expressed  that  Federal  legislation 
in  the  National  Health  Insurance  area  might  some- 
day supplant  in-plant  industrial  medicine,  the  ex- 
perience of  England  was  cited  in  which  such  has 
not  been  the  case. 

As  is  becoming  customary  at  nearly  all  occu- 
pational health  meetings,  the  topic  of  noise  was 
again  covered  in  his  able  manner  by  Dr.  Joseph 
Sataloff,  Thomas  Jefferson  Medical  College,  Phila- 
delphia. Doctor  Sataloff  said  that  there  was  noth- 
ing “magic”  about  the  original  choice  of  94dbA 
and  it  will  probably  become  the  final  noise  stand- 
ard. The  proposed  85dbA  standard  he  said,  is  no 
morre  scientifically  grounded  than  was  the  selec- 
tion of  90dbA.  Doctor  Sataloff  is  always  construc- 
tively entertaining  and  informative.  Your  chair- 
man taped  his  presentation  and  the  cassette  is 
available  for  anyone  wishing  to  borrow  it. 

The  second  day  consisted  largely  of  a presen- 
tation on  occupational  pulmonary  disease  in  co- 
operation with  the  American  College  of  Radiology 
and  NIOSH.  Some  bon  mots  (for  us  non-radiolo- 
gists): 

“Dust  is  an  aerosol.”  ILO  definition.  (Industrial 
dusts  may  also  bind  other  hazards,  e.g.,  CC14, 
etc.) 

“Diatomaceous  earths  used  in  swimming  pool 
filters  may  prove  to  be  a silica  hazard.” 

“Lung  fibrosis  continues  after  the  individual’s 
removal  from  the  producing  mechanism.” 

“Asbestos  fibers  are  found  everywhere  today;  in 
mesiotheliomas,  gastric  and  pancreatic  CA,  beer, 
tap  water,  ceiling  tiles,  ad.  inf.” 

For  those  of  us  practicing  industrial  medicine 
who  are  faced  with  the  new  Federal  law  govern- 
ing asbestos  exposure,  it  was  emphasized  that  the 
x-ray  techniques  used  in  the  stipulated  annual 
14  x 17  chest  films  must  be  of  the  highest  quality. 
One  should  also  remember  that  there  is  little  cor- 
relation between  x-ray  findings  and  pulmonary 
function  studies  in  early  asbestosis.  It  has  been 
found  that  20  year  elapsed  between  the  exposure 
of  WWII  shipyard  workers  (some  with  a history 
of  as  little  original  exposure  of  six  weeks)  for  x-ray 
evidence  of  fibrosis  to  be  found. 

The  recipient  of  the  annual  physician’s  award 
of  the  President’s  Committee  on  Employment  of 
the  Handicapped  was  Duane  L.  Larson.  M.D., 
chief  of  surgery  at  the  Shriners’  Burn  Institute, 


Galveston,  Texas.  Doctor  Larsone  dscribes  his  ap- 
proach to  burn  therapy  as  that  of  a pragmatlist: 

1 . Escharotomy 

2.  Milk 

3.  Ear  Pillows 

4.  Straight  Position  Splinting 

In  summary,  one  can  see  that  the  OSHA-NIOSH 
team  continues  to  be  the  central  theme  of  all  oc- 
cupational health  conferences.  Wie  should  not  lose 
sight  of  the  forest  for  the  trees  in  OSHA’s  em- 
phasis on  the  exposure  of  workers  to  yesterday’s 
neglected  “acute”  problems  in  view  of  today’s  bur- 
geoning of  unknown  new  hazards.  The  tempo  of 
the  rate  of  progress  in  the  challenging  field  of  in- 
dustrial medicine  encouragingly,  is  increasing.  As 
the  USN  “Sea  Bees”  say,  “the  difficult  takes  a 
little  while,  the  impossible  takes  a little  longer”. 

Respectfully  submitted: 

George  F.  Monahan,  m.d. 

Chairman 


ALL  R.I.M.S.  members  are  now  eligible  to 
apply  for 

OFFICE  EXPENSE  INSURANCE 
(TAX  DEDUCTIBLE) 

to  pay  up  to  $3,500.00  monthly  Overhead 
Expenses  which  continue  during  DISABILITY. 

RATES  REDUCED  15%  because  of  good  ex- 
perience of  our  group  to  date.  Present  exper- 
ience and  increased  Member  participation  can 
earn  us  all  another  10%  to  20%  next  year! 

Write  or  phone  the  Administrator  for  liter- 
ature and  information. 

ADMINISTRATOR: 

R.  A.  DEROSIER  AGENCY 

215  Waterman  Avenue 
East  Providence,  Rhode  Island 
Tel.  438-0660 
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STATEMENT  ON  CATASTROPHIC 
BILL 

(Concluded  from  page  132) 

The  known  prototypes  of  this  bill  clearly  would 
have  revolutionized  the  system  of  the  delivery  of 
medical  care  in  Rhode  Island.  The  final  bill  has 
been  described  as  ‘‘watered  down,”  but  by  the 
mechanism  of  interaction  between  definitions  and 
powers  granted  to  the  Director  of  the  Department 
of  Health  and  to  the  Director  of  the  Department 
of  Business  Regulation  much  of  the  medical  re- 
organization capability  of  the  prototypes  is  retained. 

Today  we  specifically  are  not  taking  a stand  on 
government  intervention  in  medicine  as  a general 
philosophical  trend.  As  in  all  such  matters  there 
are  both  good  and  bad  aspects  to  be  found.  And 
so  we  would  categorize  this  bill  by  saying  that  the 
catastrophic  health  insurance  protection  provisions 
are  laudable,  and,  once  again  in  this  connection, 
we  wish  to  express  our  complete  support  of  the 
Governor. 

But  we  would  caution  those  who  view  positively 
the  increasing  trend  of  government  intervention  in 
medicine  to  consider  the  following  in  relation  to 
this  bill.  They  must  ask  themselves  “Why  is  it 
that  in  Britian  outside  of  the  British  Health  Sys- 
tem there  has  been  a healthy  growth  of  private 
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insurance  protection  paid  for  out  of  pocket  after 
taxes  have  already  been  paid  allowing  the  pur- 
chasers access  to  so-called  free  medical  care.”  We 
would  ask  them  to  consider  a description  of  the 
shocking  aspects  of  the  Swedish  medical  system 
which  heretofor  had  been  held  out  as  a paragon 
among  health  systems.  This  was  published  in  a 
three-part  series  recently  in  the  New  York  Times. 

Also,  we  would  point  out  that  whatever  we  do  in 
Rhode  Island  will  soon  be  superceded  by  federal 
legislation,  leaving  us  with  an  administrative  stiuc- 
ture  which  would  be  both  costly  and  difficult  to 
abolish. 

Specifically,  we  would  point  out  in  this  bill  the 
concentration  of  powers  which  will  be  placed  in 
the  hands  of  the  Director  of  the  Department  of 
Health  and  the  Director  of  the  Department  of 
Business  Regulation  who,  even  if  they  are  appro- 
priate repositories  of  these  powers,  could  not  exer- 
cise them  without  the  creation  of  an  expensive 
medical  subsection  in  the  Department  of  Business 
Regulation,  an  expensive  legal  subsection  in  the 
Department  of  Health,  and  a quasi-judicial  system 
in  both  of  these  departments. 

We  would  recommend  the  transfer  of  these 
powers  to  a State  Health  Commission  to  be  com- 
posed of  one  third  of  public  -spirited  citizens,  one 
third  of  consumers,  and  one  third  of  practicing 
physicians,  a universally  acceptable  composition 
for  such  commissions. 

We  would  ask  you  to  note  that  the  Health  Re- 
sources Development  Fund  provided  for  by  this 
bill  has  only  the  most  peripheral  relationship  to 
catastrophic  health  insurance  protection.  This  is 
tiulv  an  item  for  specific  isolated  legislation. 

We  feel  that  should  the  bill  remain  as  it  is  the 
acronym  ‘‘CHIP”  is  a misnomer  and  highly  mis- 
leading. It  is  much  too  narrow  in  its  connotation  in 
relation  to  the  total  contents  of  the  bill. 

The  Rhode  Island  Medical  Society  is  in  the 
p ccess  of  drawing  up  specific  recommendations 
in  regard  to  the  individual  provisions  of  the  bill, 
and  these  will  be  prepared  and  distributed  for  the 
purpose  of  fleshing  cut  the  general  concept  which 
we  have  put  forth  today. 

In  conclusion,  if  I am  to  be  quoted  at  all  on 
what  I have  to  say  today,  1 would  insist  that  there 
be  mentioned  the  full  and  enthusiastic  support  of 
the  Rhode  Island  Medical  Society  for  the  Governor 
in  his  efforts  to  provide  catastrophic  health  insur- 
ance protection  for  the  people  of  Rhode  Island. 


172 


Rhode  Island  Medical  Journal 


STATEMENT  ON  SMOKING 

(Concluded  from  page  134) 

an  obstructive  ciculatorv  disease  of  the  extremities, 
which  is  aggravated,  but  not  caused  by  smoking. 
There  is  some  evidence  that  smoking  may  be  a 
cause  of  cancer  of  the  bladder.  Two  recent  medical 
papers  indicate  that  smoking  in  pregnancy  in- 
creases peiinatal  mortality,  reduces  the  birth 
weight,  and  produces  a deficit  in  child  development 
manifested  in  retarded  growth,  and  in  retarded 
reading,  mathematics,  and  general  ability. 

Dr.  Jesse  Steinfeld,  formerly  Surgeon  General  of 
the  United  States  Public  Health  Service  and  cur- 
rently on  the  staff  of  the  Mayo  Clinic,  promul- 
gated when  he  was  Surgeon  General  the  Non-Smok- 
ers' Bill  of  Rights.  This  is  what  S2212  is  addressed 
to.  Non-smokers  have  certain  rights  to  health  to 
which  very  little  attention  has  been  paid.  The  ag- 
gressiveness of  smokers  in  asserting  their  rights 
and  privileges  is  misdirected.  Their  right  to  smoke 
is  not  at  issue,  and  to  deny  them  this  right  would 
be  self-defeating.  Where  they  have  the  right  to 
smoke  is  another  matter. 

Tobacco  smoke,  not  less  the  smoke  of  pipes  and 
cigars  than  that  of  cigarettes,  can  be  very  dis- 
agreeable to  non-smokers,  and  a source  of  great 
discomfort.  Non-smokers,  a very  substantial  per- 
centage of  the  population,  in  fact  a considerable 
majority,  should  not  be  subjected  to  this  imposition 
by  permitting  smoking  in  public  places,  and  more 
particularly  public  tax  supported  buildings. 

Even  more  geimane  to  the  issue  is  the  hazard 
to  the  heal.h  of  non-smckers  caused  by  being  ob- 
ligated to  breath  the  air  polluted  by  smokers.  There 
is  evidence  that  the  pollutants  in  air  heavily  laden 
with  tobacco  smoke  may  approach  that  of  the  air 
inhaled  by  smokers  during  the  act  of  smoking. 
There  is  evidence  that  some  of  the  lung  cancer  in 
non-smokeis  can  be  caused  by  air  pollution  and  that 
cne  type  of  pollution  which  contributes  in  a sig- 
nificant way  are  the  carcinogens  (the  cancer-pro- 
ducing chemicals)  in  tobacco  smoke.  Finally,  there 
is  the  matter  of  carbon  monoxide,  which  is  one  of 
the  potent  poisons  in  tobacco  smoke.  Carbon  mo- 
noxide is  released  into  the  air  by  tobacco  smoke  in 
significant  amounts. 

Carbon  monoxide  has  the  peculiar  property  of 
being  tenaciously  absorbed  by  the  hemoglobin  (red 
matter)  of  the  blood,  progressively  reducing  its 
oxygen  carrying  capacity.  Carbon  monoxide,  in- 
spired from  the  ambient  smoke  polluted  air,  can 
affect  the  heart  function  of  patients  with  angina 


pectoris,  and  actually  bring  on  attacks  and  can  be 
extremely  dangerous  to  the  life  of  patients  having 
pulmonary  emphysema  with  marginal  oxygen  ab- 
sorbing capacity  of  the  lungs. 

It  is  not  fair  to  subject  the  non-smoking  public 
to  these  hazards  in  order  to  satisfy  a habit  which 
is  a matter  of  self-indulgence.  Smoking  should  be 
limited  to  special  smoking  areas  and  should  be 
prohibited  in  areas  of  public  assembly  and  pubi  c 
concourse. 

Mr.  Chairman,  I should  like  to  thank  you  for  the 
privilege  of  being  heard,  and  I should  be  pleased 
to  answer  any  questions. 


PRESIDENTIAL  ADDRESS 

(Concluded  from  page  145) 
their  colleagues.  It  is  my  firm  belief  that  the  Rhode 
Island  Medical  Society  can  only  profit  by  such  de- 
liberations. It  has  been  an  interesting  and  mean- 
ingful year. 

Challenges  we  have  encountered  and  challenges 
we  have  met.  I believe  that  we,  as  physicians,  have 
faced  these  challenges  squarely  with  the  public 
good  engraved  in  our  minds  and  reflected  in  our 
deeds. 


Curran  & Burton 
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FOOD  ASPIRATION 

(Concluded  from  page  160) 
without  metraminol,  and  the  electrocardiogram 
changes  reverted  to  normal  in  twenty-four  hours. 
Physical  examination  revealed  an  absent  gag  reflex. 

The  patient  was  treated  with  aqueous  penicillin 
G and  hydrocortisone  and  had  an  uneventful  re- 
cover}-. 

DISCUSSION 

This  case  corresponds  reasonably  well  to  the 
syndrome  proposed  by  Haugen  (1963):  The  pa- 
tient was  an  elderly  male  with  dentures  and  had 
a history  of  alcohol  ingestion.  Inquiries  into  the 
patient's  table  manners  were  not  made. 

Unlike  the  nine  cases  reported  by  Haugen  ( 1963) 
this  individual  had  an  organic  reason  to  explain 
his  difficulty  with  deglutition.  Death  did  notoccur 
in  this  case  after  at  least  30  minutes  of  profound 
hypoxia.  It  is  also  interesting  that  accounts  from 


persons  in  the  restaurant  revealed  that  everyone 
thought  of  a "heart  attack'’  or  “stroke.’’  Even  be- 
fore he  reached  our  emergency  room,  treatment 
was  given  in  a nearby  emergency  clinic  for  what 
was  thought  to  be  pulmonary  edema.  The  problem 
in  the  diagnosis  of  food  asphyxiation  was  com- 
pounded by  the  patient's  age  and  symptoms,  which 
easily  could  be  attributed  to  vascular  disease.  As 
noted  in  the  electrocardiogram,  tachycardia  and 
ischemic  changes  might  also  be  misleading. 

Certainly,  the  lesson  to  be  learned  is  that,  given 
the  clinical  setting  and  symptoms,  one  subject  of 
attention  should  be  the  pharynx.  It  is  a lesson  not 
only  that  we  as  physicians  should  heed,  but  also 
that  the  public  in  general  should  be  taught. 

REFERENCES 

^ller  \YC,  Haugen  RK : Food  asphyxiation  — rest- 
aurant rescue  N Engl  J Med  289:81-2,  12  Jul  73 
2Haugen,  RK : The  cafe  coronary : sudden  death  in 
restaurants  JAMA  186:142-3.  12  Oct  63 
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\ high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  coli,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


efore  prescribing,  please  consult  complete  product 
formation,  a summary  of  which  follows: 
idications:  Chronic  urinary  tract  infections  (primarily 
jyeloneph ritis,  pyelitis  and  cystitis)  due  to  susceptible 
'rganisms  (usually  E.  coli , Klebsiella-Enterobacter , 
\roteus  mirabilis , and,  less  frequently,  indole-positive 
iroteus  species). 

ote:  The  increasing  frequency  of  resistant  organisms 
mits  the  usefulness  of  antibacterials,  especially  in 
Tronic  and  recurrent  urinary  tract  infections, 
ontraindications:  Hypersensitivity  to  trimethoprim 
!rsulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
granulocytosis,  aplastic  anemia  and  other  blood  dys- 
-asias  have  been  associated  with  sulfonamides.  Expe- 
ence  with  trimethoprim  is  much  more  limited  but 
iccasional  interference  with  hematopoiesis  has  been 
^ported  as  well  as  an  increased  incidence  of  throm- 
openia  in  elderly  patients  on  diuretics,  primarily 
aiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
-arly  signs  of  serious  blood  disorders.  Frequent  CBC's 
ire  recommended;  therapy  should  be  discontinued 
a significantly  reduced  count  of  any  formed  blood 
lement  is  noted.  Data  are  insufficient  to  recommend 
Ise  in  infants  and  children  under  12. 
recautions:  Use  cautiously  in  patients  with  impaired 
enal  or  hepatic  function,  possible  folate  deficiency, 
lergy  or  bronchial  asthma;  and  in  those  with  glucose- 
-phosphate  dehydrogenase  deficiency,  where  he- 
lolysis  may  occur.  During  therapy,  maintain  adequate 
uid  intake  and  perform  frequent  urinalyses,  with 
areful  microscopic  examination,  and  renal  function 
asts,  particularly  where  there  is  impaired  renal 
jnction. 

dverse  Reactions:  All  major  reactions  to  sulfona- 
lides  and  trimethoprim  are  included,  even  if  not 
sported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
osis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
openia,  leukopenia,  hemolytic  anemia,  purpura, 
ypoprothrombinemia  and  methemoglobinemia. 
Ilergic  reactions:  Erythema  multiforme,  Stevens- 
)hnson  syndrome,  generalized  skin  eruptions,  epider- 
ial  necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization, arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 
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Bactrim 

Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 
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A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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This  psychoneurotic 

often  responds 


Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication  ; abrupt  withdrawal  may 
be  associated  with  temporary  in- 
crease in  frequency  and/or  severity 
of  seizures.  Advise  against  simul- 
taneous ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  ab- 
dominal and  muscle  cramps,  vomiting 
and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveil- 
lance because  of  their  predisposition 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


hen  you  determine  that  the 
depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurodc 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeudc 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fadgue.  Caudon 
your  padents  against  engaging  in 
hazardous  occupadons  or  driving. 

Frequendy,  the  patient’s  symptoms 
are  gready  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


symptom  complex 

to  Wium  (diazepam) 


Precautions:  If  combined  with 
ther  psychotropics  or  anticonvul- 
ants,  consider  carefully  pharma- 
ology  of  agents  employed ; drugs 
uch  as  phenothiazines,  narcotics, 
■arbitrates,  MAO  inhibitors  and 
ther  antidepressants  may  poten- 
iate  its  action.  Usual  precautions 
ndicated  in  patients  severely  de- 
ressed,  or  with  latent  depression, 
rwith  suicidal  tendencies.  Observe 
sual  precautions  in  impaired  renal 


Roche  Laboratories 

Division  ol  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium8  2-mg,  5-mg,  io-mg  tablets 


(diazepam) 
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A REGIONAL  NETWORK  FOR  MATERNAL  AND  INFANT  CARE 


In  1973,  the  Providence  Lying-In  Hospital  un- 
dertook to  develop  for  Rhode  Island  and  nearby 
areas  of  Massachusetts  and  Connecticut,  a com- 
prehensive regional  center  for  maternal  and  infant 
care.  In  many  ways,  the  timing  was  ideal:  the 
Hospital,  in  keeping  with  its  medical  school  affilia- 
tion, had  just  started  to  recruit  the  full-time  fac- 
ulty in  Neonatology,  Obstetrics,  and  Community 
Health  that  is  central  to  such  a program.  The  con- 
tinuing decline  in  birth  rate,  coupled  with  a more 
recent  decrease  in  hospital  bed  occupancy  in  pedi- 
atrics and  obstetrics  had  sensitized  the  medical 
community  and  public  opinion  to  the  need  for 
greater  coordination  of  services.  More  importantly, 
it  had  become  increasingly  clear  that  public  health 
indices  such  as  maternal  mortality,  perinatal  mor- 
tality, and  perinatal  morbidity  could  not  be  im- 
proved much  beyond  the  current  level  without 
changes  in  hospital  structure. 

The  goals  of  a comprehensive  center  for  mater- 
nal and  infant  care  must  be  set  high;  reduction  of 
maternal  mortality  toward  1.1  per  10,000  live 
births;  reduction  of  perinatal  mortality  toward  12 
per  1,000  newborns  above  1,000  grams;  reduction 
in  perinatal  morbidity  to  minimize  the  number  of 
newborns  suffering  from  obstetrical  trauma  or 
asphyxia,  and  simultaneous  reduction  of  the  inci- 
dence of  prematurity  below  five  per  cent.  All  of 
these  objectives  may  sound  ambitious.  Yet  the  fact 
remains  that  they  have  been  reached,  or  will  soon 
be  reached  in  other  countries.  This  sets  a measur- 
able index  of  the  progress  yet  to  be  made. 


We  can  expect  enormous  difficulties:  a regional 
center  for  perinatal  care  will  have  to  handle  about 
600  complicated  deliveries  each  year,  and  between 
200  and  250  major  neonatal  problems  out  of  12,000 
deliveries  statewide.  The  Providence  Lying-In 
Hospital  handles  about  45  per  cent  of  the  deliv- 
eries in  the  state.  Thus,  when  the  concept  of  re- 
gionalization is  fully  implemented,  over  one  half 
of  the  burden  in  major  obstetrical  and  neonatal 
care  will  come  to  the  Lying-In  on  a referral  basis. 
Measurable  progress  has  already  been  made:  the 
number  of  transfers  to  its  Intensive  Care  Unit  has 
grown  from  seven  in  calendar  year  1970  to  27  in 
1971,  35  in  1972,  and  69  in  1973,  and  has  already 
reached  34  for  the  first  four  months  of  1974.  A 
plan  has  been  drafted  to  extend  the  quality  of  care 
of  sick  newborns  to  the  various  community  hos- 
pitals that  have  a delivery  service,  to  train  their 
professional  personnel  in  the  recognition  and  treat- 
ment of  various  illnesses  that  affect  an  infant  dur- 
ing the  neonatal  period  (e.g.  respiratory  distress 
syndrome,  infection,  hypoglycemia,  and  hypocal- 
cemia, and  to  review  on  site  the  various  problems 
encountered  by  the  local  nursery  care  personnel. 
The  concept  of  a regional  network  for  maternal 
and  neonatal  care  not  only  serves  the  interests  of 
medical  education  and  residency  training,  but  is 
also  an  essential  link  in  our  community  effort  to 
reach  a higher  level  of  medical  care. 

Pierre  M.  Galletti,  m.d.,  Ph.D. 

Vice  President 

(Biology  and  Medicine) 


Publication  of  the  Brown  University  Calendar  of  Medical  Events 
will  be  suspended  for  the  summer  months.  Publication  will  be  resumed 
in  September.  Items  to  be  published  in  the  Medical  Events  Calendar 
should  be  sent  to  the  Brown  University  Medical  School,  Events  Calen- 
dar, Box  G,  Providence,  Rhode  Island  02912. 
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| PLAN  TO  ATTEND-  1 

GOVERNOR'S  CONFERENCE 

[ RHODE  ISLAND'S  | 

j FUTURE  HEALTH  CARE  NEEDS 

Friday,  June  21  and 

| Saturday,  June  22  | 

At  Rhode  Island  Junior  College,  ; 

| Warwick  Campus  | 

1 Panel  Discussions  Will  Include:  Health  | 
Planning  and  Regulation,  Health 
Maintenance  Organizations,  Health  | 

| Manpower,  and  Long  Term  Care.  I 

| ADDRESS:  U.S.  Senator  Edward  M. 

| Kennedy  on  "What  the  Health  Fi-  | 

nance  System  Will  Be  Like  After  Na- 
tional Health  Insurance  Is  Enacted"  | 


§ TIME:  7 P.M.  on  June  21  g 
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MEDEX-NEW  ENGLAND  at  Dart- 
mouth Medical  School  is  now 
accepting  inquiries  from  General 
Practitioners,  Internists  and  Pedi- 
atricians interested  in  becoming 
preceptors  for  the  Physician's 
Assistant  class  January  1,  1975 
to  December  31,  1975. 

Contact: 

B.  Strauss,  M.D. 

Director,  MEDEX-NEW  ENGLAND 

P.O.  Box  146 

Hanover,  New  Hampshire  03755 


Deadline:  September  1,  1974 


OPPORTUNITY  FOR 
PEDIATRICIAN 

HMO  seeks  concerned  Pediatrician. 
Existing  health  services  program  is 
developing  into  a comprehensive, 
pre-paid  program.  An  existing  pa- 
tient base,  a city-wide  network  of 
new  health  care  centers,  innovative 
approaches  to  services  delivery 
problems  and  possibility  of  medical 
school  faculty  appointment  make  this 
an  unusually  attractive  opportunity. 

Salary  and  fringe  benefits 
competitive 

An  equal  opportunity  employer 
Inquire: 

Roswell  Johnson,  M.D. 

Acting  Medical  Director, 
Providence  Health  Centers,  Inc. 

469  Angell  Street 
Providence,  Rhode  Island  02906 
Tel.:  (401)  861-6300 
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HENRY  E.  SIMMONS,  M.D.,  M.P.H. 

Director,  Office  of  Professional  Standards 
Review 

Deputy  Assistant  Secretary  for  Health, 

Department  of  Health,  Education,  and 
Welfare 

Plan  to  hear  the  most  recent  developments  on- 

PROFESSIONAL  STANDARDS  REVIEW  ORGANIZATION 

(PSRO)  IN  WASHINGTON 

The  Providence  Medical  Association  extends 
a cordial  invitation  to  all  physicians  in  Rhode 
Island  to  hear  an  Address  hy  Dr.  Henry  E.  Sim- 
mons, Director  of  the  Office  of  PSRO,  Depart- 
ment of  Health,  Education,  and  Welfare  on 

WEDNESDAY,  JUNE  12,  1974 

in  the  Auditorium  of  the  Rhode  Island  Medical 
Society  at  7:30  p.m. 

Circle  the  date  on  your  calendar  and  plan  to 
attend. 
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Will  You  Support  The  Rhode  Island  Professional 
Standards  Review  Organization,  Inc.? 

It  is  the  intent  of  the  officers  and  the  Board  of  Directors  of  R.I.P.S.R.O., 
Inc.  to  apply  to  the  Secretary  of  Health,  Education  and  Welfare  for  desig- 
nation as  the  PSRO  for  the  Rhode  Island  area.  Under  the  law,  a “sub- 
stantial portion”  of  all  physicians  in  the  area  must  be  members  of  R.I.- 
P.S.R.O. 

It  is  our  hope  that  you  will  agree  with  the  approach  of  the  officers  and 
directors  of  R.I.P.S.R.O.,  a peer  review  organization  controlled  and  directed 
by  a committee  of  licensed  physicians.  Even  though  you  may  not  agree  with 
the  basic  concept  of  PSRO  itself,  we  hope  that  you  will  give  your  support  by 
requesting  membership  in  R.I.P.S.R.O.  There  are  no  dues,  fees  or  other  mone- 
tary obligations  involved. 

Dr.  Alton  M.  Pauli 
President  — R.I.P.S.R.O.,  Inc. 

May,  1974 


Dr.  Alton  M.  Pauli,  President 
R.I.P.S.R.O.,  Inc. 

106  Francis  Street 
Providence,  Rhode  Island  02903 

Dear  Doctor  Pauli : 

I agree  with  the  general  approach  of  the  officers  and  Board  of  Di- 
rectors of  R.I.P.S.R.O.,  Inc.,  a physician  controlled  and  directed  organiza- 
tion, and  wish  to  support  that  organization  as  long  as  it  shall  be  controlled 
bv  the  physicians  of  Rhode  Island. 

1 hereby  accept  membership  in  R.I.P.S.R.O.,  Inc. 


Signature 


Address 


Name  Printed 


Date 


FOR  MORE  INFORMATION,  PLEASE  SEE  RIPSRO  NEWSLETTER  WHICH  YOU 
HAVE  RECEIVED. 
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MEDICAL  OFFICE  BUILDING  - SUITES  AVAILABLE 

-METROPOLITAN  AREA  -REASONABLE 

-ELEVATOR  - WHEEL  RAMPS  -LAVISH  CONTEMPORARY  DESIGN 

-AIR  COOLED  VENTILATED  HEAT  CYCLE  -PARKING 

-X-RAY  DEPT.-LAB-ALL  CONVENIENCES  -DIRECT  BUS  LINE 


WELLESLEY  OFFICE  BUILDING 
1515  SMITH  ST.,  NO.  PROV.,  R.l. 
MANCINO  ASSOCIATES  ARCHITECTS 


or^ville 


ies  \\ 


FOGARTY  HOSPITAL 


Wellesley  Med.  Bldg. 


FATIMA  HOSPITAL 

LYING-IN  HOSPITAL 

ROGER  WILLIAMS 
GENERAL  HOSPITAL 

ST.  JOSEPH  S HOSPITAL 

RHODE  ISLAND  HOSPITAL 


INQUIRIES 

contact 


Ur.  Frank  II.  irilmaiidrc 

353-1110 


A Symposium  In  Honor  Of 
Doctor  Fiorindo  A.  Simeone 

Sponsored  By 

Brown  University  — Section  of  Surgery 
List  Auditorium  1 :30  - 5:00  P.M.  Friday,  June  1 4,  1 974 

1 :30  P.M.  — Welcome 

Dr.  Pierre  M.  Galletti,  Vice-President  for  Medical  Affairs 
Dr.  Henry  T.  Randall,  Section  Leader,  Section  of  Surgery 

1:45  P.M.  — Long  Term  Percutaneous  Hepatic  Arterial  Infusion  for  Malignancy 
Edward  A.  Mansour,  M.D. 

Assistant  Professor  of  Surgery,  Case  Western  Reserve  Univer- 
sity School  of  Medicine 

2:10  P.M.  — Radiation  Effects  of  Radioiodine  on  the  Thyroid 
Brown  M.  Dobyns,  M.D. 

Professor  of  Surgery,  Case  Western  Reserve  University 

2:35  P.M.  — Clotting  Factors  in  Burn  Sepsis 
Richard  B.  Fratianne,  M.D. 

Associate  Professor  of  Surgery,  Case  Western  Reserve  Univer- 
sity School  of  Medicine 

3:00  P.M.  — Microculatory  Dynamics  and  Hemorrhage 
Robert  W.  Hopkins,  M.D. 

Professor  of  Medical  Science,  Brown  University 

3:25  P.M.  - Coffee 

3:45  P.M.  — Respiratory  Monitoring  in  the  Critically  III  Patient 
Stephen  Z.  Turney,  M.D. 

Associate  Professor  of  Surgery,  University  of  Maryland  School 
of  Medicine 

4:10  P.M.  — Energy  Metabolism  in  Sepsis  and  Trauma 
George  H.  A.  Clowes,  M.D. 

Clinical  Professor  of  Surgery,  Harvard  Medical  School 

4:35  P.M.  — Phleborheography  in  the  Diagnosis  of  Thrombophlebitis 
John  J.  Cranley,  M.D. 

Director  of  Surgery,  Good  Samaritan  Hospital,  Cincinnati,  Ohio 
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Pretend  it’s 1945. 
Would  you  invest  in  Kodak? 


When  it  comes  to  making 
ivestment  decisions,  there’s  nothing 
ke  20  or  30  years’  hindsight. 

And  when  it  comes  to  judging 
le  performance  of  your  invest- 
lents,  it’s  the  long  term  that  counts. 

The  life  of  a trust  represents 
ears  of  investment  decisions  whose 
umulative  effect  is  far-reaching, 
knd  the  record  of  Industrial  National 
lank’s  Trust  Department  is  your 
est  assurance  that  that  effect  will  be 
positive  one. 

We  take  a back  seat  to  no  one 
i the  business  of  professional 


financial  management.  And  we’re 
proud  of  our  consistent  long-term 
performance  record. 

In  fact,  we’d  like  to  discuss  that 
record  with  you,  and  to  show  you 
how  our  combination  of  the  right 
people,  the  right  philosophy,  and 
the  right  organization  can  bring  a 
realistic  new  performance  orienta- 
tion to  the  management  of  your 
investments. 

Call  Mr.  Evans  at  278-6607. 
Trust  Department,  Industrial 
National  Bank,  100  Westminster  St., 
Providence,  Rhode  Island  02903. 


IB  BABK 

Industrial  National  Bank 

Something  extra  in  Investment  Management. 


Book  Review 


THE  UNCERTAIN  MIRACLE.  Hyperbaric  Oxy- 
genation. by  Vance  H.  Trimble.  Garden  City, 
Doubledav  & Company,  Inc.,  1974.  $6.95 

This  book  concerns  a mode  of  therapy,  hyper- 
baric oxygenation,  the  long  history  of  which  began 
with  a slow  start.  When  it  finally  became  recog- 
nized, a host  of  exaggerated  claims  were  made  as 
to  its  efficacy  in  the  treatment  of  disease.  This 
was  then  folk) wed  by  a period  of  shake-down.  Now, 
because  of  a better  understanding  of  its  usefulness, 
there  is  a marked  decrease  in  its  utilization. 

The  author  has  written  a very  readable  text  and 
one  which  intrigues  and  captures  the  attention  of 
the  reader.  He  reviews  the  history  and  develop- 
ment of  hyperbaric  oxygenation  and  the  many 
controversies  as  to  its  usefulness,  and  finally  sum 
up  its  present  state.  He  writes  this  book  not  as  a 
scientific  inquiry  as  to  its  hazards  and  advan- 
tages as  a method  of  treatment,  but  as  the  inves- 
tigative Pulitzer  Prize  winner  reporter  that  he  is. 
He  writes  so  as  to  cater  to  the  unwary  reader's 
eye.  He  works  on  the  reader's  sympathy  for  the 
ill  and  captures  the  reader’s  interest  by  citing  far 
too  importantly  a few  internationally  famed  indi- 
viduals. They  are  referred  to  far  out  of  pro- 
portion to  the  roles  they  played  in  hyperbaric 
oxygenation.  He  rails  against  the  medical  profes- 
sion for  not  going  along  more  whole-heartedly  with 
this  form  of  therapy  early  in  its  development. 

It  is  unfortunate  that  the  bock  is  so  written 
that,  should  the  reader  cease  reading  it  before  the 
final  three  chapters,  he  will  have  been  misled  as  to 
the  true  role  of  investigators  and  antagonists  in 
this  type  of  treatment.  It  is  only  in  the  15th  chap- 
ter. the  very  last,  that  he  writes  of  the  present 
status  of  this  method  of  treatment.  Therein  he 
relates  the  diseases  which  today  indicate  the  use 
of  the  hyperbaric  oxygenation  chamber.  He  notes 
the  marked  fall  in  the  number  of  instances  in  which 
the  chamber  is  used  at  present.  The  reader  will 
note  the  collapse  of  the  many  indications  previously 
claimed  in  the  back.  It  is  not  until  the  13th  chap- 
ter that  he  informs  his  readers  of  the  real  extent 
of  dangers  inherent  in  hyperbaric  oxygenation. 
There  are  inaccurate  statements  and  errors  in 


the  book.  For  example,  he  says  on  page  40  that 
the  inhaling  of  100  per  cent  oxygen  at  regular 
barometric  pressure  “sounded  like  a winner  and 
it  was  tried;  it  didn’t  help  much”.  In  this  he  is 
very,  very  wrong.  The  inhalation  of  oxygen  at 
atmospheric  pressure  is  a very  important  mode  of 
therajpv.  Xo  matter  how  successful  hyperbaric 
oxygenation  may  ever  be.  it  will  not  make  oxygen 
available  to  as  man}-  people  as  can  achieve  bene- 
fits by  breathing  it  at  the  barometric  pressure  of 
the  room.  He  goes  on  to  say  that  in  breathing  100 
per  cent  oxygen  ‘‘the  red  cells  already  carrying 
97  to  98  per  cent  of  their  capacity  could  only  take 
on  two  or  three  per  cent  more  oxygen  while  the 
plasma  continued  to  run  virtually  empty  ’.  This 
is  again  wrong.  It  is  true  that  the  red  cells  could 
only  take  on  two  or  three  per  cent  more  oxygen , 
but  it  is  not  true  that  the  plasma  continued  to 
run  “virtually  empty”.  As  a matter  of  fact,  the 
oxygen  content  of  the  plasma  of  a patient  breath- 
ing 100  per  cent  oxygen  is  increased  tenfold  and 
rises  from  0.2  ml/100  ml  to  2.2  ml/100  ml.  Again, 
it  is  this  reviewer’s  belief  that  regardless  of  the 
claimed  efficacy  for  hyperbaric  oxygenation,  it 
will  never  equal  the  overall  advantages  to  most 
patients  of  breathing  increased  oxygen  concentra- 
tions at  sea  level. 

On  page  41  the  author  states  that  breathing 
100  per  cent  oxygen  at  three  atmospheric  pressures 
will  increase  the  oxygen  content  6.1  volumes  per 
cent.  This  is  true.  Then  he  says  that  this  amount 
‘is  “10-15  times  normal’’.  This  is  not  true.  The 
normal  oxygen  content  is  20  ml/100  ml.  The  in- 
crease in  breathing  three  atmospheres  of  oxygen 
is  then  but  33  per  cent,  not  1,000  to  1,500  per 
cent.  The  author  fails  to  note  that  even  if  the 
plasma  is  increased  6.1  ml,  this  does  not  guaran- 
tee that  this  is  made  available  to  tissues.  Much 
of  tissue  deprivation  of  oxygen  is  not  lack  of  oxy- 
gen in  the  blood  stream,  but  the  inability  of  cir- 
culation to  deliver  what  oxygen  there  is  in  arterial 
blood  or  tissue  cells  to  use  it.  The  author  reports  a 
success  with  the  use  of  1/2  an  atmosphere  of  air. 
This  statement  should  never  be  allowed  to  stand 
(Concluded  on  Page  218) 
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This  symbol  points  the  way 
to  guaranteed  payment 
for  many  physicians’ services. 


This  is  an  important  symbol  for 
you  and  for  a growing  number  of 
Blue  Shield  subscribers.  If  you 
haven’t  yet  seen  one  on  a Blue  Shield 
Identification  Card,  you  will. 

We  call  it  Reciprocity.  It’s  a 
national  concept  to  pay  claims  for 
subscribers  to  other  Blue  Shield 
Plans  when  they  need  medical  atten- 
tion here  in  Rhode  Island.  If  your 
patient  has  the  double  pointed  red 
arrow  on  his  identification  card,  Blue 
Shield  of  Rhode  Island  will  pay  Usual, 
Customary  or  Reasonable  charges 
for  the  services  covered  under 
Reciprocity. 

The  Red  Arrow  eliminates  the 
need  for  billing  subscribers  or  Blue 
Shield  Plans  from  another  area.  No 
unfamiliar  claims  forms.  No  unneces- 


sary wait  for  payment.  Just  send  the 
normal  Blue  Shield  of  Rhode  Island 
claims  form  to  us. 

To  fully  explain  the  Reciprocity 
Program,  we  have  scheduled  a series 
of  nine  seminars,  for  physicians  and 
their  medical  assistants,  to  be  held 
during  June  at  nine  locations 
throughout  the  state. 

Recognize  Blue  Shield’s  Red 
Arrow.  It  points  the  way  to  faster  and 
more  efficient  payment  — because 
now  we  make  the  payment  first  and 
do  our  paperwork  later. 

For  complete  details,  including 
a list  of  the  wide  range  of  services 
covered  under  Reciprocity,  contact 
our  Profesisonal  Relations  depart- 
ment at  831-7300. 


Blue  Shield 
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of  Rhode  Island 


444  Westminster  Mall  Providence,  R.  I.  02901 


Providence  Medical  Association 


Report  Of  The  Joint  Meeting  Of  The 
Association  and  the  Rhode  Island  Dis- 
trict  Branch  Of  The  American  Psychi- 
atric Association  On  March  19 , 1974 


A joint  meeting  of  the  Providence  Medical  As- 
sociation and  the  Rhode  Island  District  Branch 
of  the  American  Psychiatric  Association  was  called 
to  order  by  the  President,  Peter  L.  Mathieu,  Jr. 
at  8 p.m.  on  March  19,  1974. 

The  following  actions  by  the  executive  commit- 
tee of  the  Providence  Medical  Association  wTere 
reported  to  the  membership: 

. . . These  physicians  were  elected  to  active  mem- 
bership: Doctors  Richard  S.  Bukulski,  Steven  A 
Feldman,  Michael  L.  Friedland,  Antoine  Hada- 
mard,  William  Hazard,  Frederick  M.  Johnson. 
William  Lipman,  Stanley  Stutz,  James  F.  Valicenti, 
Robert  J.  Westlake,  and  Vera  Zadinova. 

...  A letter  will  be  sent  to  new  members  of  the 
Association  inviting  them  to  attend  a session  of 
the  House  of  Delegates  of  the  Rhode  Island  Medi- 
cal Society.  Each  newr  member  will  be  polled  to 
see  if  he  is  interested  in  serving  on  a committee 
at  some  future  time. 

. . . Air.  Norbeck's  title  will  be  changed  from 
Executive  Secretary  to  Executive  Director;  Mr. 
Lynch  will  be  called  Associate  Executive  Director. 
. . . Membership  in  the  Chamber  of  Commerce 
for  the  Executive  Director  was  approved. 

. . . The  Committee  endorsed  the  ecology  film, 
“Countdown  to  Collision'’,  which  was  produced  by 
the  George  Washington  Medical  School  and  the 
American  Academy  of  Family  Physicians. 


OPHTHALMOLOGICAL 
INSTRUMENTS 
FOR  SALE 

Please  Contact: 

Mrs.  Frank  Dimmitt 

63  Oriole  Avenue,  Providence 
Tel.  274-7717 


. . . The  President  reported  on  the  National  Lead- 
ership Conference,  held  in  Chicago,  January  25, 
1974,  at  the  Marriot  Hotel.  The  theme  of  “Unity”, 
stressed  the  point  that  district,  county,  city,  and 
state  medical  organizations,  together  with  the 
.American  Medical  Association,  form  a federation 
and,  through  this,  can  bring  true  facts  about  health 
care  to  the  attention  of  the  public. 

AMPAC  (.American  Medical  Association  Politi- 
tal  Action  Committee),  of  which  RIMPAC  (Rhode 
Island)  is  part,  was  discussed  at  the  Confer- 
ence. PAC  monty  and  PAC  plans  belong  to  the 
doctors  and  efforts  are  decided  at  the  grass  roots. 
Membership  can  be  active  or  sustaining.  The  PAC 
Committees  support  candidates  for  the  legislature 
who  are  friendly  to  physicians  and  their  aims.  Lo- 
cally, AMPAC  poured  more  money  into  the  candi- 
dates' coffers  than  did  RIMPAC.  Big  medical  so- 
cieties are  really  behind  the  effort  as  this  is  an 
ideal  way  to  support  the  politicians  of  your  choice. 
Join  RIMPAC  and  elect  the  legislators  favorable 
to  you! 

Doctor  Hugo  Taussig,  chairman  of  the  Rhode 
Island  Medical  Society’s  Mental  Health  Commit- 
tee, and  Doctor  Ben  Feather,  Chief  of  Psychiatry 
at  Brown  University  Medical  School  and  Director 
of  Butler  Hospital,  were  co-chairmen.  The  speaker 
of  the  evening  wras  Doctor  Jack  H.  Mendelson, 
Professor  of  Psychiatry  at  Harvard  Medical 
School,  Director  of  Research  at  McLean  Hospital, 
and  former  Director  of  the  National  Institute  of 
Alcoholism.  He  spoke  on  the  abuse  of  alcohol  and 
the  medical  problems  arising  from  such  abuse. 
(The  full  text  of  his  address  wall  be  published  in 
the  Rhode  Island  Medical  Journal  at  a later 
date.) 

After  a lively  question  and  answer  period  a col- 
lation was  served.  Adjournment  was  at  10:30  p.m. 

Respectfully  submitted 

Peter  L.  Mathieu,  Jr.,  m.d. 

President 
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Kids’  Stuff 

Triaminic  Syrup 

Ine  orange  medicine  from  Dorsey 


■N*»al  Decongf* 


and  running 
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LABORATORIES 
Division  of  Sandoz-Wander,  Inc. 
LINCOLN.  NEBRASKA  68501 


BL-SD 


ALL  R.I.M.S.  members  are  now  eligible  to 
apply  for 

OFFICE  EXPENSE  INSURANCE 
(TAX  DEDUCTIBLE) 

to  pay  up  to  $3,500.00  monthly  Overhead 
Expenses  which  continue  during  DISABILITY. 

RATES  REDUCED  15%  because  of  good  ex- 
perience of  our  group  to  date.  Present  exper- 
ience and  increased  Member  participation  can 
earn  us  all  another  10%  to  20%  next  year! 

Write  or  phone  the  Administrator  for  liter- 
ature and  information. 

ADMINISTRATOR: 

R.  A.  DEROSIER  AGENCY 

215  Waterman  Avenue 
East  Providence,  Rhode  Island 
Tel.  438-0660 


rtiiracnve  & f uncuonal  Offices 


Division  of  National  Office  Supply  Co. 


Designers  & Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 

(Jet.  No.  Main  St. T GAspee  1-5228 


Peripatetics 

The  Women's  Auxiliary  to  The  Providence  As- 
sociation held  its  mid-winter  meeting  at  Brown 
University's  Division  of  Biological  and  Medical 
Sciences.  A tour  and  lecture  by  Doctor  STANLEY 
M.  ARONSON,  Dean  of  Medical  Affairs  proved 
informative.  A luncheon  followed  at  which  time 
medical  students  and  members  of  the  faculty  dis- 
cussed the  Brown  program  Mrs.  William  Reardon, 
Eastern  Regional  Chairman,  AMA-ERF,  gave  a 
brief  resume  of  this  program. 

The  Auxiliary  also  conducted  its  annual  meet- 
ing at  the  Rhode  Island  School  of  Design.  A tour 
of  the  museum  and  a luncheon  followed.  At  the 
luncheon  a check  was  presented  to  Mrs.  Roslyn 
Chosak,  a student  in  the  class  of  1977  at  Brown 
LTniversity  Medical  School  to  further  her  studies 
in  the  medical  program. 

* * * 

HELEN  DeJONG,  the  Society’s  Librarian,  has 
been  asked  to  serve  on  the  State  Advisory  Council 
on  Libraries. 

* * * 

ABDUL  H.  KHAN  has  been  named  as  a full 
time  physician  in  the  Department  of  Medicine  at 
the  Memorial  Hospital,  Pawtucket.  His  position 
is  Associate  Chief  of  the  Medical  Service  and  Di- 
rector of  the  ICU-CCU. 

* * * 

ROBERT  V.  LEWIS  has  been  named  one  of  six 
members  to  serve  on  the  Scientific  and  Profes- 
sional Review  Board  of  the  Rhode  Island  Health 
Services  Research,  Inc. 

* *■  * 

BEN  W.  FEATHER,  executive  director  of  But- 
ler Hospital,  was  elected  president  of  the  Rhode 
Island  District  Branch  of  the  American  Psychiatric 
Association  at  the  organization's  annual  dinner 
meeting,  at  the  University  Club  in  Providence. 

Other  elected  officers  were  MAX  FATNTYCH,  a 
psychiatrist  in  private  practice  in  Providence,  as 
vice  president,  and  D.  ROBERT  FOWLER,  But- 
ler Hospital  director  of  education,  as  secretary- 
treasurer.  Elected  counselors  were  NICOLAS 
NUNEZ,  JACQUES  MIONI,  and  WILMA 
ROSEN. 

HECTOR  JASO  and  HUGO  TAUSSIG,  out- 
going district  branch  president,  were  elected  dele- 
gate and  alternate  delegate  respectively.  Doctor 
Taussig  delivered  the  annual  address. 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders,  it  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


IN0ICATIONS:T  fierapeuthalfc  used  aS  an  adjunct *to  appropriate  systemic 
1*  therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 

* organisms,  as  in:  • infected  burns,  skin  grafts,  surgfdal  incisions,  otitis  externa 
♦ primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN  Ointment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  % oz.  and  y32  oz.  (approx.)  foil  packets. 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


STAGE  2 


STAGE  3 

STAGE  4 

HOURS  # 1 X. 

begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


STAGE  1 


• •• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 


Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


verage  Time  Required 
3 Fall  Asleep  (4  Studies, 
6 Subjects2"5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories 25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

ilmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
frequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
en  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
;ould  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

fore  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 

. ummary  of  which  follows: 

dications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
quent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
;omnia  or  poor  sleeping  habits ; and  in  acute  or  chronic  medical  situations  requiring  restful 
ep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
t necessary  or  recommended. 

'ntraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

lrnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
pressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
tential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
rsons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
sorted  on  recommended  doses,  use  caution  in  administering  to 
diction-prone  individuals  or  those  who  might  increase  dosage, 
ecautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
l lited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia, 
combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
ects.  consider  potential  additive  effects.  Employ  usual  precautions 
patients  who  are  severely  depressed,  or  with  latent  depression  or 
icidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
action  tests  are  advised  during  repeated  therapy.  Observe  usual 
ecautions  in  presence  of  impaired  renal  or  hepatic  function. 

Iverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
liggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
I debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
,ma.  probably  indicative  of  drug  intolerance  or  overdosage,  have 
en  reported.  Also  reported  were  headache,  heartburn,  upset 
)mach.  nausea,  vomiting,  diarrhea,  constipation.  GI  pain,  nervous- 
ss.  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
est  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
,o  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
jrred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
eath.  pruritus,  skin  rash,  dry'  mouth,  bitter  taste,  excessive  saliva- 
■n.  anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
stlessness,  hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
ect  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 

; , excitement,  stimulation  and  hyperactivity  have  also  been 
loorted  in  rare  instances. 

isage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
jual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
ted  patients:  15  mg  initially  until  response  is  determined, 
pplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


3FERENCES:  1 . Kales  A.  et  al:  Arch  Gen  Psychiatry  23:2 26-232.  Sep  1970 
Karacan  I.  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
:ep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
sociation.  Washington  DC.  May  3-7.  1971 

Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
Vogel  GW:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc.  Nutley  NJ 
Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
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there  a need 


for  a drug 
compendium? 

■ a Hriirrinfolli rro rvl 


Adrugcompeni 
of  the  type  I envis 
would  fill  a definite 
need  for  the  pra 
ing  physician.  Si 
compendium  \a 
give  him  all 
information  r 
essary  for  u 
a drug  intelligently,  and  it  woul 
do  so  in  a clear,  concise,  con- 
venient, objective  and  balance  j 
fashion. 


Government  Health  Official 


Henry  E.  Simmons,  M.D. 
Deputy  Assistant 


What  a Compendium  Should 
Contain 

I believe  the  compendiun 
should  inform  the  doctor  what 
drug  will  do,  when  he  should  u 
for  what  type  of  patient,  for  ho 
long,  in  what  dose,  what  benef 
his  patient  is  likely  to  obtain,  tf  • 
risks  involved,  and  cross-react 
with  other  drugs. 

The  information  would  be  I 
based  on  the  package  insert  ar 


i 


have  the  same  legal  status.  In  1 1 
a complete  compendium  with  n 
plete  and  current  information 
might  even  eliminate  the  nece:l 


A drug  compendium,  or 
preferably  compendia,  should, 
believe,  be  private,  not  federal 
sponsorship.  They  should  cont 
comprehensive  listings  of  drug 
available  for  prescribing.  They 
should  be  single,  legibly  printe 
volumes  of  reasonable  size,  up 
dated  quarterly  or  semiannual! 
and  completely  revised  every  yrj 


Dialogue 


Function  of  a Compendium 

A compendium  should  fu 
nish  the  following  information  < 
drugs  in  the  following  order:  inc 
tions  for  use,  side  effects,  adve 
drug  reactions,  contraindicatic 
drug  interactions,  drug  dosage  id 
the  dosage  forms  marketed.  Di 
prices  should  not  be  included  t 
cause  they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  s 
forth  drugs  of  choice  or  discus: 
relative  efficacy.  Such  questioi 
must  be  left  for  the  practicing 
sician  to  decide,  whether  on  tb 
basis  of  the  medical  literature,  s 
own  clinical  experience,  advice 
colleagues,  information  suppli' 
by  manufacturers,  and  so  on. 

Nor  should  a compendiur 
undertake  to  educate  the  doctc  )ii 
how  to  use  drugs.  Rather,  it  mi 
be  a reference  source  designee  ri- 
marily  to  refresh  his  memory  a o 
drugs  he  may  not  use  regularly: 


33  package  insert  in  many  in- 
t ices.  This  would  constitute  a 
l stantial  saving  for  the  manu- 
a urer. 

By  a complete  compendium, 
c not  mean  a volume  of  prohibi- 
i\  size.  You  don’t  need  a book 
Wcribing  25,000  products  with 
r.mormous  amount  of  repetition. 
I ner,  drugs  should  be  arranged 
i>  lass.  Mutually  applicable  infor- 
r ion  would  be  provided,  along 
/ i brief  discussions  pinpointing 
li  srences  in  specific  drugs  of 
r class.  Listings  would  be  cross- 
ijxed  in  a useful  way. 

I ar  Available  Documents  as 
li  rces  of  Information 

Existing  references  such  as 
•It  and  the  AMA  Drug  Evaluation 
r obviously  useful  but  they  are 
pmplete.  Either  they  are  not 
: ss-referenced  by  generic  name 
r do  not  group  drugs  with  simi- 
3 ;haracteristics,  or  they  do  not 
tall  the  available  and  legally 
"keted  drugs.  And  some  of 
-;e  omitted  may  be  very  useful. 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compilingand  editinga  particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsorand/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


I uld  in  no  way  imply  control  over 
\ practitioner’s  prerogatives. 

\ i Another  Compendium? 

A practicable,  single-volume 
: npendium  cannot,  nor  is  it 
i :essary  to,  include  all  drugs  on 
I market  today.  From  my  prac- 
i : of  internal  medicine  for  some 
. years,  my  experience  as  a con- 
; :ant,  and  as  a faculty  member 
) our  or  five  medical  schools,  I 
uld  estimate  that  a doctor  uses 
>iy  30  to  35  drugs  regularly.  The 
1 72  Physicians’  Desk  Reference, 
ridentally,  contained  about 
! 00  entries. 

As  to  whether  there  should  be 
i ‘deral  compendium,  in  my  opin- 
( , as  stated  earlier,  the  answer  is 
; y— there  should  not  be  one.  The 
: posal  assumes  that  existing 
: npendia  are  inadequate.  We’re 
■ sure  of  that  at  all.  Whatever  its 

1 perfections,  the  present  drug 
formation  system  in  the  U.S.  is 
un,  multifaceted,  pluralistic  and 
tensive.  Good  compendia  exist, 

2 /veil  as  other  ample  sources  on 

: ig  therapy,  ranging  from  journal 
| rature  through  AMA  Drug  Evalu- 
2 3n  to  company  materials.  Not 
2 physicians  may  use  such 
2 irces  as  often  or  as  well  as  they 
2 juld,  but  that  is  the  fault  of  the 
' n,  not  of  the  sources. 

In  any  event,  rather  than  pro- 


duce another  book,  it  makes  much  - 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level  — a most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium— or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies  — but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


Certifying  your  specialty  is  a specialty  of  ours 


What  you  want,  the  Ail*  Force  has.  A total 
residency  training  program. 

In  the  Air  Force,  you  can  complete  all  formal 
training  requirements  for  your  specialty  board. 
Or  you  can  train  for  a new  specialty  altogether. 

You  can  also  indicate  the  geographic  area  or 
specific  base  where  you’d  prefer  to  practice 
that  specialty. 

Air  Force  medicine  offers  you  excellent 
financial  security.  It  offers  30  days  of  paid  vaca- 
tion each  year.  It  offers  the  opportunity  to 
travel  to  Europe,  Asia,  and  other  parts  of  the 
world.  Plus  the  chance  to  spend  time  with 
your  family. 

The  Air  Force  will  offer  you  training  and 
development  that  are  unlimited  in  terms  of 
personal  ambition  and  abilities. 

It  offers  you  the  chance  to  practice  health 
care  at  its  professional  and  innovative  best. 


Get  complete  details  on  the  opportunities  open  t< 
you  in  Air  Force  Medicine.  Fill  out  the  coupon. 


Aii'  Force  Health  Care  Opportunities 
Capt.  Jerry  Christen 

Bedford,  Mass.  01730 

Telephone  (617)  861-4352 

Name 

Address  . J 

City 

State 

Zin 

Telephone  H 

Use  the  Air  Force 
for  your  own 
advancement. 


New  England  Physicians 
Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  021 59 
Tel:  (617)  965-5100 

I would  like  to  learn  more  about  how  I can  invest  in  myself. 
Name 


Address 


State Zip 

Home  □ Office  □ Hospital  □ 


Date  of  Birth 

Use  this  telephone  number 


We  help 
you  to  invest 
in  yourself 


When  you’re  busy  taking  care  of  other 
people,  it’s  hard  to  find  time  to  take  care 
of  yourself.  That’s  where  we  come  in. 

We’re  experts  in  the  field  of  financial  planning 
for  physicians.  We’ve  done  a lot  of  it  for  physicians 
like  yourself.  In  short,  we  have  the  experience  and 
know-how  to  help  you  achieve  your  own  personal  goals 
...thru  sound,  intelligent,  professional  counseling. 

Whether  it  involves  incorporation,  estate  or  financial  planning, 
profit  sharing  or  pension  plans,  Keogh  plans,  tax  shelter  ideas, 
investments,  life  insurance  or  other  financial  concepts,  our  staff 
has  the  scope  and  capacity  to  analyze  your  personal  situation ; 
recommend  the  right  investment  programs;  and  tie  it  all 
together  for  you. 

Want  more  information? 

Give  us  a call,  and  we’ll  arrange  a personal  conference  at  your 
convenience. 

New  England  Physicians 
Advisory  Services,  Ine. 

One  Wells  Avenue,  Newton,  Mass.  02159 
Tel:  (617)  965-5100 

Financial  planning  for  physicians. 

Retirement  Planning  (Keogh,  Pension,  Profit  Sharing) 
endorsed  by  the  Council  of  the 
New  England  State  Medical  Societies. 


Report  Of  The  House  Of  Delegates 


A Summary  Of  The  Meeting  Of  Wednesday , March  6,  1974 


A meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  on  Wed- 
nesday, March  6,  1974.  The  meeting  was  called 


E.  P.  Anthony,  Inc. 


WILLBUR  E.  JOHNSTON.  Phar.  D. 
RAYMOND  E.  JOHNSTON.  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  No.  225 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all —quickly,  reliably,  and  at 
moderate  cost 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  (CEA) 

Test  Combinations? 

We  offer  a variety  of  useful  profiles, 
all  designed  to  provide  a maximum  of 
information  at  minimum  cost. 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call 


LEARY 

LABORATORY,  INC. 


New  England's  Full  Service  Reference 
Laboratory 


Providence,  R.I.,  Laboratory  Locations: 

655  Broad  St.  189  Governor  St. 

(401)  421-1138  (401)  351-4900 

I I I Plain  St. 

(401)  421-9403 

Central  Laboratory:  43  Bay  State  Road,  Boston,  Mass. 
Telephone:  (617)  536-2121. 
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to  order  by  the  Speaker  of  the  House,  Dr.  Herbert 
F.  Hager  at  2:05  p.m. 

Delegates  in  attendance  were:  Drs.  David  New- 
hall,  Carl  V.  Anderson,  Robert  E.  Baute,  J.  Doug- 
las Nisbet,  Charles  B.  Round,  Joseph  E.  Wittig, 
Charles  P.  Shoemaker,  George  Lewis,  Richard 
Zuerner,  Robert  Fortin,  James  McGrath,  Erwin 
Siegmund,  Edmund  T.  Hackman,  Stephen  J.  Hoye, 
John  P.  Grady,  Robert  V.  Lewis,  Joseph  Caruolo, 
George  V.  Coleman,  Herbert  Constantine,  John  A. 
Dillon,  Joseph  D.  DiMase,  Martin  E.  Felder,  Don- 
ald P.  Fitzpatrick,  Melvyn  Gelch,  Constantine  S. 
Georas,  Herbert  F.  Hager,  Milton  W.  Hamolsky, 
Thomas  F.  Head,  Charles  L.  Hill,  Robert  Indeglia, 
Henry  M.  Litchman,  William  J.  MacDonald,  Peter 
L.  Mathieu,  Jr.,  Raul  Nodarse,  P.  Joseph  Pesare, 
Guy  A.  Settipane,  Richard  P.  Sexton,  Frank  Sulli- 
van, George  H.  Taft,  Wilson  F.  Utter,  Elihu  S. 
Wing,  Jr.,  Seebert  J.  Goldowsky,  John  Cunning- 
ham, and  Richard  E.  Kuhn. 

Delegates  Absent  were:  Drs.  Herbert  Brogan, 
Paul  J.  M.  Healey  (excused),  Louis  Morrone  (ex- 
cused), Francis  L.  Scarpaci,  Leonard  S.  Staudinger, 
J.  Gerald  Lamoureux,  A.  A.  Savastano,  Nathan 
Chaset  (excused),  D.  Richard  Baronian  (excused), 
Bertram  H.  Buxton,  Jr.,  Dominic  L.  Coppolino  (ex- 
cused), Joseph  L.  Dowling,  Jr.,  Frank  Giunta,  Ab- 
laham  Horvitz,  Joseph  B.  May,  Samir  Moubayed, 
Ralph  F.  Pike,  James  A.  Reeves,  Robert  P.  Sami, 
William  R.  Thompson,  Joseph  E.  Cannon  and  Ar- 
nold Porter. 

Commissioners  in  attendance  were:  Drs.  Thomas 
F.  Head,  Richard  P.  Sexton  and  Frank  W.  Sullivan. 

Commissioners  absent  were:  Drs.  Leonard  S. 
Staudinger  and  Kenneth  Liffmann  (excused). 

Specialty  Society  representatives  in  attendance 
were:  Drs.  Henry  M.  Litchman,  David  Hallman, 
Wilson  F.  Utter,  Louis  V.  Sorrentino,  Richard  Pet- 
ers, Guy  A.  Settipane,  Charles  A.  Hill,  Joseph  E. 
Caruolo  and  Walter  Cotter. 

Specialty  Society  representatives  absent  were: 
Drs.  John  D.  Pinto,  Daniel  B.  Massouda,  Charles 
E.  Millard,  Patrick  A.  Broderick,  William  F.  Varr, 
Bancel  L.  Schiff,  Arthur  I.  Geltzer  and  David  M. 
Barry. 

(Continued  on  Page  194) 
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Dx:  Duodenal  ulcer... 
Rx:  Maalox. 


Why  do  people  develop  duodenal  ulcers? 

No  one  knows  with  certainty ..  .yet.  Competitiveness? 
Perhaps.  Stress?  Aggressiveness?  All  probably  play  their  parts. 

But  one  thing  is  certain:  in  a disease  characterized  by  a 
gastric-acid  output  that  may  be  four  times  normal,  antacid  therapy 
is  a vital  adjunct  to  effective  clinical  management. 

That’s  where  Maalox  comes  in.  It’s  America’s  number 
one  antacid.  And  has  been  foryears.  The  reasons? 

Maalox  does  precisely  what  an  antacid,  ideally,  is 
intended  to  do.  It  works  fast.  It  neutralizes  effectively.  It  doesn’t 
constipate.  And  its  pleasant  taste  is  well  tolerated— definitely  a 
majorconsideration  in  long-term  therapy. 

In  any  ulcer  regimen,  as  you  know,  there  are  many 
factors  to  consider.  But  the  inclusion  of  Maalox,  as  the  antacid  of 
choice,  gives  you  and  your  patient  one  less  thing  to  worry  about. 


Maalox®Suspension 

(12  fl.  02.  and  5 fl.  oz.  [plastic  bottle]). 

Maalox®  No.  1 Tablets  (0  4Gm.) 

—no  sugar  and  low  in  sodium. 

Maalox®  No.  2 Tablets  (o.s  Gm.) 

— the  “chew”  tablet  with  double  antacid  action. 


® 


Maalox 

(a  balanced  combination  of 
magnesium  and  aluminum  hydroxides) 


the  number  one  antacid 


WILLIAM  H.  R0RER,  INC. 
Fort  Washington,  Pa.  19034 


FOR  SALE 

BROAD  STREET,  EDGEWOOD 


SPLIT  LEVEL  RESIDENCE  WITH 
PROFESSIONAL  OFFICE 

CONVERTIBLE  TO  3 OFFICES 


12  rooms,  2 baths,  2 lavettes,  central 
air  conditioning,  double  garage. 
12,000  sq.  ft.  land,  beautifully 
landscaped 

W.  HENRY  I 

coleman 

861-7722  REALTORS 

established  1929 
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(Continued  from  Page  192) 

Also  present  were:  Tim  Norbeck,  Executive  Di- 
rector, Ted  Lynch,  Associate  Executive  Director 
and  William  Baltaks,  Regional  Director  of  the 
American  Medical  Association. 

Approval  of  Minutes  of  the  Previous  Meeting 
The  Speaker  noted  that  the  minutes  of  the  Jan- 
uary meeting  of  the  House  had  been  printed  and 
distributed  by  the  Secretary. 

Action : A motion  was  made,  seconded,  and  voted 
that  the  minutes  of  the  January  23,  1974  meeting 
of  the  House  of  Delegates  be  approved  as  pre- 
sented. 

Report  of  the  Secretary 

Doctor  Hoye  noted  that  his  report  was  included 
in  the  handbook  and  he  offered  to  answer  questions 
regarding  any  items  listed. 

Doctor  Hackman  directed  the  attention  of  the 
House  to  items  7 and  13  and  announced  that  he 
had  appointed  Dr.  Herbert  F.  Hager  to  succeed 
Dr.  Melvin  D.  Hoffman  as  the  Society’s  repre- 
sentative to  the  Board  of  Trustees  of  the  Regional 
Medical  Program,  and  Dr.  Kenneth  Xanian  as  the 
Society's  liaison  representative  to  serve  on  a com- 
mittee with  the  Department  of  Health  and  the 
Heart  Association. 

Action : A motion  was  made,  seconded,  and  voted 
that  the  report  of  the  Secretary  be  approved  and 
placed  on  record. 

Report  of  the  Treasurer 
Dr.  John  P.  Grady  noted  that  his  report  was  in- 
cluded in  the  handbook  for  the  meeting. 

Action : A motion  was  made,  seconded,  and  voted 
that  the  report  of  the  treasurer  be  approved  and 
placed  on  record  subject  to  audit. 

Recommendations  of  the  Council 
The  Secretary  read  the  recommendations  from 
the  Council  as  published  in  the  handbook  for  the 
meeting.  Action  was  taken  on  the  following  items: 
1.  Slate  of  Officers  and  Standing  Committees. 

Doctor  Hackman  noted  that  the  names  of  Doc- 
tors Arnold  Porter  and  Earl  J.  Mara  had  been  rec- 
ommended by  the  Council  to  the  Blue  Cross  Board 
of  Directors  for  re-election. 

Doctor  Hackman  announced  that  he  had  been 
informed  that  Dr.  Nathan  Chaset  had  appointed 
Dr.  Melvin  D.  Hoffman  as  a new  commissioner  on 
Public  Health  to  serve  with  Dr.  Richard  P.  Sexton, 
Commissioner  on  Community  Relations;  Thomas 
F.  Head,  Commissioner  on  Health  Program;  Leon- 
ard S.  Staudinger,  Commissioner  on  Professional 

(Continued  on  Page  195) 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  from  Page  194) 

Relations;  and  Kenneth  Liffmann,  Commissioner 
on  Socio-Economics.  He  asked  House  approval  of 
these  physicians  as  commissioners. 

No  counter  nominations  were  offered  to  the  slate 
of  officers  and  standing  committees,  commissioners, 
and  Blue  Cross  Directors. 

Action : A motion  was  made,  seconded,  and  voted 
that  the  slate  of  nominees  for  officers  and  standing 
committees,  commissioners,  and  Blue  Cross  Direc- 
tors, as  submitted,  be  elected. 

2.  CME  Accreditation  Program. 

After  a lengthy  debate,  the  House  voted  the 
following  motion: 

Action : A motion  was  made,  seconded,  and  voted 
that  the  Rhode  Island  Medical  Society  will  serve 
as  the  certifying  body  for  continuing  medical  edu- 
cation activities  of  physicians  in  the  state  and  that 
the  House  of  Delegates  will  be  guided  by  the  ac- 
creditation manual  and  recommendations  of  the 
CME  Committee. 

3.  Postgraduate  CME  Program. 

After  an  extended  discussion,  the  House  voted 
the  following  motion: 

Action : It  was  moved,  seconded,  and  voted  that 
the  Rhode  Island  Medical  Society  participate  in  a 
cooperative  effort  with  Brown  University  and  Rhode 
Island  Health  Science  Council  (RIHSEC)  in  ex- 
ploring the  development  of  Postgraduate  Continu- 
ing Medical  Education  Programs  with  the  under- 
standing that  the  Committee  Chairman  submit  a 
progress  report  within  one  year. 

4.  Hospital  Physician  Staff  Contracts. 

After  debate  of  the  issue,  the  House  voted  to 
table  action  on  the  Council  endorsed  statement. 

5.  Rhode  Island  Medical  Journal. 

The  House  ratified  the  previously  endorsed  Coun- 
( Continued  on  Page  215) 
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Narcotic  Addiction  And  Crime* 


Longitudinal  Study  Of  Arrests  Before 
And  During  Heroin  Addiction  And  Dur- 
ing Methadone  Treatment  Showed  Sig- 
nificant Reduction  In  Incidence 


By  Paul  Cushman,  M.D. 

The  relationship  between  narcotic  addiction  and 
urban  crime  is  poorly  understood.  It  is  widely  as- 
sumed that  there  is  a close  association  between 
narcotic  addiction  and  some  types  of  crime.1'4 
However,  the  available  data  are  not  adequate  to 
answer  many  important  questions.  In  particular, 
there  is  very  little  reliable  information  about  the 
relationships  between  crime  and  the  natural  history 
of  narcotic  addiction. 

The  present  study  describes  a longitudinal  rec- 
ord of  criminal  activities  of  269  addicts  before  and 
during  narcotic  addiction.  Since  reduction  in  crime 
is  often  cited  as  a benefit  of  methadone  mainte- 
nance treatment,1-  3>  5>  6 the  impact  of  methadone 
treatment  on  criminal  activities  of  this  population 
was  also  studied.  Arrest  records  from  the  New 
York  City  Police  Criminal  Records  Division  were 
used  since  the  histories  of  past  and  present  crim- 
inal activities  by  individual  patients  are  often 
unreliable.  Some  conclusions  can  be  reached  re- 
garding the  relationship  between  crime  in  three 
phases  of  narcotic  addiction:  before  the  onset  of 
addiction,  during  the  years  of  illicit  narcotic  use, 
and  lastly  during  methadone  maintenance  treat- 
ment. 


PAUL  CUSHMAN,  M.D.,  Assistant  Professor  of 
Medicine,  Columbia  University  College  of  Physi- 
cians and  Surgeons;  Director,  Clinical  Pharma- 
cology, St.  Luke’s  Hospital  Center,  New  York 

* Supported  in  part  by  the  Special  Action  Office  for 
Drug  Abuse  Prevention  and  the  National  Institute 
of  Mental  Health  (DA-00335). 


SOURCE  OF  DATA 

Patients : All  277  patients  who  had  been  ad- 
mitted to  St.  Luke’s  Hospital  methadone  clinic 
from  its  inception  in  March  1966  to  January  1, 
1972,  were  studied.  Eight  patients  with  fragmen- 
tary records  and  short  term  treatment  (less  than 
60  days)  were  excluded  arbitrarily.  The  names, 
addresses,  and  other  pertinent  demographic  data 
of  269  patients  were  submitted  to  the  New  York 
City  Polioe  Department  for  arrest  record  research. 
Methadone  maintenance  was  still  continuing  in 
81  per  cent  of  all  patients  admitted  as  of  January 
1,  1973.  The  reasons  for  discharge  were  drug 
abuse,  behavioral  problems,  voluntary  absconding, 
jail,  alcoholism,  and  death. 

They  were  30.3  per  cent  white,  41.1  per  cent 
black,  and  28.8  per  cent  Hispanic  and  resided  pre- 
dominantly in  the  upper  West  Side  of  Manhattan. 
They  were  21.9  per  cent  female.  The  patients  were 
primarily  lower  class  socioeoonomically  and  un- 
empoyed  in  that  only  25  per  cent  had  legitimate 
employment  on  admission.  On  admission  their 
average  age  was  33.4±8.6  years  (range  18-77). 
Daily  narcotic  use  had  started  at  an  average  age 
20.5±5.9  (range  2-50  years),  which  was  13.3±8.0 
(range  2-44)  years  before  admission  into  treat- 
ment. The  record  search  was  performed  in  Novem- 
ber 1972,  which  was  after  2.1  ±1.1  years  of  treat- 
ment (range  1-74  months)  and  after  562  total 
patient  years  of  methadone  treatment  in  the  aggre- 
gate (423  complete).  Only  five  patients  had  been 
treated  for  less  than  nine  months. 

All  patients  were  interviwed  on  admission  re- 
(Continued  on  Next  Page) 
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garding  their  past  narcotic  use,  other  illicit  drug 
use,  their  ocuupational  and  financial  status,  history 
of  criminal  activities,  arrest,  and  other  legal  prob- 
lems. All  patients  were  asked  when  and  at  what 
age  they  first  used  narcotics  and  when  they  started 
daily  narcotic  use.  The  interval  between  first  ex- 
posure to  narcotics  and  daily  use  averaged  5±7 
months  (range  0-96)  and  can  be  considered  to 
be  a preliminary  phase  of  experimentation  with 
narcotics.  The  onset  of  addiction  was  dated  from 
daily  drug  use.  although  it  was  realized  the  phe- 
nomena of  tolerance  and  abstinence  may  not  have 
invariably  been  present. 

The  patient  years  at  risk  before  addiction  were 
estimated  by  subtracting  an  arbitrarily  selected 
age  below’  which  arrests  would  be  highly  improb- 
able from  the  age  w’hen  each  patient  started  daily 
narcotic  use.  Both  15  and  18  years  as  baseline 
ages  were  used  for  several  reasons:  1)  the  arrest 
records  are  usually  considered  to  list  accurately 
all  arrests  made  after  age  18;  2)  many  arrests 
made  in  persons  under  18  received  youthful  of- 
fender treatment  and  were  not  entered  on  the  adult 
arrest  records;  3)  81  patients  reported  they  had 
become  addicted  before  18  (but  only  five  before 
age  15).  Therefore  if  18  years  was  used  to  calcu- 
late the  pre-addiction  arrest  rates,  then  a consid- 
erable number  of  criminal  acts  (and  recorded  ar- 
rests) committed  below’  age  18  would  not  be  in- 
cluded. It  was  clear  that  a lower  baseline  age 
than  18  should  also  be  used.  The  use  of  15  would 
include  those  criminal  activities  made  between  age 
15  and  18,  but  would  lack  the  arrest  data  of  youth- 
ful offenders.  Nevertheless,  it  is  evident  that  the 
pre-addiction  arrest  data  in  any  event  were  in- 
complete and  understated  the  true  arrest  rates  to 
an  unknown  extent. 

The  number  of  years  of  narcotic  addiction  was 
calculated  by  subtracting  the  date  daily  narcotic 
use  was  started  from  the  date  of  admission  into 
methadone  treatment.  No  attempt  was  made  to 
define  for  each  patient  the  exact  number  of  years 
that  the  patient  was  actually  using  narcotics,  e.g. 
elimination  of  time  spent  in  jail  or  in  abstinence. 
Therefore,  the  number  of  person  -years  in  the  nar- 
cotic addiction  category  overstated  the  actual  num- 
ber of  person-years  at  risk. 

The  arrest  rate  in  the  46  patients  who  had  been 
discharged  from  methadone  treatment  for  reasons 
other  than  jail  (four  patients)  and  death  (five 
patients)  was  estimated.  Since  16  of  the  37  were 
readmitted,  only  the  person-years  not  enrolled  in 
legitimate  methadone  treatment  programs  were 


used  for  calculation  purposes.  Contact  was  main- 
tained with  23,  most  of  whom  appeared  to  have 
resumed  illicit  narcotic  use. 

Arrest  Records : The  individual  arrest  records 
were  studied  in  detail.  For  each  arrest  the  calendar 
year,  the  age  of  each  patient  and  the  patient's 
addiction  status  (i.e.  before  daily  narcotic  use, 
during  heroin  use,  methadone  maintenance,  and 
after  discharge  from  treatment)  were  recorded. 
The  individual  charges  in  each  arrest  were  iden- 
tified and  classified  into  eight  groups:  1)  viola- 
tions of  the  dangerous  drug  laws  in  effect  at  the 
time  (including  possession  and  sale  of  dangerous 
drugs,  loitering  for  the  purposes  of  obtaining  dan- 
gerous drugs,  and  possession  of  the  paraphernalia 
of  narcotic  use);  2)  money  crimes  (burglary,  rob- 
bery, possession  of  stolen  property,  forgery,  jos- 
tling, and  others);  3)  violence  (assault,  possession 
jf  a weapon,  resisting  arrest,  and  homicide);  4) 
prostitution;  5)  sex  crimes  (sodomy,  incest,  and 
rape);  6)  violations  of  the  gambling  laws;  7)  mis- 
conduct (criminal  mischief,  public  nuisance,  dis- 
orderly conduct,  and  public  intoxication;  8)  minor 
(traffic  offenses,  subway  violations  primarily). 
Fourteen  arrests  could  not  be  classified. 

Arrest  Data  in  the  Controls : It  was  of  interest 
to  compare  the  arrest  patterns  for  the  general 
population  with  those  of  the  patients.  Arrest  data 
from  two  adjacent  police  precincts,  the  24th  and 
the  26th,  which  include  much  of  the  Mid  West 
Side  and  Morningside  Heights  regions  of  New  York 
City  in  which  most  of  the  patients  reside,  were 
used  as  the  basis  for  comparison.  The  New  York 
City  Police  Crime  Analysis  Division  supplied  the 
total  arrests  and  those  specifically  involving  major 
crimes  for  both  precincts  in  1972.  The  traditional 
police  categories  of  crime  were  crimes  against  per- 
sons (violence),  crimes  against  property,  prostitu- 
tion, dangerous  drugs,  and  disorderly  conduct.  For 
meaningful  comparison  both  the  precinct  and  the 
patient  data  were  similarly  categorized.  The  popu- 
lation at  risk  in  both  precincts  was  estimated  at 
191,000  from  figures  supplied  by  the  New  York 
Rand  Institute.6  The  arrest  rates  for  all  categories 
and  for  certain  specific  categories  of  crime  were 
calculated  by  pooling  the  arrest  data  from  both 
precincts,  divided  by  the  total  population. 

RESULTS 

Arrest  records  were  obtained  for  210  patients  or 
78  per  cent  of  all  the  names  submitted.  The  Police 
Department  indicated  that  no  arrest  records  were 
found  for  the  remaining  59  patients  on  the  basis 
of  the  information  submitted. 
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TABLE  I 


Frequencies  of  Arrests  in  269  Narcotic  Addicts,  Before  Daily  Narcotic  Use,  During  Narcotic 
Addiction,  During  Methadone  Maintenance  Treatment,  and  After  Being  Discharged 


From  Methadone  Treatment 

Before  Narcotic 

During  Narcotic 

During  Methadone 

After 

Number  of 

Addiction 

Addiction 

Treatment 

Discharge 

patients 

269 

269 

269 

46 

Mean  age 
Patient-years 

17.5 

24.2 

33.2 

24.7 

at  risk 

2439* 

2305** 

1308 

423 

34 

Arrests 

Arrests/100 

76 

76 

3716 

26 

3 

person-years 

3.1 

3.3 

35.1 

5.9 

9.0 

Calculated  from 

age  15 

years  to  the 

onset  of  daily  n arcot'c 

use. 

** Calculated  from 

age  18 

years  to  the 

onset  of  daily  narcotic 

use. 

YEARS 
Figure  1 

Arrest  rates/100  person  years  in  the  same  popu- 
lation plotted  annually  in  relation  to  the  onset  of 
addiction,  before  addiction  (stippled  area)  and  after 
addiction  (white  area). 


FIRST  RECORDED  ARREST 


Figure  2 

First  recorded  arrests  before  addiction  (stippled 
area)  and  after  addiction  (white  area). 


The  number  of  person-years  at  risk  and  the 
arrest  rates  before  the  onset  of  daily  narcotic  use 
are  recorded  in  Table  I.  There  were  only  minor 
differences  between  arrest  rates  if  the  total  of 
patient-years  at  risk  calculated  from  age  15  or 
from  age  to  the  age  addiction  started.  The  arrest 
rate  before  the  patients  started  daily  narcotic  use 
rose  precipitously  during  heroin  use,  fell  sharply 
during  methadone  maintenance  treatment,  and  rose 
again  in  the  small  group  of  patients  who  had  been 
discharged  from  methadone  treatment  (who  had 
presumably  resumed  daily  narcotic  use). 

The  pattern  of  arrest  frequencies  in  relation  to 
the  year  daily  narcotic  use  was  begun  is  presented 
in  Figure  I.  There  was  a small  steady  annual  ar- 
rest frequency  before  addiction,  which  changed 
abruptly  in  association  with  daily  narcotic  use. 


The  annual  arrest  rates  rose  progressively  with 
each  subsequent  year.  The  longer  the  duration  of 
addiction,  the  higher  frequency  of  arrests  in  any 
given  year. 

In  Figure  II  are  plotted  the  number  of  years 
between  the  first  recorded  arrest  and  the  time 
daily  narcotic  use  started.  While  most  patients 
had  been  arrested  within  the  first  five  years  of 
addiction,  nevertheless,  there  were  21  per  cent 
whose  first  arrest  was  recorded  between  5-10 
years  and  an  additional  nine  per  cent  whose  first 
arrest  was  recorded  after  10  years  of  addiction. 

In  order  to  examine  whether  arrests  preceded 
addiction  or  vice  versa,  the  relationship  between 
the  age  of  the  patient  at  each  arrest  (up  to  age 
25)  and  the  onset  of  daily  narcotic  use  is  pre- 
( Continued  on  Next  Page) 
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Figure  3 

Year  of  age  at  each  arrest  and  arrest  frequencies 
in  relation  to  the  onset  of  addiction. 


1940's  1950's  1960's 


( N = 5I  ) ( N=97)  ( N = 91 1 

Figure  4 

Chance  of  arrest  in  the  first  year  of  addiction  (open 
bars)  and  first  five  years  of  addiction  (cross  hatched 
bars)  plotted  by  decade  in  which  addiction  started. 


sented  in  Figure  III.  The  curve  describing  the 
age  addiction  started  reached  a zenith  at  age  17, 
while  the  curve  depicting  the  age  at  each  arrest 
peaked  four  years  later.  These  data  suggest  in 
general  that  addiction  preceded  arrests,  and  pre- 
ceded criminal  activities  in  so  far  as  arrests  are 
a measure  of  criminal  activities. 

There  appeared  to  be  a relationship  between 
prevailing  arrest  rates  and  the  price  of  heroin, 
which  has  risen  sharply  in  recent  years.  Compari- 
son of  the  1940s,  when  heroin  was  relatively  cheap, 
with  the  1960s  (Figure  IV)  shows  the  chances 


Figure  5 

Arrest  rates/100  person  years  repeated  from  Figure 
1 with  the  arrests  after  initiation  of  methadone 
maintenance  treatment  superimposed  (interrupted 
lines).  The  numbers  to  the  right  of  the  interrupted 
lines  are  the  number  of  completed  patient  years 
since  methadone  treatment  began  for  each  point. 


TABLE  II 

Classification  of  Arrests  by  Charges  in  269 
Narcotic  Addicts  Before  Daily  Narcotic  Use, 
During  Narcotic  Addiction,  and  During 
Methadone  Maintenance  Treatment 


Before 

During 

During 

Category  of 

Narcotic 

Narcotic 

Methadone 

Charges 

Dangerous  Drug 

Addiction 

Addiction 

Treatment 

Laws 

0.1* 

12.9 

3.7 

All  Other  Crimes  2.2 

20.6 

5.6 

Money  Crimes 

1.3 

10.8 

1.2 

Violence 

0.3 

2.0 

1.4 

Prostitution 

0.1 

3.3 

0 

Sex 

0.1 

0.1 

0 

Gambling 

0.1 

0.2 

0.5 

Misconduct 

0.2 

3.9 

1.6 

Minor 

0.1 

0.3 

0.9 

^Frequency  of  arrests  in 
100  person-year’s  at  risk. 

this  category 

for  each 

of  being  arrested  in  the  first  year  and  within  the 
first  five  years  after  starting  daily  narcotic  use 
were  much  higher  in  the  1960s  than  previously. 


Effect  of  Methadone  Treatment : The  reduc- 
tion in  arrest  rates  in  association  with  methadone 
treatment  is  presented  in  Table  I.  As  previously 
noted,  the  major  reduction  in  arrests  occurred  dur- 
ing the  first  year  of  treatment;  yet  further  reduc- 
tions occurred  in  subsequent  years.6 

In  Figure  V are  plotted  the  arrest  frequencies 
during  treatment  of  cohorts  of  methadone  main- 
tained patients  grouped  according  to  the  duration 
of  their  addiction  before  commencing  methadone. 
Among  those  patients  whose  addiction  had  been 
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TABLE  III 

Comparison  of  Arrest  Rates  in  269  Narcotic  Addicts  Before  Daily  Narcotic  Use,  During  Narcotic  Addiction, 
During  Methadone  Maintenance  Treatment,  and  the  General  Population  Residing  in  Two  Police  Precincts  in 

Vicinity  of  St.  Luke’s  Hospital  in  1972 


General 

Before 

During 

Methadone 

Population 

Heroin  Use 

Heroin  Use 

Treatment 

(190,000) 

(2305) 

(3716) 

(423) 

All  Arrests 

3.35** 

3.30 

41.40 

9.82 

Dangerous  Drug  Offenses 

0.57 

0.01 

19.50 

3.78 

Crimes  Against  Property* 

( grand,  petit  larceny, 

burglary) 

0.70 

0.92 

8.90 

1.18 

Crimes  vs.  Personos 
(homicide,  assault, 

robbery) 

0.70 

0.70 

3.25 

1.66 

Prostitution 

0.01 

0.02 

3.25 

0 

Disorderly  Conduct 

0.04 

0.26 

3.44 

0.94 

Other 

1.34 

1.17 

4.95 

2.37 

^Classified  according  to  traditional  law  enforcement  categories. 

**Arrests/100  person-years  at  risk. 

Numbers  in  parentheses  represent  the  number  of  person-years  at  risk.  The  number  of  methadone  treated 
patients  at  risk  was  calculated  for  all  completed  treatment  years. 


present  for  two  to  three  years  arrest  rates  fell  to 
zero  in  the  first  treatment  year.  Those  patients 
whose  addiction  had  been  present  for  four  or  more 
years  before  starting  methadone  had  a similar 
steep  reduction  in  arrest  rates  in  the  first  treat- 
ment year,  but  their  arrest  rates  seemed  to  take 
longer  to  reach  a somewhat  higher  baseline.  The 
fall  in  arrest  rates  with  treatment  contrasted  strik- 
ingly with  the  expected  rise  in  arrest  rates  for 
untreated  patients  (plotted  in  grey).  These  data 
indicate  that  the  earlier  in  the  natural  history  of 
narcotic  addiction  intervention  with  methadone  was 
started,  the  greater  the  reduction  of  arrests.  Pre- 
sumably those  patients  who  began  treatment  after 
many  years  of  intensive  criminal  activities  in  asso- 
ciation with  addiction  tended  to  continue  more 
criminal  activities  during  treatment  than  those 
whose  addiction  had  been  of  shorter  duration. 

Analysts  of  Charges : The  charges  for  each  ar- 
rest were  classified  into  eight  categories  and  are 
listed  in  Table  II  for  the  pre-addiction  years,  the 
heroin  years,  and  the  methadone  maintenance 
treatment  years.  In  the  pre-addiction  years  it  is 
apparent  that  charges  for  money  crimes  were  pre- 
ponderant, whereas  charges  of  infractions  of  the 
dangerous  drug  laws,  prostitution,  and  violence 
were  negligible.  During  heroin  addiction  there  was 
the  expected  steep  increase  in  charges  against  the 
dangerous  drug  laws.  Arrests  with  charges  of  money 
crimes,  violence,  and  prostitution  became  very  fre- 
uent.  Minor  offenses  and  misconduct  also  rose  sig- 
nificantly, whereas  there  were  little  differences 
after  addiction  in  the  incidence  of  charges  of  sex 
offenses  and  gambling  law  violations. 

The  impact  of  methadone  treatment  was  to  re- 
duce sharply  the  frequency  of  charges  of  violations 


of  the  dangerous  drug  laws.  Similarly,  the  charges 
of  money  crimes  fell  steeply,  almost  to  the  pre- 
addiction level.  Prostitution  arrests  fell  sharply 
and  did  not  appear  at  all  in  any  of  the  records 
after  methadone  treatment  had  commenced.  Mis- 
conduct and  violence  offenses  were  less  often  re- 
corded during  methadone  treatment  than  during 
addiction.  However,  there  was  a slight  increase 
in  both  gambling  and  minor  offense  categories. 

Arrest  Data  in  the  Control  Population : The 
pooled  data  from  the  two  precincts  are  listed  in 
Table  III.  The  overall  arrest  rate  in  this  control 
population  was  3.52  per  100  persons  in  1972.  This 
figure  was  comparable  to  the  arrest  rates  of  the 
patients  before  the  onset  of  narcotic  addiction.  It 
was  significantly  less  than  the  measured  arrest 
rate  in  the  methadone  treated  patients  (chi  square 
11.2  p<0.001),  and  about  one-tenth  the  arrest 
rate  of  the  patients  during  heroin  addiction. 

The  pattern  of  arrests  in  the  control  population 
was  similar  to  that  of  the  pre-addiction  patients 
in  the  incidence  of  arrests  for  money  crimes  and 
violence,  but  the  controls  had  a somewhat  higher 
frequency  of  arrests  in  the  dangerous  drug  cate- 
gory. Doubtless  the  recent  increase  in  New  York 
City  addicts  accounted  for  this  latter  finding.  Al- 
though accurate  figures  are  unavailable,  the  best 
available  estimates  of  the  numbers  of  addicts  are 
in  the  New  York  City  Register  which  has  8,200 
individuals  presently  listed  as  known  narcotic  ad- 
dicts in  the  24th  Precinct,  or  about  seven  per  cent 
of  the  population  at  large. 

DISCUSSION 

The  present  data,  derived  from  a longitudinal 
study  of  269  New  York  City  addicts  document  a 
(Continued  on  Next  Page) 
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complex  relationship  between  crime  and  heroin 
addiction.  Although  the  police  records  may  have 
some  limitations,  particularly  some  omissions, 
nevertheless,  they  are  the  best  objective  measure- 
ments of  criminal  behavior  available  and  are 
readily  subject  to  quantitation,  analysis,  and  com- 
parison. 

The  relationship  between  arrests  and  criminal 
behavior  also  appears  to  be  complex.  .It  is  too  sim- 
plistic to  assume  a constant  probability  of  arrest 
for  each  crime  committed.  Laws  and  their  enforce- 
ment change.  The  risks  taken  by  patients  vary 
as  do  their  skills  in  committing  crime.  Thus,  the 
likelihood  of  arrest  for  each  specific  crime  is  quite 
variable,  and  a precise  mathematical  relationship 
could  not  be  established  between  arrests  and  crime. 

While  the  patients  appeared  to  be  guilty  of  the 
crimes  charged  for  the  most  part,  yet  at  times  they 
either  did  not  commit  or  could  not  be  proven  guilty 
of  that  particular  crime.  The  use  of  convictions 
for  this  study  would  have  had  the  advantage  of 
counting  only  proven  crimes;  however,  the  con- 
viction data  had  two  major  drawbacks.  First,  the 
records  supplied  had  many  deficiencies  regarding 
the  final  disposal  of  dozens  of  cases.  Second,  there 
was  evidence  of  widespread  plea  bargaining  which 
resulted  in  the  patient  pleading  guilty  to  a lesser 
offense  and  receiving  a lesser,  often  pre-arranged 
sentence,  in  lieu  of  standing  trial  for  the  more 
serious  charge(s).  Therefore,  the  police  records 
of  convictions  were  much  less  useful  as  a measure 
of  criminal  behavior  than  the  arrest  data. 

The  arrest  data  were  particularly  useful  as  a 
qualitative  indication  of  the  categories  of  of- 
fenses, and  by  inference  a useful  measure  of  the 
type  of  criminal  activities  engaged  in  by  the  pa- 
tients. Therefore,  in  so  far  as  these  city  police 
records  were  reflective  of  criminal  behavior,  some 
valid  conclusions  can  be  reached  regarding  the 
relationships  between  addiction  and  crime  in  these 
patients. 

Before  addiction  the  recorded  arrests  were  rela- 
tively few  and  involved  only  1 1 per  cent  of  the 
patients.  Therefore,  the  patients  can  be  considered 
to  be  predominantly  non-criminal  before  becoming 
addicted.  It  is  probable  that  in  general  most  ad- 
dicts become  criminal  as  they  become  addicted, 
although  those  who  had  antecedent  criminal  ac- 
tivities before  addiction  had  widely  different  pre- 
addiction arrest  rates;  these  rates  differed  even 
within  cities  as  well  as  from  city  to  city.9 

The  possibility  that  many  of  the  pre-addiction 
crimes  may  have  been  committed  during  the  stage 
of  preliminary  experimentation  with  narcotics  be- 


fore the  start  of  addiction  was  examined.  The 
charges  were  primarily  for  money  crimes  with 
relatively  few  violations  of  the  drug  laws.  Also, 
the  pattern  of  arrest  before  addiction  was  spread 
out  over  several  years  and  not  particularly  con- 
centrated in  the  last  year  before  the  start  of  daily 
narcotic  use,  when  experimentation  was  most  com- 
mon. Therefore,  it  is  unlikely  that  many  of  the 
pre-addiction  arrests  were  associated  with  narcotic 
seeking  activities. 

A search  for  a chronically  criminal  sub-group, 
who  would  have  been  engaged  in  criminal  behavior 
anyway  even  if  they  did  not  start  narcotic  use, 
was  made  by  study  of  these  police  records.  It  was 
anticipated  that  this  group  would  be  identified 
amongst  those  patients  with  criminal  records  of 
arrests  before  addiction  and  during  methadone 
treatment.  However,  those  arrested  before  addic- 
tion did  not  have  either  a higher  arrest  rate  during 
heroin  addiction  or  any  greater  frequency  of  being 
for  both  pairs)  than  those  who  did  not.  Further- 
more. among  the  19  patients  arrested  during  metha- 
done treatment,  when  their  narcotic  needs  were 
supplied,  only  three  had  records  of  arrest  before 
they  became  addicted.  Therefore  it  was  not  pos- 
sible to  identify  a sub-group  with  chronic  criminal 
behavior  on  the  basis  of  these  arrest  data  in  this 
sample  of  patients.  The  evidence  suggests  that  the 
number  of  patients  in  this  series  who  could  be 
termed  chronic  criminals  regardless  of  their  state 
of  addiction  was  small. 

The  curve  describing  the  frequency  of  arrests 
rose  swiftly  after  addiction  started  and  continued 
to  rise  in  subsequent  years.  The  reasons  for  this 
pattern  of  gradually  increasing  arrest  frequencies 
with  each  year  of  addiction  became  evident  from 
patient  interviews.  A number  of  resources  were 
available  to  finance  narcotic  use  immediately  after 
the  onset  of  addiction.  Savings,  earnings  from  legi- 
timate employment,  borrowing  from  family  and 
friends,  and  credit  were  used  initially.  However, 
sooner  or  later  the  patient  would  exhaust  these 
possibilities.  Many  then  turned  to  stealing  from 
family  and  friends  where  the  likelihood  of  arrest 
was  minimal.  Then,  as  desperation  increased,  the 
patients  turned  to  more  and  more  criminal  acts 
and  assumed  greater  risks  of  apprehension  to  meet 
the  mounting  costs  of  narcotic  use.  Accordingly, 
the  exposure  to  arresting  authorities  increased  with 
time. 

The  present  study  describes  some  important  dif- 
ferences in  arrest  rates  depending  on  the  decade 
in  which  narcotic  addiction  began.  The  availability 
of  cheap,  relatively  high  quality  narcotics  in  the 
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1940s  permitted  many  patients  to  continue  addic- 
tion for  several  years  before  their  first  arrest.  Dur- 
ing the  1960s  on  the  other  hand  a much  more 
costly  but  diluted  heroin  was  available  in  the  usual 
street  level  distribution  system,  which  forced  many 
patients  into  criminal  acts  much  sooner  after  their 
start  of  addiction  in  order  to  meet  the  much 
greater  costs  of  addiction.  In  addition  to  the  in- 
creased costs  of  the  heroin,  there  were  greater 
efforts  by  law  enforcement  bodies  to  apprehend 
drug  users.  As  a result,  the  chances  of  arrest  in  the 
first  year  (or  five  years)  after  onset  of  addiction 
was  significantly  higher  in  the  1960s  than  1940s. 

Relationship  Between  Types  of  Crimes  and  Ad- 
diction: The  data  show  a direct  relationship  be- 
tween illicit  narcotic  use  and  violations  of  the 
dangerous  drug  laws.  As  anticipated,  the  frequen- 
cies with  which  these  charges  were  listed  paralleled 
illicit  drug  use.  They  rose  sharply  during  addic- 
tion, when  many  patients  found  themselves  vio- 
lating these  laws  several  times  daily,  and  decreased 
during  methadone  treatment,  when  illicit  drug 
use  had  greatly  diminished. 

Prostitution  also  seemed  to  be  very  closely  re- 
lated to  illicit  drug  use  in  these  patients,  since 
it  was  very  infrequent  before  addiction  and  during 
methadone  treatment,  but  was  very  common  dur- 
ing the  years  of  heroin  addiction.  Money  crimes 
appeared  to  have  a similar  association  with  illicit 
narcotic  use.  Starting  from  a baseline  of  some 
magnitude  before  addiction,  the  frequency  of  ar- 
rests per  year  for  money  crimes  rose  eight-fold 
during  heroin  addiction  and  fell  back  to  the  base- 
line rates  during  methadone  treatment.  The  evi- 
dence from  patient  interviews  suggests  that  most 
of  the  prostitution  and  money  crimes  were  asso- 
ciated with  the  acquisition  of  narcotics  during  the 
years  of  heroin  use,  but  there  were  some  additional 
expenditures  of  criminally  obtained  money  for  liv- 
ing expenses  and  other  purposes. 

Although  the  arrests  for  violence  rose  during 
heroin  addiction  from  the  pre-addiction  baseline, 
it  is  less  clear  what  relationship  violent  crime  had 
to  addiction.  Since  most  of  the  charges  were  for 
robbery  or  possession  of  dangerous  weapons,  it  is 
likely  that  much  of  the  violence  charged  was  di- 
rectly associated  with  obtaining  money  and  pre- 
sumably attributable  to  narcotic  seeking  activities 
to  some  extent.  Furthermore,  there  was  only  a 
small  number  of  charges  for  homicide  and  re- 
sisting arrest  which  may  be  perhaps  a more  gen- 
eral indication  of  violent  behavior.  Violence  is  un- 
related of  course  to  the  affects  of  the  narcotics 
per  se,  which  regularly  induce  sedation  and  reduc- 


tions in  physical  activity.  The  incidence  of  crimes 
ommitted  while  under  the  influence  of  narcotics 
is  very  low. 

The  misbehavior  type  of  offense  is  difficult  to 
relate  clearly  to  naicotic  use.  Although  its  inci- 
dence rose  abruptly  during  narcotic  addiction,  its 
frequency  fell  only  moderately  during  methadone 
treatment.  Offenses  in  the  public  intoxication,  pub- 
lic nuisance,  and  loitering  categories  seemed  to  be 
more  a reflection  of  the  personalities,  socio-eco- 
nomic class,  and  life  style  of  the  patients  than 
narcotic  related  actions. 

Sex  crimes,  gambling,  and  minor  offenses  did 
not  appear  to  have  any  demonstrable  relationship 
to  narcotic  addiction  in  this  study. 

It  appeared  from  patient  interviews  that  most 
crimes  were  committed  during  the  years  of  heroin 
use  primarily  to  obtain  drugs  or  money  with  which 
to  obtain  drugs  or  both.  The  patients  appeared 
to  be  driven  to  commit  crimes  primarily  as  a re- 
sult of  a mixture  of  the  desire  to  seek  heroin 
“highs”  and  the  alleviation  of  a withdrawal  syn- 
drome which  inevitably  followed  the  discontinua- 
tion of  narcotics.  Patient  interviews  disclosed  tnat 
addicts  were  opportunistic  and  pragmatic  in  their 
efforts  to  finance  their  narcotic  use  and  usually 
sought  to  minimize  their  exposure  and  risk  of 
being  arrested.  Many  patients  evolved  patterns 
of  activities  and  developed  considerable  skill  in 
seizing  or  creating  opportunities  to  obtain  money 
or  narcotics  which  they  often  used  over  and  over 
again.  This  conclusion  is  supported  by  the  rela- 
tively few  arrests  found  in  relationship  to  the 
vast  number  of  crimes  that  must  have  been  com- 
mitted during  the  thousands  of  man  years  of  daily 
narcotic  use. 

The  reduction  in  overall  arrest  rates  during 
methadone  maintenance  treatment  resulted  mainly 
from  reduced  arrests  in  the  categoris  of  crimes 
against  property,  the  dangerous  drug  laws,  and 
prostitution.  It  was  dear  from  the  patient  inter- 
views that  the  primary  cause  of  the  reduced  arrest 
rate  was  an  actual  reduction  in  crimes  rather  than 
a lesser  propensity  of  the  police  departments  to 
make  arrests  in  methadone  treated  patients. 

It  was  also  clear  that  the  reduction  in  criminal 
activities  emanated  from  the  daily  methadone  ad- 
ministration. Freed  from  the  withdrawal  syndrome 
and  with  confidence  in  daily  availability  of  metha- 
done, the  patients  diminished  heroin  use  after 
admission  into  treatment.  In  association  with  ap- 
propriate doses  of  methadone  and  back-up  counsel- 
ing services,  the  heroin  taking  habits  of  almost 
all  patients  became  extinguished  within  a few 
(Continued  on  Next  Page) 
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months  after  the  onset  of  methadone  treatment. 
This  conclusion  was  substantiated  by  the  patient’s 
reports  of  heroin  use  and  by  the  weekly  urine 
examinations  in  which  morphine  spots  were  iden- 
tified in  no  more  than  two-three  per  cent  of  the 
patients'  urines  in  any  given  month.  Therefore, 
the  present  data  imply  that  there  was  a close  as- 
sociation between  arrests,  crime,  and  illicit  nar- 
cotic use. 

Further  support  for  this  conclusion  is  found  in 
the  studies  of  Lukoff  and  Vorenberg,10- 11  who  re- 
ported much  smaller  reduction  in  arrest  rates  dur- 
ing methadone  treatment  in  a large  methadone 
program  in  Brooklyn.  However,  the  data  on 
urinary  morphine  detection  in  treated  patients12 
indicated  that  a high  fraction  of  patients  continued 
to  use  heroin  (over  50  per  cent  of  all  patients  in 
treatment  for  two  years  still  had  urinary  evidence 
of  morphine).11  Although  precise  correlation  be- 
tween continuing  heroin  use  and  arrest  rates  could 
not  be  determined  from  their  data.  Nevertheless,  it 
is  reasonable  to  assume  that  such  a relationship 
existed.  The  patients  were  committing  crimes  in 
the  acquisition  and  the  possession  of  the  heroin 
itself,  as  well  as  those  crimes  committed  to  pay  the 
costs  of  the  heroin.  Therefore,  a continuing  high 
rate  of  exposure  to  arresting  officers,  with  conse- 
quent high  arrest  rates,  would  be  expected.  Since 
the  major  purpose  in  methadone  treatment  of  nar- 
cotic addiction  is  the  substitution  of  methadone 
for  heroin,  the  extent  to  which  this  aim  is  achieved 
has  important  ramifications  in  patient  behavior, 
criminal  activities  and  arrest  rates. 

During  methadone  treatment  the  patients  ap- 
peared to  be  significantly  more  criminal  than  the 
controls,  in  as  far  as  arrest  rates  are  a measure 
of  criminal  behavior.  They  appeared  to  have  a 
similar  arrest  frequency  for  money  crimes,  but 
were  higher  in  offenses  against  the  drug  laws,  vio- 
lence and  misconduct.  Therefore  in  this  group  of 
patients  the  use  of  methadone  as  a substtute  nar- 
cotic had  alleviated  much  of  the  criminal  activi- 
ties; however,  some  criminal  activity  remained. 
Some  of  the  important  factors  in  their  residual 
criminality  include  many  personality  problems; 
much  residual  social  and  economic  maladjustment; 
and  the  fact  that  many  patients  remained  in  part 
in  the  drug  sub-culture. 

The  sample  of  addicts  studied  was  primarily  of 
black  and  Hispanic  ethnic-raciial  background  and 
was  drawn  mainly  from  the  lower  economical  class. 
It  was  perhaps  more  representative  of  the  long 
term  hard  core  addicts  in  New  York  City  than 


the  city’s  addict  population  as  a whole,  which 
would  have  included  a larger  percentage  of  adoles- 
cents and  young  adults.  It  is  therefore  difficult  to 
judge  to  what  extent  the  criminal  activities  of  this 
sample  were  reflective  of  urban  addict  criminal 
behavior  in  general. 

Interviews  disclosed  that  33  of  the  59  whose 
police  records  were  not  obtained  had  been  ar- 
rested. Although  many  of  these  arrests  occurred 
outside  of  New  York  City  police  jurisdiction,  it 
was  apparent  nevertheless  that  not  all  criminal 
records  had  been  supplied,  since  25  of  the  33  ad- 
mitted to  having  been  arrested  in  New  York  City 
at  least  once.  It  is  unlikely  that  these  omissions 
would  influence  the  final  results  and  conclusions. 

SUMMARY 

Criminal  behavior  of  269  narcotic  addicted  in- 
dividuals, reflected  by  their  New  York  City  police 
arrest  records,  were  studied  longitudinally  in  re- 
lation to  various  stages  of  narcotic  use.  Pre- 
dominantly non-criminal  before  addiction,  the  pa- 
tients had  progressively  increased  rates  of  annual 
arrests  after  addiction  started.  Increased  arrests 
were  primarily  for  violations  of  the  dangerous 
drug  laws,  prostitution,  violence,  property  crime, 
and  misbehavior.  During  methadone  maintenance 
treatment  the  frequencies  of  dangerous  drugs,  pros- 
titution, and  property  type  of  arrests  fell  steeply, 
approaching  their  incidences  in  the  control  popu- 
lation, while  misbehavior  and  violence  remained 
somewhat  higher  than  controls.  This  study  docu- 
ments a complex  interrelationship  between  addic- 
tion and  crime  in  a lower  class,  predominantly 
minority  group  of  urban  addicts. 
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Epistaxis  Due  To  Esthesioneuroblastoma 


Epistaxis , Usually  A Minor  Complaint , 
May  Herald  A Fatal  Disease 


By  Rudolph  W.  Pearson,  M.D.  and  Joseph  P. 

Bellino,  M.D. 

Nose  bleeds  are  common  and  are  often  seen  fol- 
lowing upper  respiratory  infections  and  allergy, 
and  in  people  with  hypertension.  However,  the 
possibility  of  tumor  must  never  be  left  unsus- 
pected. Any  patient  with  the  need  for  posterior 
packings  due  to  sphenopalatine,  or  posterior,  or 
anterior  ethmoidal  bleeding  should  be  examined 
with  a nasopharyngoscope  within  two  weeks  of 
discharge  from  the  hospital  or  office.  This  should 
be  done  to  rule  out  tumors  of  the  nasal  cavity  and 
the  nasopharynx. 

In  a series  of  100  such  examinations  over  sev- 
eral years  one  case  of  lymphoepithelioma  was  un- 
covered, one  of  squamous  cell  carcinoma,  and  one 
of  juvenile  angiofibroma  in  the  nasopharynx. 

This  is  the  report  of  a case  of  olfactory  es- 
thesioneuroma  which  is  a relatively  rare  tumor 
arising  from  epithelial  and  neural  tissue  of  the 
olfactory  mucosa.  Such  tumors  are  not  easily  seen 
unless  the  examination  is  an  extremely  careful 
one.  Staining  of  mucus,  some  rhinorrhea,  and 
stuffiness  of  the  nose  are  the  usual  symptoms. 


RUDOLPH  W.  PEARSON,  M.D.,  of  Providence, 
Rhode  Island,  practicing  otorhinolaryngologist. 
JOSEPH  P.  BELLINO,  M.D.,  of  Providence, 
Rhode  Island,  practicing  otolaryngologist. 


Since  the  condition  tends  to  be  unilateral,  the  uni- 
lateral nature  of  the  symptoms  makes  one  more 
suspicious  of  the  presence  of  some  abnormality. 

The  biological  behavior  of  the  tumor  is  charac- 
terized by  subtle  destructive  invasion  of  the  base 
of  the  skull  and  the  paranasal  sinsues.  In  some 
situations  metastates  can  be  very  widespread. 

The  vicious  behavior  of  the  tumor  is  exempli- 
fied by  the  three  cases  to  be  reported:  one  was 
dead  within  seven  months,  one  in  10  months,  and 
the  third  is  still  living.  Treatment  in  each  case 
was  essentially  similar,  except  that  one  had  al- 
ready progressed  to  invasion  of  the  orbit  when  first 
seen. 

CASE  REPORTS 

Case  1 was  a woman  who  presented  with  a his- 
tiry  of  one  month  of  bloody  mucoid  discharge 
from  the  left  side  of  her  nose.  Ten  months  later 
she  was  dead. 

On  first  examination  a small  reddish  polypoid 
five  mm  tumor  was  seen  arising  from  the  septum 
at  the  level  of  the  anterior  tip  of  the  middle  tur- 
binate. It  appeared  as  a hemorrhagic  polyp  with 
some  erosion  on  its  presenting  surface.  This,  plus 
some  tenderness  when  wearing  her  glasses,  were 
her  only  symptoms.  Four  days  later  an  excisional 
biopsy  was  made,  and  the  base  of  the  polyp  was 
(Continued  on  Next  Page) 
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fulgurated.  The  biopsy  revealed  it  to  be  an  es- 
thesioneuroblastoma.  She  was  sent  promptly  for 
x-radiation  with  Cobalt-60  and  was  given  a total 
of  23  treatments  in  44  days  with  minimum  tumor 
dose  of  7610  rads,  at  the  end  of  which  time  no 
gross  residual  tumor  was  visible. 

At  the  end  of  thre  months,  after  having  been 
seen  at  regular  intervals,  there  was  no  evidence 
of  recurrence  of  tumor.  There  was  a small  pocket 
of  atrophy  high  on  the  angle  between  the  septum 
and  the  lateral  wall,  which  was  obviously  the  bed 
of  the  tumor,  now  shrunk  with  radiation.  How- 
ever, there  was  no  x-ray  evidence  of  invasion  at 
this  time.  In  five  months,  however,  she  developed 
a puffiness  of  the  right  eye  and  some  crusting  in 
her  nose  with  obstruction  on  the  right  side.  The 
original  tumor  had  been  on  the  left. 

On  the  eighth  month  she  appeared  very  agi- 
tated, nervous,  and  depressed.  By  this  time  she 
began  developing  swelling  in  the  right  temporal 
area  which  extended  to  the  zygoma  and  the  right 
upper  lid.  Her  pupil  failed  to  react  to  light,  and 
she  had  some  conjunctival  hemorrhage.  She  had 
developed  ecchymosis  of  her  legs  and  hands.  X- 
ray  studies  of  her  orbits  and  her  optic  foramina 
showed  evidence  of  a greater  sphenoid  invasion. 
Bone  marrow  studies  showed  evidence  of  tumor 
cells  at  this  time.  She  was  referred  to  an  oncologist, 
who  gave  her  at  first  doses  of  Cyclophosphamide 
(Cvtoxen®)  and  started  her  on  steroids.  Her  plate- 
lets became  very  depressed,  and  she  began  to  de- 
velop depression  of  her  vision  and  fixation  of  her 
globe. 

She  was  admitted  to  the  Rhode  Island  Hospital 
with  a very  rapid  exacerbation  of  her  symptoms 
of  ecchymosis,  weakness,  fatigue,  and  agitation. 
In  12  hours  she  became  comatose  and  within  24 
hours  died. 

Post-mortem  examination  showed  her  to  have 
widespread  metastases.  Her  brain  demonstrated 
compression  of  the  right  temporal  lobe  by  an  epi- 
dural mass.  The  skull  had  metastatic  tumor  in 
the  right  sphenoid  wing. 

Case  2 is  that  of  a 13 -year-old  boy  referred  by 
an  ophthamologist  to  F.  L.  McNeJis,  M.D.  for 
swelling  of  the  eye.  He  presented  with  exophthal- 
mos of  the  left  globe  with  pressure  arising  from 
behind  the  orbit. 

Laminogram  showed  bony  erosion  of  the  pos- 
terior ethmoids  involving  the  orbital  wall  and  an- 
trum. Sinus  films  showed  only  evidence  of  inflam- 
matory disease.  A Caldwell  Luc  operation  was  done 
for  purposes  of  exploration  and  biopsy,  and  also 


orbital  decompression.  I he  tumor  was  reported 
to  be  olfactory  esthesioneuroblastoma.  Consulta- 
tions with  an  ophthamologist  and  an  oncologist 
were  obtained.  The  treatment  recommended  was 
combined  radiotherapy  annd  chemotherapy.  It  was 
felt  that  the  tumor  initially  was  inoperable. 

Three  thousand  rads  in  three  weeks  time  was 
planned  followed  by  reevaluation.  Prior  to  dis- 
charge, vincristine  by  intravenous  route  was  also 
administered.  On  the  16th  hospital  day,  combined 
therapy  having  been  instituted,  the  patient  was 
discharged  to  out-patient  care  and  office  follow-up. 

Proptosis  progressed,  and  blindness  followed.  In 
spite  of  therapy,  masses  developed  on  both  sides 
of  his  neck.  Bone  scan  by  the  Department  of  Xu- 
clear  Medicine  demonstrated  metastases  in  the 
skull  to  the  right  of  the  midline.  A bone  marrow- 
aspiration  showed  normoblastic  hypoplasia  with 
infiltration  of  tumor. 

The  patient  continued  to  receive  chemotherapy, 
but  followed  a downhill  course.  He  died  on  August 
2,  1973.  Final  diagnosis:  esthesioneuroblastoma 
of  the  ethmoids  with  widespread  metastases. 

Case  3,  seen  by  C.  L.  Hill,  M.D.,  was  first 
presented  in  September  1972  with  obstruction  to 
breathing  through  his  left  nostril.  He  had  polypoid 
degeneration  of  the  middle  turbinate  on  that  side. 
A septoplasty  and  a polypectomy  were  planned. 
Polypectomy  on  November  5 demonstrated  the 
presence  of  olfactory  esthesioneuroblastoma.  He 
was  seen  in  consultation  by  Dr.  Won  K.  Tak  and 
Dr.  Fernando  G.  Bloedorn  at  the  New  England 
Medical  Center  Hospital,  and  radiation  at  that 
time  w-as  given.  This  consisted  of  a 6000  rad  tumor 
dose  to  the  nasal  cavity  and  the  cribiform  plate 
and  to  both  ethmoid  sinuses.  Eighty  per  cent  of 
this  dose  was  applied  with  a Cobalt-60  unit  and 
20  per  cent  by  high  energy  x-ray  with  the  beta- 
tron through  a direct  field.  Treatment  was  begun 
on  December  7,  1972. 

He  has  continued  well  until  this  date  and  has 
show-n  no  evidence  of  recurrence.  Laminograms 
fail  to  show  any  evidence  of  tumor  invasion. 

SUMMARY 

We  have  described  a virulent  malignant  tumor 
which  presents  with  the  mildest  of  symptoms  — 
nasal  obstruction  and  blood-stained  mucus.  Two 
of  the  three  cases  presented  died  within  a matter 
of  a few  months:  the  other  remains  well  after  13 
months.  All  were  treated  with  radiation  following 
biopsy  and,  in  one  case,  a decompression  of  the 
orbit  which  was  involved  in  causing  proptosis. 

(Concluded  on  Page  216) 
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Naval  Phy  sicians  Of  Past  Centuries 


Paper  On  Medical  History  Of  The  Sea 
Is  Abstracted  For  Onr  Readers 


By  Francesco  Ronchese,  M.D. 

G.  Pezzi,  a medical  naval  admiral  of  the  Italian 
Military  Marine  and  a professor  of  the  history  of 
medicine  in  the  University  of  Naples,  has  pub- 
lished a paper1  titled  “Sea  Art  and  Medicine’’  in 
which  he  discusses  many  matters  relating  sea  lore 
to  subjects  of  medical  interest.  He  divides  his 
paper  into  four  parts:  (1)  medicine  on  ships;  (2) 
the  contribution  of  sailors,  travelers,  and  mission- 
aries to  the  progress  of  medicine;  (3)  the  sea  flora 
and  fauna  and  their  therapeutic  uses;  and  (4)  the 
sea  as  an  inspiration  to  artists,  poets,  and  musi- 
cians. 

Jason  sailed  from  Greece  to  faraway  Colchis  on 
the  ship  “Argo”  with  Orpheus,  poet  and  physician, 
and  Aesculapius,  the  very  god  of  medicine.  During 
the  Pelopponesian  War  (431-404  B.C.)  a naval 
physician  was  with  the  fleet.  A tablet  bears  the 
names  of  the  officers,  after  one  name  is  the  word 
“iatros”. 

In  the  Roman  navy  physicians  were  exempt 
from  heavy  duty.  Galen  says  that  one  physician 
was  an  “ocularius”,  a beginning  of  specialization. 
The  only  remedy  that  has  come  down  to  us  is  one 
for  seasickness,  consisting  of  absinthe,  myrrh,  oil 
of  vinegar,  to  be  applied  on  the  nostrils.  Imperial 
Rome  imposed  rules  of  cleanliness  on  sailors.  A 
“panis  nauticus”  was  on  the  menu. 

(Concluded  on  Page  217) 
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Physiological  Basis  Of  Rehabilitation  In  Coronary 
Heart  Disease 


Understanding  Of  Physiological  Factors 
Influencing  Cardiac  Function  In  Health 
And  Disease  Is  Essential  Basis  For 
Rehabilitation 


By  Mohamed  Kakvan,  M.D. 


It  is  quite  obvious  that  our  knowledge  of  the 
effect  of  physical  exercise  and  physical  training 
on  cardiac  function  is  very  limited,  whether  in 
normal  subjects  or  patients  with  coronary  heart 
disease.  However,  most  of  the  studies  reported  in 
the  literature  are  comprised  of  measurements  of 
pulse  rate,  oxygen  consumption,  and  blood  pres- 
sure. Such  studies  do  not  actually  justify  any  con- 
clusion as  to  the  contractile- performance  of  the 
heart  muscle.  For  example,  the  magnitude  of  car- 
diac output  or  stroke  output  is  not  entirely  de- 
termined by  the  contractile  force  of  the  myocar- 
dium, but  are  very  much  dependent  on  the  func- 
tion of  the  total  cardiovascular  bed,  'which  is  ef- 
fectively controlled  by  various  neuro-humoral 
mechanisms. 

An  understanding  of  the  physiological  basis  of 
rehabilitation  in  coronary’  heart  disease  requires 
an  examination  of  the  factors  that  influence  car- 
diac fnction  in  health  and  disease. 

FACTORS  INFLUENCING  CARDIAC  FUNCTION 
Coronary  Blood  Flow 

Gorlin  and  associates1’  2 reported  that  the  aver- 
age resting  heart  values  for  left  ventricle  coronary 
flow  are  0.7  to  0.9  ml/g  left  ventricle  muscle/min. 


MOHAMED  KAKVAN,  M.D.,  of  Providence, 
Rhode  Island,  currently  Texas  Medical  Center, 
Houston,  Texas. 


For  a subject  weighing  150  pounds  (70k)  resting 
flow  is  between  105  and  135  ml  per  min.  Approxi- 
mately 70  per  cent  of  the  available  oxygen  is  ex- 
tracted from  each  milliliter  of  arterial  oxygen 
blood  perfusing  the  heart  muscle.  Increased  needs 
for  aerobic  metabolism  are  met  by  initiating  a 
larger  minute  coronary  flow. 

Several  Factors  Influence  Coronary  Blood  Flow3 

A.  Mechanical  Factors.  In  the  left  ventricular 
and  intramyocardial  coronary  artery  braches  flow 
occurs  largely  in  diastole,  but  on  the  right  side  of 
the  heart  flow  occurs  through  the  complete  cycle, 
except  in  hypertrophy  of  the  right  ventricle,  in 
which  case  the  flow  is  similar  to  that  in  the  left 
side.  In  this  circumstance  coronary  perfusion  is 
dependent  on  diastolic  blood  pressure  and  dias- 
tolic time.  In  the  presence  of  an  increased  heart 
rate,  decreased  diastolic  pressure,  or  narrowing 
of  the  coronary  lumen  of  over  75  per  cent  the  cor- 
onary circulation  is  impaired. 

B.  Metabolic  Factors.  The  exact  mechanism 
by  which  hypoxia  initiates  a feedback  mechanism 
leading  to  increase  coronary  flow  has  not  been  de- 
fined. Berne3  suggested  that  the  accumulation  of 
breakdown  products  of  adenine  nucleotide,  some 
of  which  are  potent  vasodilators,  may  constitute 
the  mechanism. 

C.  Other  Factors.  Many  other  factors  affect 
both  myocardial  oxygen  demand  and  oxygen  de- 
livery. They  may  affect  each  in  opposite  fashion. 
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Under  pathological  conditions,  however,  the  myo- 
cardium readily  develops  manifestations  of  meta- 
bolic and  mechanical  output  imbalances.  Under 
these  circumstances  these  cardiac  imbalances  may 
ventually  even  become  irreversible. 

Physical  Training  Effects 

Physical  training  may  affect  coronary  circula- 
tion through  several  mechanisms: 

A.  Normal  Subjects.  In  normal  subjects  the 
coronary  blood  flow  has  been  found  to  increase 
with  increasing  heart  rate  and  systolic  blood  pres- 
sure.3 Physical  training  reduced  heart  rate  and 
systolic  blood  pressure.4-6  Rushmer7  has  demon- 
strated that  through  cardiac  control  mechanisms 
this  training  effect  may  decrease  oxygen  demand. 
Physical  training  has  also  been  shown  to  induce 
collateral  circulation.8  This  mechanism  will  be  dis- 
cussed below. 

C.  Enzymatic  Adaptation.  Physically  trained 
individuals  maintain  lower  levels  of  blood  lactate 
than  th  untrained  during  submaximal  exercise. 
Hollszy9  reported  that  adaptive  changes  occurred 
in  skeletal  muscle  in  response  to  endurance  exer- 
cise. These  adaptations  include  an  increase  in 
muscle  mitochondria,  which  is  evident  chemically 
by  an  increased  concentration  of  cytochrome  and 
mitochondrial  protein  and  by  an  increase  in  the 
level  of  activity  of  a number  of  mitochondrial  en- 
zymes. These  may  account  for  the  lower  rate  of 
lactate  production  in  the  physically  trained.  This 
lower  lactate  production  in  the  trained  individual 
is  due  to  the  relatively  greater  utilization  of  fatty 
acid  oxidation  to  fulfill  the  energy  demands  of  the 
submaximal  exercise.  Therefore  enhanced  enzy- 
matic activity  may  facilitate  the  various  compo- 
nents for  cardiac  fuel  supply. 

Training  Induces  Blood  Fibrinolysis 

It  has  been  suggested9  that  the  increased  fi- 
brinolytic activity  of  circulating  plasma  associated 
with  physical  training  possibly  could  play  a role 
in  preventing  thrombosis  and  vascular  disease,  but 
high  fibrinolytic  activity  requires  long  periods  of 
physical  training  and  strenuous  exercise. 
Biochemical  Effects  Of  Traning  On  Blood  Lipids 

There  is  growing  evidence10  indicating  a rela- 
tionship between  elevated  plasma  lipids,  plasma 
cholesterol,  and  triglycerides  in  the  development 
of  early  coronary  heart  disease.  Numerous  ap- 
proaches have  been  utilized  to  reduce  elevated 
plasma  lipids.  These  include  diet,  but  according 
to  Scott  cholesterol  decreases  only  10  per  cent 
with  weight  reduction.  Small  bowel  bypass  has 
been  recommended  for  both  weight  and  plasma 


lipid  reduction.  It  has  been  reported  that  physical 
activity  may  influence  lipid  metabolism  and  plasma 
lipid  levels. 

OXYGEN  CONSUMPTION  OF  MYOCARDIUM 

Myocardial  oxygen  consumption  has  been  the 
subject  of  extensive  research  for  more  than  half 
a century.  The  integrity  of  the  myocardium  de- 
pends primarily  on  its  oxygen  supply.  Oxygen  con- 
sumption of  an  arrested  heart  is  one  to  three  ml/ 
min/ 100  gram  of  left  ventricle  as  compared  with 
a range  of  3 to  15  ml/min/100  gram  in  beating 
heart.  Under  normal  conditions  high  energy  phos- 
phate is  derived  almost  exclusively  from  oxidation 
of  various  sustrates  via  aerobic  pathways  (Krebs 
cycle).  The  energy  requirements  of  the  human 
heart  in  relation  to  its  size  is  the  greatest  of  any 
tissue  in  the  body,  and  energy  requirements  may 
double  or  triple  with  applied  cardiovascular  stress. 
The  heart  consumes  approximately  0.1  ml  of  oxy- 
gen/min.  The  myocardium  removes  approximately 
120  ml  oxygen  per  liter  of  coronary  blood  flow, 
resulting  in  a coronary  venous  P02  of  approxi- 
mately 20  mm  of  mercury.  But  when  the  myo- 
cardial oxygen  supply  is  impaired  by  ischemic 
injury,  only  a short  period  of  time  is  available 
for  anerobic  or  glycolytic  metabolic  path- 
ways.2, 3i  11 

Angina  pectoris  is  a consequence  of  inadequate 
myocardial  oxygenation.  Ideal  therapy  for  this 
symptom  should  be  directed  toward  both  increased 
coronary  blood  flow  and  decreased  myocardial  oxy- 
gen requirement.  In  severe  coronary  heart  disease, 
however,  the  ability  of  the  coronary  vascular  bed 
to  dilate  is  limited.  Methods  designed  to  decrease 
myocardial  oxygen  consumption  would  be  most 
desirable,  since  the  oxygen  requirements  of  the 
myocardium  is  relatively  high,  relating  to  the  num- 
ber of  contractions  per  minute.  If  heart  rate,  ar- 
terial pressure,  and  myocardial  contractility  could 
all  be  reduced,  myocardial  oxygen  requirements 
would  also  decline.  Perhaps  in  this  manner  a more 
normal  relationship  between  myocardial  oxygen 
availability  and  need  in  patients  with  myocardial 
ishemia  could  be  reestablished.  It  has  long  been 
known  that  stimulation  of  the  carotid  sinus  nerves 
reduce  heart  rate,  arterial  pressure,  and  myo- 
cardial contractability,  largely  by  reflex  reduction 
of  sympathetic  activity.  This  mechanism  has  been 
utilized  for  reducing  myocardial  oxygen  require- 
ments in  patients  with  angina  pectoris.  According 
to  Raab12, 13  studies  in  360  healthy  patients  from 
15  to  50  years  of  age  revealed  the  effect  of  physi- 
( Continued  on  Next  Page) 


Physiological  Basis  Of  Rehabilitation  In  Coronary  Heart  Disease 


209 


cal  training  as  follows:  decreased  adrenergic  and 
cardiac  sympathetic  tone  and  increased  sympa- 
thetic inhibitory  and  cholinergic  effects  resulting 
in  reduced  myocardial  oxygen  requirements. 
Frick5’ 6 reported  that  reduction  in  myocardial 
oxygen  consumption  reflected  changes  in  neuro- 
vegetative  equilibrium.  There  is  suggestive  evi- 
dence from  experiments  with  beta-receptor  block- 
ade in  normal  men  that  physical  training  reduces 
the  sympathetic  drive. 

DEVELOPMENT  OF  COLLATERAL  CIRCULATION 

The  development  of  alternative  routes  of  flow 
ihrough  collateral  channels  is  apparently  governed 
by  intervessel  pressure  differences.  A pressure  gra- 
dient across  a stenosed  segment  of  coronary  bed 
appears  to  be  the  stimulus  for  opening  potential 
collaterals.  Metabolic  effects  resulting  from  is- 
chemic heart  muscle  may  also  stimulate  the  de- 
velopment of  collateral  circulation.  Wiggers8  be- 
lieves that  those  collateral  arterial  communica- 
tions which  exist  in  the  normal  heart  are  not  sig- 
nificant and  will  not  protect  the  myocardium  from 
abrupt  occlusion  of  its  arteral  supply.  If  the  pres- 
sure difference  between  the  various  trunks  is  ap- 
proximately equal,  blood  flow  through  anastomotic 
connections  will  be  small  or  absent.  In  contrast 
to  this  gradual  development  of  differential  pres- 
sures associated  with  occlusion  of  the  main  cor- 
onary artery  may  result  in  the  development  of 
collateral  channels.  Xot  all  authorities  however, 
agree  with  this  hypothesis.  Eckstein14  reported  that 
a significant  pressure  differential  and  a decreased 
myocardial  oxygen  tension  are  necessary  for  col- 
lateral growth  following  arterial  narrowing.  Heller- 
stein15  reported  that  physical  training  may  accel- 
erate the  difference  between  the  capacity  of  the 
heart  to  do  work  and  the  demand  for  cardiac  work 
(cardiac  reserve)  in  heart  disease  the  cardiac  re- 
serve is  reduced. 

CARDIAC  WORK 

The  function  of  the  heart  is  to  convert  chemical 
energy  from  cellular  metabolism  into  mechanical 
energy  in  order  to  pump  the  blood  through  the 
circulatory  system.  If  there  is  no  valvular  disease 
or  shunt  inside  the  heart  the  work  of  the  heart 
will  appear  as  mechanical  work  represented  by  the 
formula  W=QP+xY2/2G  in  wrhich: 

W=work  of  ventricle 
Q=volume  of  the  blood  pumped 
P=mean  arterial  blood  pressure 
w= weight  of  blood  pumped 
V= velocity  of  projected  blood 


EMOTIONAL  STRESS  AND  ADRENERGIC 
PREPONDERANCE 

There  has  been  an  increase  in  the  incidence  of 
coronary  heart  disease  in  the  industrialized  and 
presumably  more  civilized  areas  of  the  western 
world.  Emotional  stress  is  commonly  associated 
with  increased  secretion  of  norepinephrine  and 
epinephrine.  This  results  in  an  increase  in  serum 
fatty  acids  and  delayed  rise  of  cholesterol,  which 
presumably  contributes  to  coronary  atherosclero- 
sis. Emotional  tension  is  associated  with  a demon- 
strable augmentation  of  sympathetic  adrenergic 
activity.  According  to  Raab’s  concept  of  neuro- 
vegetative  regulatory  patterns  of  the  trained  and 
untrained  heart12’  13  an  untrained  heart  exhibits 
adrenergic  sympathetic  preponderance.  A trained 
heart  exhibits  cholinergic  — vagal  preponderance. 
A sympathetic  and  vagal  physiological  adjustment 
of  the  heart  to  intensive  physical  training  involves 
inhibition  of  its  cardiac  rate  together  with  aug- 
mentation of  cardiac  force.  Bradycardia  at  rest. 
wThich  is  commonly  found  in  outstanding  athletes, 
is  accompanied  by  an  increased  systemic  work 
force.  The  cardiac  vagal  tone  of  the  highly  trained 
endurance  athletes  has  often  been  described  as 
being  markedly  elevated,  causing  a slow  heart  rate 
and  high  efficiency  of  the  heart  muscle.  It  might 
be  postuated  that  rehabilitation  decreases  sympa- 
thetic overactivitv  and  increases  parasympathetic 
tone  and  sympathetic  inhibition.  In  contrast,  the 
cardiac,  vascular,  metabolic,  and  functional  haz- 
ards of  physical  inactivity  induced  potential  oxy- 
gen waste  and  impairment  of  cardiac  efficiency 
and  possibly  atherogenesis  promoting  atherogenic 
overactivity. 

HEMODYNAMIC  - PUMPING  EFFICIENCY  - 
CARDIOVASCULAR  RESERVE 

The  pump  efficiency  is  determined  by  the  use- 
ful work  per  unit  of  fuel  consumption.  The  cardiac 
output  is  influenced  by  several  factors  such  as 
heart  rate,  filling  pressure,  ventricular  distensi- 
bility,  arterial  pressure,  and  contractabilitv. 
Changes  in  any  of  these  factors  affects  pumping 
efficiency,  and  these  depend  in  turn  on  effect  of 
oxygen  delivery  and  oxygen  expenditure  of  the 
myocardium.  In  the  case  of  coronary  heart  disease 
these  factors  change.  Crawford16  notes  that  the 
injurious  influence  of  lack  of  physical  exercise 
menifests  itself  more  impressively  in  the  structural 
condition  of  the  heart  muscle  (focal  myocardial 
fibrosis  atherosclerosis)  than  that  of  the  coronary 
vessels.  This  would  also  effect  hemodynamically 
the  pumping  efficiency  of  the  myocardium. 
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EXPERIMENTAL  STUDIES 

The  effects  of  physical  training  on  circulation 
at  rest  and  during  exercise  have  been  studied  in 
young  men  with  sedentary  habits.  Data  obtained 
before  and  after  two  months  of  training  have  been 
recorded.  The  changes  in  hemodynamics  were  noted 
both  at  rest  and  during  exercise.  Findings  in- 
cluded: 1.  improvement  of  physical  working  ca- 
pacity; 2.  increase  of  stroke  volume;  3.  decrease 
in  total  peripheral  resistance,  and  4.  decrease  in 
heart  rate. 

Studies  have  also  been  reported  on  the  effect 
of  physical  training  on  patients  with  coronary 
disease.  Slowman  and  Frick4"6  have  found  that 
the  effect  of  physical  training  in  coronary  heart 
disease  parallels  those  effects  noted  above.  The 
mechanism  of  bradycardia  according  to  Frick  was 
due  to  sympathetic  inhibition  and  parasympa- 
thetic augmentation. 

CONCLUSION 

Under  normal  conditions  the  myocardium  or  car- 
diac muscle  extracts  a very  large  fraction  of  oxy- 
gen supplied  by  the  coronary  circulation.  Conse- 
quently there  is  relatively  little  reserve  oxygen 
remaining  in  the  cardial  venous  bed.  The  heart 
also  functions  at  a disadvantage  in  that  it  im- 
pedes its  own  blood  supply  w:th  each  contraction. 
Furthermore,  interarterial  collateral  communica- 
tions are  inadequate  to  carry  sufficient  blood  to 
the  extensive  capillary  network  in  the  event  of 
occlusion  of  a major  coronary  artery.  It  is,  there- 
fore, remarkable  that  with  so  few  built  in  safety 
factors  in  the  heart  it  is  capable  of  functioning 
as  effectively  and  continuously  as  it  does  under 
a variety  of  physiological  circumstances.  Basic  to 
the  understanding  of  the  functional  capacity  of 
the  heart  is  knowledge  of  the  mechanisms  respon- 
sible for  regulating  myocardial  blood  supply.  These 
may  be  related  to  factors  that  alter  blood  flow 
in  the  coronary  vascular  bed,  and  they  may  be 
broadly  classified  as  physical,  neurohumoral,  myo- 
genic, and  metabolic.  Owing  to  lack  of  physical 
work  and  exercise  in  our  mechanized  civilization 
coronary  insufficiency  is  one  of  the  most  common 
diseases  of  our  age.  Exercises  may  favorably  af- 
fect the  advance  of  coronary  artery  disease  by  one 
or  more  of  several  mechanisms.  It  may  delay  the 
progression  of  the  disease  or  it  may  stimulate  the 
growth  of  coronary  collateral  vessels  during  the 
disease  progress,  or  both. 

Eckstein14  has  shown  that  physical  training  en- 
hances collateral  blood  supply  in  the  presence  of 
regional  ischemia.  Perhaps  anoxia  is  a stimulating 


factor.  It  has  been  demonstrated  by  Eckstein  that 
in  the  dog  the  development  of  collateral  vessels 
is  stimulated  by  ischemia  of  the  heart. 

Training  by  reducing  the  cardiac  sympathetic 
tone  leads  to  a considerable  lengthening  of  the 
isometric  period  and  shortening  of  the  ejection 
period,  which  results  in  a saving  of  energy. 
Lengthening  of  diastole  by  training  is  of  great 
importance  for  the  nutritive  conduction  of  the 
myocardium  particularly  in  the  aged.  Further- 
more, the  longer  the  diastole  the  longer  is  the 
time  available  for  optimal  supply  of  the  heart 
muscle.  Lack  of  exercise  shortens  the  diastolic 
period.  Training  over  longer  periods  often  leads 
to  a lowering  of  the  systolic  pressure  with  a con- 
comitant slight  rise  off  the  diastoiic  pressure  lead- 
ing to  a reduction  of  the  mean  arterial  pressure. 
Due  to  this  reduced  pressure  the  work  of  the  heart 
and  the  cardiac  oxygen  consumption  are  also 
diminished  and  coronary  reserve  is  increased.  The 
cardiac  vagal  tone  of  highly  trained  endurance 
athletes  has  often  been  described  as  being  markedly 
elevated,  causing  a slowing  of  the  heart  rate  and 
high  efficiency  of  the  heart  muscle.  On  the  con- 
trary, the  catecholmines  in  non-athletes  are  in- 
creased, and  oxygen  consumption  and  oxygen  ex- 
traction also  increase.17 

To  understand  the  mechanisms  of  cardiac  con- 
trol in  exercise  extensive  laboratory  studies  have 
been  done  by  Rushmer  and  associates.8  The  car- 
diac response  to  exertion  under  normal  conditions 
was  postulated  to  be  initiated  directly  by  impulses 
from  the  brain  and  modulated  by  peripheral  vas- 
cular reflex  mechanisms  such  as  pressoreceptors 
and  chemoreceptors. 
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MODEL  CITIES  AND  NEIGHBORHOOD  HEALTH  CENTERS 


The  Selected  Health  Indices  for  the  urban  areas 
of  Rhode  Island  for  the  year  1972,  compiled  by 
the  Rhode  Island  Department  of  Health,  make 
interesting  reading  if  one  delves  below  the  surface 
of  the  dry  statistics.  This  is  the  sixth  year  for 
which  these  data  have  been  made  available.  The 
Model  City  area  of  South  Providence,  as  in  past 
years,  takes  most  of  the  prizes. 

It  leads  all  other  census  tracts  in  the  state  in 
the  incidence  of  low  birth  weights  and  illegitimate 
births  and  in  infant  deaths  per  1,000  live  births. 
In  these  categories  it  also  exceeds  the  rates  for 
the  state  as  a whole  and  for  the  United  States. 
The  area  leads  in  the  incidence  of  tuberculosis 
and  venereal  disease.  In  mortality  from  cancer, 
heart  disease,  and  influenza  and  pneumonia  it 
exceeds  the  rates  for  the  rest  of  the  city  as  well 
as  those  for  all  of  Rhode  Island  and  for  the  United 
States  as  a whole.  In  heart  disease  its  mortality 
rate  is  exceeded  only  by  that  of  the  inner  city,  but 
exceeds  the  rates  for  Providence  as  a whole,  for 
Rhode  Island,  and  for  the  United  States.  Only 
in  cirrhosis  of  the  liver  does  it  not  stand  out. 

It  should  be  emphasized,  however,  that  it  also 
leads  in  homicides  and  suicides.  The  homicide  rate 
is  more  than  twice  that  for  the  United  States  and 
10  times  that  for  Rhode  Island  as  a whole. 

The  common  denominator  of  all  of  these  de- 
pressing statistics  is  the  degraded  socioeconomic 
status  of  this  unfortunate  area  of  the  city.  While 
it  is  fashionable  to  blame  the  poor  health  of  such 
neighborhoods  on  the  system  of  medical  care  de- 
livery, it  is  quite  clear  that  the  highest  priority 
is  to  improve  the  standard  of  living,  education, 
and  general  welfare  of  the  victimized  population. 


The  establishment  of  neighborhood  health  cen- 
ters is,  according  to  the  conventional  wisdom,  the 
answer  to  these  problems.  While  such  facilities 
tend  to  improve  the  quality  of  care,  they  do  not, 
of  course,  solve  the  basic  problems.  They  should 
also  not  be  expected,  at  least  initially,  to  lessen 
the  amount  of  hospital  utilization  required  by  the 
residents  of  these  areas.  An  interesting  study  cov- 
ering two  periods  carried  out  by  the  Bunker  Hill 
Health  Center  of  Charlestown,  Massachusetts,  af- 
filiated with  the  Massachusetts  General  Hospital, 
indicates  a significant  increase  in  hospitalization 
for  the  residents  of  the  community  studied  and 
also  a substantial  increase  in  hospital  expendi- 
tures. This  increase,  however,  may  well  be  due, 
as  pointed  out  by  the  authors,  to  bringing  into 
the  medical  care  system  those  with  previously  un- 
met needs.  The  study  concludes  that  “It  is  cer- 
tainly not  clear  that  opening  neighborhood  health 
centers  in  communities  will  immediately  decrease 
hospital  admission  rates  for  these  communities-’. 

Certain  conclusions  may  be  drawn  from  these 
unrelated  studies.  1.  In  depressed  urban  areas 
social  problems  contribute  importantly  to  prob- 
lems of  health  and  mortality.  2.  Correcting  these 
basic  social  problems  has  a very  high  priority. 

3.  The  establishment  of  neighborhood  health 
clinics,  while  desirable,  treats  the  symptoms  of  a 
social  disorder,  rather  than  the  disorder  itself. 

4.  Neighborhood  health  centers  should  not  be  ex- 
pected to  decrease  inpatient  hospitalization  by  the 
residents  of  such  areas,  but  will  in  all  likelihood 
have  the  opposite  effect. 
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VISUALIZING  THE  COMMON  DUCT 


Intraoperative  cholangiography  has  become  com- 
monplace in  the  course  of  operations  on  the  biliary' 
tract.  Many  surgeons  now  carry  out  the  procedure 
through  the  cystic  duct  almost  routinely  prior  to 
opening  the  common  duct.  Certainly  a check-up 
cholangiogram  whenever  the  duct  has  been  opened 
is  expected  of  all  surgeons.  While  a highly  useful 
adjuct  to  biliary  surgery,  its  limitations  are  known 
to  all. 


Intravenous  cholangiography  has  been  found 
useful  in  appropriate  cases,  and  transcutaneous 
transhepatic  cholangiography  has  a place  in  a 
limited  group  of  patients  with  clinically  evident 
common  duct  obstruction  and  severe  jaundice.  Re- 
cently introduced  is  an  even  more  sophisticated 
method,  transjugular  cholangiography. 

The  advent  of  fiberoptic  endoscopy  has  further 
refined  the  visualization  of  the  common  duct  and 
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its  tributaries.  The  flexible  duodenoscope  has  made 
ipossible  visualization  and  even  biopsy  of  the  am- 
pulla of  Vater  and  its  environs.  It  is  now  possible 
to  cannulate  the  papilla  and  inject  contrast  medium 
into  both  the  pancreatic  and  common  ducts,  thus 
visualizing  both  stones  and  irregularities  due  to 
tumor. 

A new  dimension  has  been  added  recently  with 
the  introduction  of  an  advanced  choledochoscope. 
Previous  rigid  instruments  have  proved  to  be  awk- 
ward, and  none  has  been  widely  accepted.  The  new 
device,  however,  is  right-angled,  permitting  ease 
of  introduction  and  combines  a fiberoptic  light 
source  with  a rigid  optical  system.  Great  depth 
of  field  eliminates  the  need  for  focusing,  while 
wide  angle  and  exceptional  clarity  allow  viewing 
with  minimal  distention  of  the  ducts.  An  attach- 
able instrument  carrier,  introduced  alongside  the 
choledochoscope,  permits  biopsy  under  direct 


vision.  The  instrument  may  be  passed  into  the 
duct  proximally  and  distally,  allowing  visualiza- 
tion of  the  hepatic  ducts.  A Fogarty  embolectomy 
catheter  may  be  passed  in  either  direction  beyond 
a visualized  stone  for  extraction. 

The  second  portion  of  the  duodenum  must  be 
fully  mobilized  by  the  Kocher  maneuver  before  in- 
strumentation. In  most  instances  the  scope  may 
then  readily  be  passed  into  the  duodenum. 

While  the  new  instrument  shows  considerable 
promise  from  the  point  of  view  of  simplicity, 
safety,  and  lack  of  complications,  more  reports  of 
its  usefulness  will  be  necessary  before  its  place  in 
the  biliary  armamentarium  is  established. 
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CRITIQUE  & CAVIL* 


Yielding  to  the  flattery  and  pressure  of  pub- 
lic demand  (one  request),  I have  secured  au- 
thorization to  reanimate  that  relic  of  curiosa 
and  trivia  that  haunted  these  pages  in  days  of 
yore  under  the  heading  of  Critique  and  Cavil. 
An  additional  reason  for  this  reviviscence  was 
the  appearance  of  what  to  me  has  always  been 
a challenging  statement,  to  wit,  “to  the  best 
of  our  knowledge,  this  is  documented  for  the 
first  time.  . . .”  This  priority  claim  was  found 
in  a “report  on  three  patients  with  chronic 
cough  who  experienced  relief  after  a hair  was 
removed  from  the  ear  drum”.  The  occasion  is 
especially  satisfying  because  the  challenging 
statement  appears  in  my  favorite  publication, 
The  Journal  (223:1269,  1973),  under  the 

title  “The  Tympanic  Membrane:  A Source  of 


*Reprinted  from  JAMA  227:545  (Feb.  4)  1974  with 
permission.  The  Editors  feel  that  this  mention  of  a 
distinguished  senior  member  of  The  Rhode  Island 
Medical  Society  would  be  of  interest  to  our  readers. 


the  Cough  Reflex”.  Moreover,  I am  prompted 
to  poke  the  needle  a bit  deeper  because  of  the 
fac  t that  the  basis  for  refuting  the  priority 
clam  also  appears  in  The  Journal  (148:766, 
1982).  There,  in  the  correspondence  section,  you 
will  find  an  item  entitled  “persistent  cough  due 
to  hair  impinging  on  ear  drum”.  Its  author 
wis  Dr.  Alex  M.  Burgess.  He  mentioned  two 
patients  of  his  own  and  cited  two  others  seen 
by  physician  friends,  in  all  of  whom  a major 
complaint  of  cough  was  relieved  by  removal  of 
a hair  observed  to  be  impinging  on  the  ear 
drum.  In  reviewing  my  file  on  chronic  cough 
I was  intrigued  when  I saw  the  variety  of  con- 
ditions, some  quite  bizarre,  that  have  been  re- 
ported as  causing  chronic  cough,,  and  that 
chronic  cough  causes.  Perhaps,  the  spirit  (and 
the  Editor)  willing,  these  may  become  topics 
of  future  editions  of  Critique  and  Cavil. 

George  X.  Trimble,  m.d. 

Contributing  Editor 
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Physicians  Seeking  Opportunities  In  Rhode  Island 


Chanda  Mendi.  M.D. 

351  W.  Spruce 

Sault  Ste  Marie.  Mich.  49783 
Pediatrics 

* * * 

Anthony  J.  Kaiser,  M.D. 

200  Carman  Avenue 
Apt.  25-F 

East  Meadow,  New  York  11554 
Orthopedic  Surgery 

3jS  * * 

Gary  R.  Leach,  M.D. 

196th  Station  Hospital 
APO  New  York  09055 
Urology 

* * * 

Ronald  S.  Lorfel,  M.D. 

17180  Whitcomb 
Apt.  219 

Detroit.  Michigan  48235 
Ophthalmology 

* * * 

J.  A.  Dorado,  M.D. 

220  LeMarchant  Road 
Suite  402 

St.  John's,  Newfoundland 
Urology 

* * * 

A.  Chaudhrv,  M.D. 

788  Columbus  Avenue 
Apt.  10C 

Manhattan,  N.Y.  10025 
Ophthalmology 

* * * 

Rung- Ho  Liu,  M.D. 

222  East  19th  Street 
Apt.  7G 

New  Yoik,  N.Y.  10003 
Ophthalmology 

* * * 

Ronald  Shapera.  M.D. 

509  de  Gaspe 
Nun’s  Island 
Montreal  201 
Quebec,  Canada 
Pediatrics 

* * * 


Madhav  V.  Phadke.  M.D. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo.  N.Y.  14203 
Oncological  Surgery 

* * * 

Kanta  P.  Butani,  M.D. 

21  Heywood  Street 
Apartment  2-C 

Worcester.  Massachusetts  01610 
Pediatrics 

3=  * * 

Lawrence  R.  Burwell,  M.D. 

113  Merry  Hill  Drive 
Rochester,  N.Y.  14625 
Cardiology 

Boris  G.  Kousseff,  M.D. 

1435  Lexington  Avenue 
New  York,  N.Y.  10028 
Pediatrics 

* * * 

D.  J.  Langenbrunner,  M.D. 

103  Turfway  Road 
Florence.  Kentucky  41042 
Otolaryngology 

^ * 

Riaz  Hussain.  M.D. 

660  E.  98  Street 
Apt.  4-H 

Brooklyn,  N.Y.  11236 
General  Surgery 

* * * 

Peter  J.  Battaglia,  M.D. 

Oxford  Heights 
Fairveld  House 
Apt.  6 

Albany,  N.Y.  12203 
Internal  Medicine 

* * * 

Stuart  Der  Boff.  M.D. 

910  4th  Ave.  SE 
Rochester,  Minn.  55901 
Ophthalmologist 

* * * 

Robert  S.  Sochor.  M.D. 

1101  Kirkiynn  Avenue 
Takoma  Park.  MD  20012 

(Concluded  on  Page  217) 
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AMA  ANNUAL  CONVENTION 
JUNE  22-26,  1974 
CHICAGO,  McCORMICK  PLACE 

• Scientific  Sessions  including  Hypertension/Management  of 
Obesity/A  Practitioner’s  Approach  to  Angina— 1974 

• Postgraduate  Courses  including  Cardiopulmonary 
Resuscitation/Total  Parenteral  Nutrition/Workshop  on 
Human  Sexuality/American  Society  of  Clinical  Pathologists: 
special  courses  for  non-pathologists 

• Fireside  Forums— return  of  a popular  evening  session 
in  a new  “meet  the  professor”  format 

• Scientific  Exhibits  including  Clinical  Pathologic 
Conferences/Live  Teaching  Clinic/Fresh  Tissue  Pathology 

• Film  Symposia  including  a ’/2-day  session  on  techniques 
of  producing  a medical  motion  picture  in  your  hospital 

• Charter  flights  are  being  planned  from  Los  Angeles, 

San  Francisco  and  Dallas. 


Me  a letter  with  the  coupon  below  to  the  AMA  or  see  the  JAMA  Convention  Issue  on  April  15,  1974,  for  scientific  ses- 
n lists,  hotel  reservations,  and  course  registrations— as  well  as  social  activities  while  in  Chicago  this  June. 


advance  Registration 

rd  AMA  Annual  Convention 
I le  22-26,  1974 
jcago/McCormick  Place 

:ase  return  this  form  before  May  24,  1974,  to: 

3 culation  and  Records  Department 
1 lerican  Medical  Association 
North  Dearborn  Street 
i icago,  Illinois  60610 

• ase  print 

1 me 

(each  physician  must  register  in  his  own  name) 

[ ice  Address 

t y/ State/ Zip 

I m a member  of  the  AMA  through  the  following  State  Medical 
t sociation  or  government  service — 

I ase  send  more  information  on  the  charter  flights  being 
[ nned  from: 

-Los  Angeles  San  Francisco  Dallas 


In  accordance  with  the  AMA  Bylaws,  I hold  active  member- 
ship in  the  AMA,  and  I wish  to  vote  in  the  Scientific  Session 
I have  checked: 


01  □ Allergy 

02  □ Anesthesiology 

26  □ Cardiovascular  Diseases 

05  □ Clinical  Pharmacology 

and  Therapeutics 
20  □ Colon  and  Rectal  Surgery 

03  □ Dermatology 

04  □ Diseases  of  the  Chest 

07  □ Family  and  General  Practice 

1 1 □ Federal  and  Military  Medicine 

06  □ Gastroenterology 

08  □ General  Surgery 

09  □ Internal  Medicine 

24  □ Neurological  Surgery 

25  □ Neurology 


13  □ Obstetrics 

and  Gynecology 

14  □Ophthalmology 

15  □ Orthopedic  Surgery 
10  □Otorhinolaryngology 

16  □ Pathology 

17  □ Pediatrics 

18  □ Physical  Medicine 

and  Rehabilitation 
27  □ Plastic  and 

Reconstructive  Surgery 

19  □ Preventive  Medicine 
12  □ Psychiatry 

21  □ Radiology 

22  □ Urology 


General  Registration 

AMA  members  and  their  guests:  no  fee 

Non-member  physicians:  S25 

Guests  of  non-members:  $5 

Medical  students,  interns  and  residents:  no  fee 

My  remittance  of  $ is  enclosed. 

(Make  check  payable  to  American  Medical  Association.) 
Check  must  accompany  registration. 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract  obstructive  uropathy.  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respire' 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  > 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evider  i 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should ' 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcere' 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  r > 


Therapeutic  comparisons 
in  peptic  ulcer. 

itacids  have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 


^ro-Banthine*  has  four. 

ropantheline  bromide 


itacids: 

acids  relieve  ulcer  pain  by  neutralizing  gastric 
l.This  action  is  relatively  short-lived  and  they  have 
other  mode  of  action. 

a-Banthine: 

yBanthine  suppresses  gastric  acid 
:retion.  The  antisecretory  properties  of 
-Banthlne  are  well  established.  By  effectively 
:king  vagotonic  impulses  Pro-Banth!ne  suppresses 
ric  secretion  to  reduce  both  total  and  free  acid. 

>Banth\ne  helps  relieve  pain. 

-Banthlne  relieves  ulcer  pain  by  reducing  gastric 
'etion  and  the  motility  and  spasm  of  the 
lointestinal  tract. 


Pro-Banthine  reduces  acidify  without 
subsequent  acid  rebound. The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthiine  activity  lasts  about  six  hours. 
The  effect  of  a single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours.*  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8 to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

’Innes,  I.R.,  and  Nickerson,  M.,  in  Goodman,  L.S.,  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York, The  Macmillan  Company, 
1970,  p.537. 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


: ' as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
1 '■se  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
£ nnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
) impotence  and  allergic  dermatitis. 

< ige  and  Administration:  The  recommended  daily  dosage  for  adult 
• herapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
J t adjustment  to  the  patient’s  requirements  and  tolerance  must  be 

< >. 

f Banthlne  PA.  — Each  tablet  of  Pro-Banthine  RA.  (propantheline 
tide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthine  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 


SEARLE 
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Supplied  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0 15  mg  . 0 2 mg  0.3  mg  , 0-5  mg.,  scored  and 

color-coded  in  bottles  of  10Q,  500.  and  1000. 
Injection:  500  meg  lyophtlized  active  ingredient 
and  10  mg  of  Mannitol  U S.P.,  in  10 ml.  single-dose 

vial,  with  5 ml  vial  of  SodiuB|  Chtoride  Infection. 
U S P.  as  a diluent 


DIVISION  OF  TR, 
Deerfield.  Illinol 


VENOL  LA30RAT0RI 
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HOUSE  OF  DELEGATES  REPORT 

(Concluded  from  Page  195) 
cil  position  with  the  adoption  of  the  following 
motion. 

Action : A motion  was  made,  seconded,  and  voted 
that  the  members  of  the  Rhode  Island  Society  of 
Osteopathic  Physicians  and  Surgeons  may  purchase 
the  Rhode  Island  Medical  Journal  at  the  regular 
subscription  price  of  $5.00. 

COMMITTEE  REPORTS 

The  repo,  ts  of  the  Committees  on  Diabetes,  Peer 
Review,  Library,  Medical  Aspects  of  Sports,  Ad 
Hcc  Committee  on  Handgun  Control,  and  Public 
Laws  were  received  and  placed  on  record. 

* =1= 

Dr.  Melvyn  Gelch,  Chairman  of  the  Ad  Hoc 
Committee  on  Gun  Control  made  a special  plea 
to  the  House  to  forward  information  to  him  con- 
cerning hand  gun  injuries  and  wounds. 

Doctor  Llackman  reported  a recent  conversation 

I which  he  had  with  a Washington  County  physician 
who  vigorously  objected  to  the  Society’s  partici- 
pation in  the  issue  of  handgun  control. 

(To  Be  Continued  in  Next  Issue) 


MEDICAL  OFFICE  SUITE 
AVAILABLE 

Located  in  the  Park  Plaza 
1429  Warwick  Avenue 
Warwick,  R.  I. 

Suite  has  six  offices  with  developing  room 
and  lavette.  Building  is  of  modern  construc- 
tion and  rent  includes  all  utilities  and  central 
air-conditioning. 

Please  call  942-0581  for  an  appointment. 

P & W CORP. 

577  Natick  Road 
Cranston,  R.  I.  02920 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 
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Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

■ I ONE  SOURCE /TOTAL  INSURANCE 
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EPISTAXIS 

(Concluded  from  Page  206) 

This  report  is  intended  to  alert  physicians  as  to 
the  implications  of  what  normally  is  considered  a 
minor  complaint  — epistaxis  — but  which  some- 
times can  herald  a fatal  disease. 

REFERENCES 

'Schenck  NL,  Ogura  JH:  Esthesioneuroblastoma. 
An  enigma  in  diagnosis,  a dilemma  in  treatment. 
Arch  Otolaryngol  96:322-4,  Oct  72 
2Koop  CE:  The  neuroblastoma.  Prog  Pediatr  Surg 
5:1-28,  1972 

3Sabeti  H,  Pashmi  AR:  Olefactory  neuroblastoma. 
J Laryngol  Otol  87:507-12,  May  73 
4Hamilton  AE,  et  al.:  Primary  intracranial  es- 
thesioneuroblastoma (olfactory  neuroblastoma).  J 
Xeurosurg  38:548-56,  May  73 
5Lewis  JS,  et  al. : Nasal  tumors  oof  olfactory’  ori- 
gin. Arch  Otolaryngol  81:169-74,  Feb  65 
eFisher  ER:  Neuroblastomas  of  the  nasal  fossa. 
AMA  Arch  Pathol  60:435-9,  Oct  55 
TObert  GJ,  et  al.:  Olfactory  neuroblastomas.  Cancer 
13:205-15,  Jan-Feb  60 

8Skolnik  EM,  et  al.:  Olfactory’  neuroepithelioma. 
Arch  Otolaryngol  84:644-53,  Dec  66 


NARCOTIC  ADDICTION  AND  CRIME 

(Concluded  from  Page  204) 

6Cushman  P:  Methadone  maintenance  treatment 
of  narcotic  addiction.  Analysis  of  police  records 
of  arrests  before  and  during  treatment.  NY  State 
J Med  72:1752-5,  1 Jul  72 
7DuPont  RL,  Katon  RN:  Development  of  a heroin- 
addiction  treatment  program.  Effect  on  urban  crime 
JAMA  216:1320-4,  24  May  71 
8Bloom  WA,  Capel  WC:  An  exploratory  study  of 
the  relation  of  heroin  addiction  to  crime  in  New 
Orleans.  Proceedings,  Fifth  National  Conference 
on  Methadone  Treatment,  New  York,  NAPAN, 
1973.  P.  123 

9Patch  VD,  Raynes  A,  Fisch  A:  Methadone  main- 
tenance in  Boston.  Proceedings,  Fourth  National 
Conference  on  Methadone  Treatment,  New  York, 
NAPAN,  1972.  P.  507 

10Lukoff  IF,  Quatrone  D:  Heroin  use  and  crime  in 
a method  on  maintenance  treatment.  Program:  A 
two  year  follow-up  of  the  Addiction  Research  and 
Treatment  Corporation,  January  1973 
11Lukoff  IF,  Vorenberg  J:  Methadone  maintenance 
evaluation  studies:  Some  unresolved  issues  on 
crime  and  drug  abuse.  Priceedings,  Fourth  Na- 
tional Conference  on  Methadone  Treatment,  New 
York,  NAPAN,  1972.  P.  489 


TWO  SENTENCE  ESSAY 
The  other  day  I looked  into  a book  entitled 
Surgery  of  the  Alimentary  Tract  — three 
heavy  volumes:  not  one  word  about  the  mouth 
and  the  teeth.  They  seem  not  to  belong  to  the 
alimentary  tract! 

. . . Victor  Kassel,  D.D.S.,  letter  to  editor  of 
JAMA  226:199  (Oct.  8),  1972. 
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NAVAL  PHYSICIANS  OF  PAST 
CENTURIES 

(Concluded  from  Page  207) 

Quarantine  laws  and  isolation  hospitals  are  dis- 
cussed. Diego  Alvarez  Chanca,  “squadron  doctor” 
of  Columbus,  has  left  important  reports.  Travel- 
ers, missionaries,  and  seafarers,  among  them  Piga- 
fetta,  Raleigh,  Hawkins,  Smith,  Ca’da  Mosto, 
Diego  de  Vasooncelos,  Giovanni  da  Verazzano,  and 
James  Cook,  have  left  valuable  reports  about  dis- 
eases on  'board  vessels. 

A curious  product  related  to  the  sea  is  insulin 
found  in  the  isles  of  Langerhans  of  certain  fishes, 
as  well  as  spermaceti,  ichthyol,  agar-agar,  chloro- 
phyll, and  iodine. 

Divine  protection  was  invoked  by  seafarers;  the 
Virgin  Mary  was  called  Stella  Maris.  Every  na- 
tion has  songs,  paintings,  and  sculptures  cele- 
brating sea  exploits.  “Ex  votos”,  the  small  paint- 
ings made  by  primitive  unknown  artists  left  in 
temples  or  churches  to  thank  God  for  a safe  land- 
ing after  a storm  or  a battle,  are  of  little  artistic 
value  but  of  great  emotional  interest.  Music  re- 
lated to  the  sea  has  been  composed  by  Monteverdi, 
Weber,  Bizet,  Bellini,  Korsakov,  Puccini,  Debussy, 
and  many  others. 

REFERENCE 

!Pezzi  G:  Mare  arte  e medicina  (Sea  art  and  medi- 
cin.  Ann  Med  Nav  (Roma)  77:243-62,  Apr-Jun 
72 


PHYSICIANS  SEEKING 
OPPORTUNITIES 

(Concluded  from  Page  214) 

Pablo  Jose  Cuevas,  M.D. 

303  West  Central  Avenue 

Lombard,  Illinois  60148 

Internal  Medicine  and  Gastroenterology 

5~I  >|C  ^ 

Ghanshyam  Masand,  M.D. 

Worcester  City  Hospital 
Worcester,  Mass.  01610 
Orthopaedic  Surgery 

* * * 

Fikry  F.  Ibrahim.  M.D. 

15333  Evanston 

Detroit,  Michigan  48224 

Internal  Medicine  and  Hematology/Onc. 

* * * 

Frederic  Kiechel,  III,  M.D. 

4054  South  Wisteria  Way 
Denver,  Colorado  80237 
Allergy  and  Immunology 

* * * 


L.  K.  Parashar,  M.D. 

The  Miriam  Hospital 
Providence,  R.I.  02906 
Internal  Medicine/Nephrologv 


ONE  SENTENCE  ESSAY 

It  is  very  humbling  to  realize  that  there  is  more 
information  packed  into  the  head  of  one  sperma- 
tozoon than  there  is  in  all  the  volumes  of  the 
nal  of  Biochemistry. 

...  Sir  Macfarlane  Burnet. 


SMALL  CLINICAL  BUILDING 
FOR  SALE 

It  consists  of  Reception  area;  Receptionist  Station; 
Laboratory;  Secretary's  Office;  2 Examining  Rooms; 
Doctor's  Private  Office;  Utility  Room;  Storage  and 
Toilet  Facilities.  Sale  Price:  $40,000.00.  Taxes:  Under 
$500.00. 

Jamestown  is  an  island  community  of  3,000  popula- 
tion, doubling  in  the  Summer.  There  is  a full-time 
G.P.  here.  There  are  two  hospitals  in  the  immediate 
area,  at  Newport  and  Wakefield.  Kent  is  about  25 
minutes  away.  There  are  available  a town  ambulance 
and  an  emergency  wagon. 

Contact:  MEREDITH  & CLARKE,  INC. 

PO  Box  316 
Jamestown,  R.  I.  02825 


POSITION  WANTED 

Young  woman  with  B.A.  in  microbiology 
seeking  full  time  position.  Willing  to  train 
as  assistant.  Versatile.  Resume,  Transcripts, 
and  references  available. 

Call  or  Write: 

Ingrid  K.  Mayer 
4 Hillside  Road,  Lincoln,  R.  I. 
723-0707 


FOR  SALE 

MODERN  SUBURBAN  OFFICE 
BUILDING 

Central  Gas  Heat  and  Air  Conditioning 
Elevator,  Adequate  Parking 

CALL  MR.  PESKIN 
Louis  A.  Regnier  Assoc. 

401-944-3000 
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CORONARY  HEART  DISEASE 

(Concluded  from  Page  211) 

“Holloszv  JO:  Morphological  and  enzymatic  adap- 
tation to  training.  A review.  In  Coronary  Heart 
Disease  and  Physical  Fitness.  Edited  by  OA  Lar- 
son, RO  Malmborg.  Baltimore,  University  Park 
Press,  1971.  P.  147 

,cGustafson  A:  Effects  of  ti’aining  on  blood  lipids. 
I.i  Ref.  No.  9 

nBraunwald  E:  The  determinants  of  myocardial  oxy- 
gen consumption.  Presented  before  the  Interna- 
tional Congress  of  Physiological  Sciences,  Wash- 
ington, D.C.,  August  10,  1968 

!LRaab  W,  et  al.:  Cardiac  adrenergic  prepinderance 
due  to  lack  of  physical  exercise  and  its  pati  o- 
genic  implications.  Am  J Cardiol  5:300-20,  Mar  60 

::!R3ab  W:  The  adrenergic-cholinergic  control  of  car- 
diac metabolism  and  function;  physio-pathological 
and  clinical  aspects.  Bibl  Card,  Basil  No.  6:65-152, 
1956 

HEckstein  RW:  Effect  of  exercise  and  coronary 
artery  narrowing  on  coronary  collateral  circula- 
tion. Circ  Res  5:230-5,  May  57 

!5Hellerstein  HK,  Goldston  E:  Rehabilitation  of 
patients  with  heart  disease.  Postgrad  Med  15: 
265-78,  Mar  54 

!fcMorris  JN,  Crawford  MD:  Coronary  heart  disease 
and  physical  activity  of  work.  Evidence  of  a na- 
tional necropsy  survey.  Brit  Med  J 2:1485-96, 
20  Dec  58 

17Klocke  FJ,  et  al.:  Mechanism  of  increase  of  myo- 
cardial oxygen  uptake  produced  by  catecholamines. 
Am  J Physiol  209:913-8,  Nov  65 

18Kakvan  M:  Rehabilitation  in  coronary  heart  dis- 
ease. RI  Med  .1  53:429-32  passim  Aug  70 


ONE  SENTENCE  ESSAY 

If  all  the  drugs  in  the  pharmacopeia  save  three 
were  dumped  in  the  ocean,  it  would  be  so  much 
better  for  our  patients  and  so  much  the  worse 
for  the  fish. 

. . . Oliver  Wendell  Holmes. 

Statistics 

The  most  dangerous  thing  a man  can  do  is  go 
to  bed.  for  more  people  die  in  bed  than  anywhere 
else. 

. . . Jacob  Bigelow,  M.D.,  (1786-1879),  of 

Boston,  Mass. 


Curran  & Burton 

DIVISION  OF  TEXACO.  INC. 

1120  Eddy  Street 
Providence.  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE 
FUEL  OILS 


BOOK  REVIEW 

(Concluded  from  Page  184) 
unchallenged.  This  procedure  is  one  of  extreme 
hazard. 

In  the  author's  review  of  the  development  of 
oxygen  therapy,  he  refers  quite  properly  to  Thomas 
Beddoes  who,  in  the  1780’s,  established  the  Pneu- 
matic Institute  at  Bristol,  where  he  demonstrated 
that  “inhalation  of  air  heavily  enriched  with  pure 
oxygen  was  helpful  in  a dozen  or  so  illnesses”.  I 
was  reminded  of  Beddoes'  work  in  reading  the 
opening  chapters  of  this  book  because  of  the  simi- 
larity between  the  many  exaggerated  claims  made 
for  oxygen  therapy  by  Beddoes  and  those  made 
by  this  author  for  hyperbaric  oxygenation.  Bed- 
does’ Institute  failed  because  documentation  did 
not  support  the  claims  made  by  Beddoes.  The 
marked  decrease  in  the  use  of  hyperbaric  oxygena- 
tion has  occurred  for  the  same  reason. 

The  author  is  critical  of  the  role  of  the  medical 
profession  because  of  failure  to  support  whole- 
heartedly the  many  claims  made  for  hyperbaric 
oxygenation.  He  fails  finally  to  vindicate  the 
American  Medical  Association  for  having  required 
scientific  support  of  Doctor  Orval  J.  Cunning- 
ham's claims  as  to  the  efficacy  of  hyperbaric  oxy- 
genation in  many  designated  disease  states. 

There  is  a role,  a limited  one,  however,  for  hy- 
perbaric oxygenation.  There  seems  to  be  very  little 
doubt  that  it  has  an  important  field  of  usefulness 
in  the  treatment  of  gas  gangrene  and  in  severe 
carbon  monoxide  poisoning.  It  would  be  wonderful 
if  patients  suffering  from  these  conditions  had  a 
compression  chamber  available.  It  must  be  pointed 
out  chat  construction  and  maintenance  of  such  a 
chamber  is  extremely  expensive.  It  must  also  be 
pointed  out  that  a large  number  of  personnel  is 
required  for  such  a facility  for  the  stress  of  “dives” 
becomes  an  important  factor  in  the  welfare  of  per- 
sonnel involved.  It  is  unfortunate  but  true  that 
those  persons  responsible  for  medical  care  must 
consider  the  utilization  of  available  funds  for  the 
construction  and  maintenance  of  intensive  care 
units  wherein  a large  number  of  patients  can  be 
cared  for,  versus  the  limited  number  of  patients 
who  can  be  managed  in  compression  chambers.  It 
has  been  stated  that  it  should  perhaps  be  the  re- 
sponsibility of  the  federal  government  to  space 
compression  chambers  strategically  in  urban  areas 
where  they  may  be  used  should  their  need  arise. 

Meyer  Saklad,  m.d. 
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Before  prescribing,  please  consult 
omplete  product  information,  a summary 
f which  follows: 

Indications:  Relief  of  anxiety  and 
;nsion  occurring  alone  or  accompanying 
arious  disease  states. 

Contraindications:  Patients  with  known 
ypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
ossible  combined  effects  with  alcohol  and 
ther  CNS  depressants.  As  with  all 
NS-acting  drugs,  caution  patients 
gainst  hazardous  occupations  requiring 
omplete  mental  alertness  (e.g.,  oper- 
ting  machinery,  driving).  Though  physi- 
al  and  psychological  dependence  have 
arely  been  reported  on  recommended 
oses,  use  caution  in  administering  to 
ddiction-prone  individuals  or  those  who 
light  increase  dosage;  withdrawal  symp- 
oms  (including  convulsions),  following 
iscontinuation  of  the  drug  and  similar 
b those  seen  with  barbiturates,  have  been 
eported.  Use  of  any  drug  in  pregnancy, 
ictation,  or  in  women  of  childbearing 
ge  requires  that  its  potential  benefits 
e weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
ilitated,  and  in  children  over  six,  limit  to 
mallest  effective  dosage  (initially  10 
ig  or  less  per  day)  to  preclude  ataxia  or 
versedation,  increasing  gradually  as 
eeded  and  tolerated.  Not  recommended 
ii  children  under  six.  Though  generally 
ot  recommended,  if  combination  therapy 
ith  other  psychotropics  seems  indicated, 
arefully  consider  individual  pharmaco- 
Dgic  effects,  particularly  in  use  of  poten- 
iating  drugs  such  as  MAO  inhibitors 
nd  phenothiazines.  Observe  usual  precau- 
ions  in  presence  of  impaired  renal 
r hepatic  function.  Paradoxical  reac- 
ions  (e.g.,  excitement,  stimulation  and 
cute  rage)  have  been  reported  in  psychi- 
tric  patients  and  hyperactive  aggressive 
hildren.  Employ  usual  precautions  in  treat- 
lent  of  anxiety  states  with  evidence  of 
upending  depression;  suicidal  tendencies 
nay  be  present  and  protective  measures 
ecessary.  Variable  effects  on  blood 
oagulation  have  been  reported  very  rarely 
i patients  receiving  the  drug  and  oral 
nticoagulants;  causal  relationship  has 
ot  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
taxia  and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 

Roche  Laboratories 
Division  ot  Hoffmann-La  Roche  Inc 
Nutley,  N J 07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

up  to  100  mg  daily  in 
severe  anxiety 


Librium 


(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  the^fem  resist  seeking 


or  following  medicai  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physician- 
patient  rapport  and,  on  occasion, 
making  it  easierforthe  patient  to 
accept  medical  counsel. 
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WOK  ACAOEMV 
°r  MEDICINE 

Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

<s>  Librium  10-ma  capsules 
(chlordiazepoxide  HCI) 


l/bl.57  No.  6 


Both  ofter 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


:: 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  freqncy 
and/  or  severity  of  grand  mal  seizure:  lay 
require  increased  dosage  of  standarc  lti- 
convulsant  medication;  abrupt  withcfval 
may  be  associated  with  temporary  in 
crease  in  frequency  and/or  severity  ci 
seizures.  Advise  against  simultaneou  1- 
gestion  of  alcohol  and  other  CNS  dep 
sants.  Withdrawal  symptoms  (similar: 
those  with  barbiturates  and  alcohol)  l/e 
occurred  following  abrupt  discontinu  ce 
(convulsions,  tremor,  abdominal  and  us- 
cle  cramps,  vomiting  and  sweating),  ep 
addiction-prone  individuals  under  caiul 


respond  to  one 


\ccording  to  her  major 
n 7toms,  she  is  a psychoneu- 
)l  patient  with  severe 
a sty.  But  according  to  the 
e:  ription  she  gives  of  her 
:e  ngs,  part  of  the  problem 
u sound  like  depression, 
h is  because  her  problem, 
it  )Ugh  primarily  one  of  ex- 
;<  ve  anxiety,  is  often  accom- 
a ed  by  depressive  symptom- 
:ogy.  Valium  (diazepam) 
n urovide  relief  for  both— as 
ig  xcessive  anxiety  is  re- 
s’ d,  the  depressive  symp- 
ir  associated  with  it  are  also 
it  i relieved. 

There  are  other  advan- 
l§ i in  using  Valium  for  the 
i agement  of  psychoneu- 
>1  anxiety  with  secondary 
siessive symptoms:  the 
i]  hotherapeutic  effect  of 
a jm  is  pronounced  and 
1 1.  This  means  that  im- 
:<  ement  is  usually  apparent 
1 2 patient  within  a few 
r rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  BW,  et  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


Valium' 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


ir  illance  because  of  their  predisposi- 
3 habituation  and  dependence.  In 
e lancy,  lactation  or  women  of  child- 
ig  age,  weigh  potential  benefit 
l'c  st  possible  hazard. 

■e  utions:  If  combined  with  other  psy- 
ic  Dpics  or  anticonvulsants,  consider 
ir  .illy  pharmacology  of  agents  em- 
o d;  drugs  such  as  phenothiazines, 
ir  tics,  barbiturates,  MAO  inhibitors 
ic  ther  antidepressants  may  potentiate 
= lion.  Usual  precautions  indicated  in 
it  its  severely  depressed,  or  with  latent 
>P  ssion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Will  You  Support  The  Rhode  Island  Professional 
Standards  Review  Organization,  Inc.? 


It  is  the  intent  of  the  officers  and  the  Board  of  Directors  of  R.I.P.S.R.O., 
Inc.  to  apply  to  the  Secretary  of  Health,  Education  and  Welfare  for  desig- 
nation as  the  PSRO  for  the  Rhode  Island  area.  Under  the  law,  a “sub- 
stantial portion”  of  all  physicians  in  the  area  must  be  members  of  R.I.- 

P.S.R.O. 

It  is  our  hope  that  you  will  agree  with  the  approach  of  the  officers  and 
directors  of  R.I.P.S.R.O.,  a peer  review  organization  controlled  and  directed 
by  a committee  of  licensed  physicians.  Even  though  you  may  not  agree  with 
the  basic  concept  of  PSRO  itself,  we  hope  that  you  will  give  your  support  by 
requesting  membership  in  R.I.P.S.R.O.  There  are  no  dues,  fees  or  other  mone- 
tary obligations  involved. 

Dr.  Alton  M.  Pauli 
President  — R.I.P.S.R.O.,  Inc. 

June,  1974 


Dr.  Alton  M.  Pauli,  President 
R.I.P.S.R.O.,  Inc. 

106  Francis  Street 
Providence,  Rhode  Island  02903 

Dear  Doctor  Pauli : 

I agree  with  the  general  approach  of  the  officers  and  Board  of  Di- 
rectors of  R.I.P.S.R.O.,  Inc.,  a physician  controlled  and  directed  organiza- 
tion, and  wish  to  support  that  organization  as  long  as  it  shall  be  controlled 
by  the  physicians  of  Rhode  Island. 

I hereby  accept  membership  in  R.I.P.S.R.O.,  Inc. 


Signature 


Address 


Name  Printed 


Date 


FOR  MORE  INFORMATION,  PLEASE  SEE  RIPSRO  NEWSLETTER  WHICH  YOU 
HAVE  RECEIVED. 
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RHODE  ISLAND 


The  dedicated  men  and  women  of  1 he  Rhode  Island 
Army  National  Guard  are  in  need  of  qualified 
physicians  to  provide  medical  service  support. 

Medical  Officer  vacancies  exist  for  Battalion 
Surgeon,  Dispensary  Commander  and  General  Medical 
Officers.  Physicians  can  be  appointed  as;  First 
Lieutenant,  Captain,  Major  or  Lieutenant  Colonel 
depending  on  qualifications. 

Any  physician  interested  in  providing  leadership 
and  medical  assistance  to  the  3,000  Rhode  Island 
men  and  women  performing  the  most  important  part 
time  job  in  America  should  contact: 

Lieutenant  Colonel  Weisman  or  Captain  Kelley 
1051  North  Main  Street.  Providence,  R.  I.  02904 
Telephone:  (401 ) 277-2100  or  521-2055,  8:00  A.M.  to  4:30  P.M. 
— After  6:00  P.M.  (401)  724-4185 

AN  EQUAL  OPPORTUNITY  EMPLOYER 
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DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 
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A PROFILE  OF  THE  BROWN  UNIVERSITY  MEDICAL  STUDENT  BODY 


‘Recent  newspaper  statements  have  expressed 
concern  that  Rhode  Island  men  and  women  are 
inadequately  represented  in  the  medical  student 
body  of  Brown  University.  We  hope  to  clarify  this 
issue  by  conveying  some  statistical  information  re- 
garding the  residential  and  educational  background 
of  our  medical  students. 

In  September,  1974,  there  will  be  four  full  classes 
of  medical  students  at  Brown  University.  Each  class 
will  consist  of  about  60  students,  the  maximum 
number  authorized  under  the  terms  of  the  aucredi- 
tation  by  the  Liaison  Committee  of  the  American 
Medical  Association  and  the  Association  of  Ameri- 
can Medical  Colleges. 


GRADUATING  CLASS  OF 


1975 

1976 

1977 

1978 

Total 

men 

47 

44 

43 

47 

181 

women 

13 

16 

16 

14 

59 

Total 

60 

60 

59 

61 

240 

Most  come  from  the  states  of  New  York,  Rhode 
Island  and  Massachusetts,  with  Rhode  Island  ac- 
counting for  56  of  the  240  students  (23  per  cent). 

The  remaining  students  are  derived  from  widely 
distributed  geographic  origins,  including  30  of  the 
50  states  and  four  foreign  countries. 

Of  the  last  14  individuals  admitted  to  the  Pro- 
gram in  Medicine  for  the  class  commencing  in  Sep- 
tember, 1974,  eight  (57  per  cent)  were  Rhode 
Islanders. 


PLACES  OF  RESIDENCE 


New  York 

57 

(24%) 

Rhode  Island 

56 

(23%) 

Massachusetts 

30 

(13%) 

New  Jersey 

20 

(8%) 

Pennsylvania 

16 

(7%) 

Connecticut 

12 

(5%) 

Illinois 

12 

(5%) 

Other  New  England 
States 

3 

(1%) 

Other 

34 

(14%) 

A.M.A.  records  indicate  that  44  Rhode  Island 
men  and  women  were  admitted  to  American  medi- 
cal schools  last  year,  and  that  16  of  these  (36  per 
cent)  entered  the  Program  in  Medicine  at  Brown 
University.  Indeed  Brown  medical  school  is  cur- 
rently host  to  more  Rhode  Island  Residents  than 
all  the  twenty-two  other  New  York  — New  Jersey 
— New  England  medical  schools  combined. 

The  majority  of  students  in  the  Program  in  Med- 
icine have  received  their  undergraduate  training  at 
Brown  University,  since  at  this  point  most  of  them 
come  from  the  seven  year  baccalaureate-M.D.  de- 
gree continuum  program.  Among  the  51  students 
who  have  obtained  their  undergraduate  education 
outside  of  Brown,  no  one  college  appears  to  domin- 
ate although  the  University  of  Rhode  Island  has 
contributed  the  largest  number  followed  by  Holy 
Cross,  Harvard  and  Columbia. 

(Continued  on  Next  Page) 
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UNDERGRADUATE  COLLEGE  (OTHER 
THAN  BROWN  UNIVERSITY) 


U.R.I.  6 Yale  2 

Holy  Cross  3 Syracuse  2 

Harvard  3 Dartmouth  2 

Columbia  3 Johns  Hopkins  2 

Providence  2 South  Dakota  2 


Wellesley  2 Other  Colleges  (22)  each  1 

Twenty-two  students  were  admitted  to  Brown 
University  as  advanced-standing  transfers  from 
other  U.  S.  Medical  Schools.  These  transfers  were 
made  possible  by  virtue  of  the  fact  that  some  va- 
cancies existed  in  some  of  the  advanced  classes  at 
the  time  of  the  accreditation  review  of  the  Program 
in  Medicine.  This  distribution  is  as  follows: 

& 

On  The  Medical  Library 

The  following  books  were  sent  to  the  Rhode 
Island  Medical  Journal  but  were  not  reviewed. 
We  appreciate  receiving  them,  however,  and  have 
placed  them  on  our  shelves  where  our  patrons  will 
see  them. 

* * * 

Our  reader  population  includes  many  students 
and  other  laymen  who  will  find  these  volumes  less 
technical  than  our  regular  acquisitions: 
FRONTIERS  OF  SCIENCE:  1 — Introduction  to 
Physics  by  S.  T.  Butler  and  Robert  Raymond, 
and 

FRONTIERS  OF  SCIENCE:  2 — Introduction  to 
Modern  Medicine  by  S.  T.  Butler  and  Robert 
Raymond.  These  are  published  by  Anchor  Press/ 
Doubleday,  Garden  City,  New  York,  1974.  They 
are  in  cartoon  strips  and  are  paperbound,  $1.95 
ARTHRITIS.  Complete,  LTp-to-Date  Facts  for  Pa- 
tients and  Their  Families  by  Sheldon  Paul  Blau, 
M.D.,  and  Dodi  Schultz.  Doubleday  & Company, 
Inc.,  Garden  City,  New  York,  1974.  $5.95. 
THE  ULTIMATE  STRANGER.  The  Autistic 
Child  by  Carl  T.  Delacato,  Ed.D.  Doubleday  & 
Company,  Inc.,  Garden  City,  New  York,  1974. 
$6.95. 

WHAT  TO  DO  ABOUT  YOUR  BRAIN -IN- 
JURED CHILD  by  Glenn  Doman.  Doubleday 
& Company,  Inc.,  Garden  City,  New  York,  1974. 
$7.95. 

M EN  SEND  I EC  K Your  Posture  and  Your  Pains 
by  Ellen  B.  Lagerwerff  and  Karen  A.  Perloth. 
Anchor  Press/Doubleday,  Garden  City,  New 
York,  1973.  $7.95. 

& 


PRIOR  MEDICAL  SCHOOLS  OF  ADVANCED 
STANDING  TRANSFER  STUDENTS 


Rutgers  6 

Dartmouth  4 

New  York  2 

South  Dakota  2 

State  U.  of  N.  Y.  2 

Harvard  1 


Nevada  1 

New  Jersey  1 

North  Dakota  1 

S.  California  1 

Wisconsin  1 

Vermont  1 


While  Brown  University  has  yet  to  graduate  its 
first  class  of  physicians,  it  would  appear  that  it 
already  provides  the  place  where  a substantial 
fraction  of  Rhode  Island  young  men  and  women 
will  be  obtaining  their  medical  education. 

Stanley  M.  Aronson.  M.D. 

Dean  of  Medical  Affairs 


Bookshelves 

THE  PERSECUTED  DRUG.  The  Story  of  DSMO 
by  Pat  McGrady.  Doubleday  & Company,  Inc., 
Garden  City,  New  York,  1973.  $7.95. 

* * * 

Lange  Medical  Publications  continues  to  be  gen- 
erous with  review  copies  of  its  excellent  reference 
volumes: 

CURRENT  MEDICAL  DIAGNOSIS  & TREAT- 
MENT, 1974,  by  Marcus  A.  Krupp,  Milton  J. 
Chatton,  and  Associate  Authors.  Los  Altos,  Cali- 
fornia, Lange  Medical  Publications,  1974.  $12.00 
HANDBOOK  OF  SURGERY,  Edited  by  John  L. 
Wilson.  Fifth  Edition.  Los  Altos,  California, 

Lange  Medical  Publications,  1973.  $7.00. 

* * * 

The  following  volumes  were  assigned  but  re- 

turned, with  regret,  by  the  reviewers  who  were  un- 
able to  find  time  to  write  their  reviews: 
NEONATOLOGY.  Diseases  of  the  Fetus  and  In- 
fant, Edited  by  Richard  E,  Behrman,  Assisted 
by  John  M.  Driscoll,  Jr.,  with  the  Collaboration 
of  Twenty-Nine  Contributors.  Saint  Louis,  The 
C.  V.  Mosby  Company,  1973.  $39.50. 
QUESTIONS  AND  ANSWERS  ON  CONTACT 
LENS  PRACTICE  by  Jack  Hartstein.  Second 
Edition.  Saint  Louis,  The  C.  V.  Mosby  Company, 
1973.  $12.75. 

BLOOD  DISEASES  OF  INFANCY  & CHILD- 
HOOD by  Carl  H.  Smith  with  the  Editorial  As- 
sistance of  Denis  R.  Miller.  Third  Edition.  Saint 
Louis,  The  C.  V.  Mosby  Company,  1972.  $29.75. 
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iaminic  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 

3 nic,  25  mg.  (phenylpropanolamine  hydrochloride,  1 2.5  mg. 
hiiramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic"  Expectorant 

with  Codeine  © 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substance. 


The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501  bs-sb 


MEDICAL  OFFICE  BUILDING  - SUITES  AVAILABLE 


-METROPOLITAN  AREA 
-ELEVATOR  - WHEEL  RAMPS 
-AIR  COOLED  VENTILATED  HEAT  CYCLE 
-X-RAY  DEPT.-LAB-ALL  CONVENIENCES 


-REASONABLE 

-LAVISH  CONTEMPORARY  DESIGN 

-PARKING 

-DIRECT  BUS  LINE 


WELLESLEY  OFFICE  BUILDING 
1515  SMITH  ST.,  NO.  PROV.,  R.l. 
MANCINO  ASSOCIATES  ARCHITECTS 


FOGARTY  HOSPITAL 


Wellesley  Med.  Bldg. 


FATIMA  HOSPITAL 

LYING-IN  HOSPITAL 

ROGER  WILLIAMS 
GENERAL  HOSPITAL 

ST.  JOSEPH  S HOSPITAL 

RHODE  ISLAND  HOSPITAL 


INQUIRIES 

contact 


l)r.  Frank  iD’Alessandro 

353-1110 


Certifying  your  specialty  is  a specialty  of  ours. 


What  you  want,  the  Air  Force  has.  A total 
esidency  training  program. 

In  the  Air  Force,  you  can  complete  all  formal 
raining  requirements  for  your  specialty  board. 
)r  you  can  train  for  a new  specialty  altogether. 
You  can  also  indicate  the  geographic  area  or 
pecific  base  where  you’d  prefer  to  practice 
hat  specialty. 

Air  Force  medicine  offers  you  excellent 
nancial  security.  It  offers  30  days  of  paid  vaca- 
ion  each  year.  It  offers  the  opportunity  to 
ravel  to  Europe,  Asia,  and  other  parts  of  the 
rorld.  Plus  the  chance  to  spend  time  with 
our  family. 

The  Air  Force  will  offer  you  training  and 
evelopment  that  are  unlimited  in  terms  of 
ersonal  ambition  and  abilities. 

It  offers  you  the  chance  to  practice  health 
are  at  its  professional  and  innovative  best. 


Get  complete  details  on  the  opportunities  open  to 
you  in  Air  Force  Medicine.  Fill  out  the  coupon. 


Air  Force  Health  Care  Opportunities 
Capt.  Jerry  Christen 
Bedford,  Mass.  01730 
Telephone  (617)  861-4352 


ame 

Address 

City 

State 

Zip 

Telephone 

Use  the  Air  Force 
for  your  own 
advancement. 
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Report  Of  The  House  Of  Delegates 


A Summary  Of  The  Meeting  Of  Wednesday , March  6,  1974 * 


Miscellaneous  Business 

Dr.  Raul  Xodarse  mentioned  that  the  Society's 
views  on  marijuana,  as  expressed  by  Dr.  John  E. 
Farley,  Jr.,  Chairman  of  the  Drug  Abuse  Commit- 
tee, at  the  hearing  of  Commission  on  Criminal 
Procedures,  had  been  misinterpreted  by  several 
segments  of  the  press.  He  scggested  that  copies  of 
the  Society's  statement  on  drug  abuse  be  sent  to 
the  newspapers. 

* * * 

Dr.  Robert  Baute  raised  the  question  of  respond- 
ing to  former  Governor  Frank  Licht's  recent  com- 

mentary on  WJAR,  TV,  Channel  10.  The  House 
discussed  the  matter  in  detail. 

Action:  It  was  moved,  seconded,  and  voted  that 
the  Society's  committee  on  Public  Policy  and  Re- 
lations meet  within  two  weeks  in  order  to  prepare 
an  adequate  response  to  former  Governor  Licht's 
commentary  on  WJAR-TV. 

* * * 

Doctor  Joseph  E.  Caruolo,  Chairman  of  the  Com- 
mittee on  the  Delivery  of  Medical  Care,  discussed 
the  Governor’s  Catastrophic  Health  Bill  which  was 
distributed  to  each  House  member.  He  appointed 
out  some  of  the  medical  implication  of  the  legis- 
lative proposal  and  suggested  that  the  Medical  So- 
ciety direct  a request  to  the  General  Assembly  for 
an  opportunity  to  be  heard  on  the  bill. 

After  discussion  of  the  governor's  legislative  pro- 
posal, it  was  voted  that  the  Committee  on  the  De- 
liver yof  Medical  Care  prepare  a position  paper  on 
the  catastrophic  bill. 

Adjournment 

The  meeting  was  adjourned  at  4:25  p.m. 

Respectfully  Submitted: 

Stephen  J.  Hoye,  M.D. 

Secretary 

REPORT  OF  THE  SECRETARY 
Stephen  J.  Hoye,  M.D. 

1.  The  Council  endorsed  the  film  entitled 
“Countdown  to  Collision.”  which  was  produced  by 
the  George  Washington  Medical  School,  in  coopera- 

*(Continued  from  May,  1974  Issue.) 


tion  with  the  American  Academy  of  Family  Physi- 
cians. The  film  had  been  endorsed  by  the  District 
of  Columbia  Medical  Society  and  reviewed  by  the 
Society's  Continuing  Medical  Education  Committee. 

2.  The  Council  agreed  that  the  Society’s  legal 
counsel,  Mr.  Charles  Clapp,  should  prepare  a letter 
explaining  the  legal  aspects  of  Professional  Stand- 
ards Review  Organization  (PSRO)  to  be  used  in 
a response  to  the  Medical-Dental  Staff  of  Fogarty 
Memorial  Hospital.  The  medical  staff  had  requested 
the  Rhode  Island  Medical  Society  to  poll  their 
members  individually  concerning  their  desires  to 
join  the  proposed  PSRO  program. 

3.  The  Council  was  informed  of  the  letter  of 
the  President  of  the  Rhode  Island  Medical  Society 
to  HEW  Secretary  Weinberger,  the  Social  Security 
Administration,  and  the  Administrator  of  the  Social 
and  Rehabilitative  Services  concerning  proposed 
regulations  for  Precertification  of  Hospital  Admis- 
sions under  Medicare  and  Medicaid.  (See  Appendix 
A.)  The  letter  was  sent  after  action  of  the  House 
of  Delegates  at  its  January  23,  1974  meeting. 

4.  The  Council  received  a copy  of  the  Council 
of  Medical  Staff  (CMS)  mailing  to  the  Society 
membership  and  agreed  to  hold  a special  luncheon 
meeting  with  the  President  and  two  other  officers 
of  the  CMS  to  discuss  issues  of  mutual  concern  in 
the  near  future. 

5.  The  Council  discussed  the  letter  of  Dr.  Mario 
Tami,  President  of  the  R.  I.  Chapter  of  the  Coun- 
cil of  Medical  Stacs,  concerning  representation  in 
the  House  of  Delegates  of  his  organization.  The 
Counc  1 agreed  that  this  matter  should  be  discus- 
sed at  the  special  luncheon  meeting. 

6.  The  Council  authorized  a letter  of  commcn- 
dation  be  forwarded  by  the  President  of  the  Co- 
ciety  to  Dr.  Robert  L.  Conrad,  Chairman  of  the 
Emergency  Medical  Services  Committee  of  the  So- 
ciety, for  his  fine  work  in  organizing  medical  as- 
sistance to  the  people  of  Block  Island.  Doctor 
Conrad’s  work  was  recognized  by  the  AMA  News 
in  a recent  issue. 

7.  The  President  of  the  Society  was  authorized 

(Continued  on  page  230) 
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Dx:  Duodenal  ulcer... 

Rx:  Maalox. 

I Why  do  people  develop  duodenal  ulcers? 

No  one  knows  with  certainty. . .yet.  Competitiveness? 
Perhaps.  Stress?  Aggressiveness?  All  probably  play  their  parts. 

But  one  thing  is  certain:  in  a disease  characterized  by  a 
gastric-acid  output  that  may  be  four  times  normal,  antacid  therapy 
is  a vital  adjunct  to  effective  clinical  management. 

That’s  where  Maalox  comes  in.  It’s  America’s  number 
; one  antacid.  And  has  been  for  years.  The  reasons? 

Maalox  does  precisely  what  an  antacid,  ideally,  is 
: intended  to  do.  It  works  fast.  It  neutralizes  effectively.  It  doesn’t 
j constipate.  And  its  pleasant  taste  is  well  tolerated— definitely  a 
major  consideration  in  long-term  therapy. 

In  any  ulcer  regimen,  as  you  know,  there  are  many 
I factors  to  consider.  But  the  inclusion  of  Maalox,  as  the  antacid  of 
1 choice,  gives  you  and  your  patient  one  less  thing  to  worry  about. 

Maalox®Suspension 

(12 fl.  oz.  and  5 fl.  oz.  [plastic  bottle]). 

Maalox®  No.  1 Tablets  (o.4Gm.) 

—no  sugar  and  low  in  sodium. 

Maalox®  No.  2 Tablets  (o.sGm.) 

—the  "chew”  tablet  with  double  antacid  action. 


Maalox* 

(a  balanced  combination  of 
magnesium  and  aluminum  hydroxides) 

the  number  one  antacid 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa.  19034 


HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  228) 
to  appoint  a nominee  to  the  Board  of  Trustees  of 
the  Regional  Medical  Program  to  replace  Dr.  Mel- 
vin D.  Hoffman  who  asked  to  be  relieved  of  this 
position. 

8.  The  President  informed  the  Council  that  he 
had  named  the  following  physicians  to  serve  on 
the  Ad  Hoc  Committee  on  Gun  Control:  Drs.  Mel- 
vvn  Gelch,  Chairman,  Milton  W.  Hamolsky,  David 
N.  Newhall  and  Richard  P.  Sexton. 

9.  The  Council  approved  the  following  delega- 
tion to  represent  the  Society  at  next  month’s  AMA- 
AMPAC  Public  Affairs  Workshop  in  Washington, 
D.C.:  Dr.  John  J.  Cunningham,  RIMPAC  Chair- 
man, Dr.  Richard  Perry.  RIMPAC  Treasurer,  Tim 
Xorbeck,  Executive  Director,  and  Ted  Lynch,  As- 
sociate Executive  Director  of  the  Society. 

10.  The  Council  was  informed  of  the  program 
for  the  163  rd  Annual  Scientific  Assembly  of  the 
Society  to  be  held  Wednesday,  March  13,  1974  at 
the  Colonial  Hilton  Inn  and  urged  members  of  the 
Society  to  attend  the  panel  discussion  on  coronary 
heatr  disease  at  the  business  meeting  in  the  after- 
noon and  the  social  activities  in  the  evening. 

11.  The  Council  received  and  placed  on  file  a 


Attractive  & functional  Offices 


Division  of  National  Office  Supply  Co. 


a u a 


Designers  & Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 


report  of  the  Rhode  Island  Council  of  Community 
Services,  entitled  “A  Perspective  on  Rhode  Island's 
Health  Problems.” 

12.  The  Council  approved  an  increase  in  the 
advertising  rates  of  5 per  cent  and  recommended 
that  such  a rate  increase  be  requested  oif  the  State 
Medical  Journal  Advertising  Bureau,  effective  July 
1,  1974  for  the  Rhode  Island  Medical  Journal. 

13.  The  P.esident  of  the  Society  was  empowered 
to  appoint  a liaison  representative  for  the  R.  I. 
Medical  Society  to  serve  on  a committee  with  the 
Department  of  Health  and  the  Heart  Association. 
This  request  originated  with  the  Health  Depart- 
ment in  conjunction  with  the  National  High  Blood 
Pressure  Month  (May,  1974). 

14.  The  President-Elect  was  commended  for  his 
excellent  presentation  at  the  malpractice  insurance 
rate  hearing.  The  Aetna  Insurance  Company  had 
filed  for  a 90.1  per  cent  increase  in  the  late  paid 
by  their  malpractice  subscribers.  Dr.  Nathan  Chaset 
spoke  against  such  a rate  increase.  (See  Appendix 
B). 

15.  The  Council  reviewed  a request  for  financial 
support  from  the  Library  Committee  and  approved 
$125  appropriation  for  a cataloguing  course  for 
the  assistant  librarian  and  an  allocation  of  $800 
for  a summer  full  time  aide. 

16.  The  Trustees  of  the  Caleb  Fiske  Fund  have 
announced  the  1973  essay  winner  as  Dr.  Paul  Cush- 
man, Jr.,  Associate  Professor  of  Medicine,  Colum- 
bia University  College  of  Physicians  and  Surgeons, 
and  Chief,  Section  of  Clinical  Pharmacology,  St. 
Luke's  Hospital  Center,  New  York. 

APPENDIX  A 

(This  letter  was  also  directed  to  the  Administra- 
tor of  Social  and  Rehabilitative  Services  and  HEW 
Secretary,  Weinberger.) 

February  6,  1974 

Washington  Inquiries  Section 
Office  of  Public  Affairs 
Social  Security  Administration 
Room  4146 

300  Independence  Avenue 
Washington,  D.C.  20201 

RE:  Proposed  Regulations  on  Review  of  Utiliza- 
tion of  Care  and  Services,  Federal  Register, 
January  9,  1974. 

Dear  Sir: 

The  Rhode  Island  Medical  Society  wishes  to 
apprise  you  of  tre  following  statement  adopted  by 
its  House  of  Delegates  in  regard  to  the  proposed 
HEW  regulations  requiring  precertification  of  elec- 

(Continued  on  page  258) 
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We  help 
you  to  invest 
in  yourself 


New  England  Physicians 
Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  02159 
Tel:  (6 17)  965-5100 

I would  like  to  learn  more  about  how  I can  invest  in  myself. 
Name 


Address 
City 


State 


Home  □ 


Office  □ 


Hospital  □ 


Date  of  Birth 


Use  this  telephone  number: 


RI-6 


When  you’re  busy  taking  care  of  other  u 

people,  it’s  hard  to  find  time  to  take  care  \ 

of  yourself.  That’s  where  we  come  in.  \ 

We’re  experts  in  the  field  of  financial  planning 
for  physicians.  We’ve  done  a lot  of  it  for  physicians 
like  yourself.  In  short,  we  have  the  experience  and 
know-how  to  help  you  achieve  your  own  personal  goals 
...thru  sound,  intelligent,  professional  counseling. 

Whether  it  involves  incorporation,  estate  or  financial  planning, 
profit  sharing  or  pension  plans,  Keogh  plans,  tax  shelter  ideas, 
investments,  life  insurance  or  other  financial  concepts,  our  staff 
has  the  scope  and  capacity  to  analyze  your  personal  situation ; 
recommend  the  right  investment  programs;  and  tie  it  all 
together  for  you. 

Want  more  information? 

Give  us  a call,  and  we’ll  arrange  a personal  conference  at  your 
convenience. 


Financial  planning  for  physicians. 

Retirement  Planning  (Keogh,  Pension,  Profit  Sharing) 

endorsed  by  the  Council  of  the 

New  England  State  Medical  Societies. 


New  England  Physicians 
Advisory  Services,  Ine. 

One  Wells  Avenue,  Newton,  Mass.  02159 
Tel:  (617)  965-5100 


L 


THE  RHODE  ISLAND  MEDIEAL  SOEI1 

invifes  fhe  Nobility  and  their  immediate  family  . 


RHINE  RIVER  CRUIS 


INCLUSIVE  FEATURES: 

0 Round  trip  air  transportation  via  Capitol  International 
Airways  with  meal  and  beverage  service  enroute. 

® Hotel  accomodations  for  two  (2)  nights  at  the 
Amsterdam  Hilton,  and  one  night  at  the 
Zurich  International. 

• American  breakfast  each  morning  at  hotel. 

0 Full  course  dinner  each  evening  at  hotel. 

0 Welcome  "in  touch  with  the  Dutch" 
cocktail  party. 

0 Canal  tour  of  Amsterdam. 

0 Full  day  Grand  Holland  Tour  to  Delft, 

The  Hague,  Aalsmeer,  and  Rotterdam,  including 
lunch  at  The  Hague. 

0 Four-night  cruise  aboard  the  Holland  Pearl  or 
Holland  Emerald. 


0 All  Meals  aboard  ship. 

0 Two  champagne  parties  aboard  ship. 

0 Entertainment,  and  full  use  of  the  shi 

0 Sightseeing  tour  of  Strasbourg. 

0 All  transfers  between  airports,  hotels 
including  baggage  handling. 

0 United  States  departure  tax,  port  taxi 
and  service  charges,  tips  for  meals,  I 
and  ship  personnel. 

0 Regency  Tour  Director. 

0 Optional  Travel  Insurance  Program. 

0 Full  schedule  of  optional  tours. 


The  Rhode  Island  Medical  Society 
c/o  Regency  Travel  Inc. 

1330  Boylston  Street 

Chestnut  Hill,  Massachusetts  02167 

Here  is  my$ O deposit  Qfull  payment  for  our  Rhine  River  Cruise.  A deposit  of  $100.00  per  person  is  required  and  full 

payment  is  due  45  days  before  departure.  There  will  be people  in  my  party.  Names  attached. 

Make  checks  payable  to:  Regency  Travel  Group  Account 

NAME PHONE 

ADDRESS I 

CITY STATE ZIP 

For  information  & reservations  call:  (617)  731-4271  Travel  arrangements  by  Regency  Travel  Inc.,  Chestnut  Hill,  Mass.  02167  RRC  10/15/74 


After  episiotomy  or  Caesarean  section, 
Empirin®  Compound  with  Codeine  every  four 
hours  can  help  to  keep  mother  comfortable. 

Empirin  Compound  with  Codeine  is  available 
in  dosage  strengths  to  relieve  all  degrees 
of  moderate  to  severe  pain,  up  to  that  requiring 
morphine  or  its  equivalent,  and  is  effective 
for  visceral  as  well  as  musculoskeletal 
pain.  The  codeine  component  provides  an 
antitussive  bonus,  when  coughing  could  put 
unwanted  stress  on  sutures. 

€ prescribing  convenience:  up  to  5 refills 
in  6 months,  at  your  discretion  (unless 
restricted  by  state  law);  by  telephone 
order  in  many  states. 

Empirin  Compound  with  Codeine  No.  3, 
codeine  phosphate*  32.4  mg.  (gr.  V2); 

No.  4, codeine  phosphate*  64.8  mg.  (gr.  1). 
*Warning— may  be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3V2,  phenacetin 
gr.  21/2?  caffeine  gr.  V2. 


Compound 

c Codeine 


#3,  codeine  phosphate*  (32.4  mg.)  gr.  1/2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


STAGE  1 

STAGE  2 

STAGE  3 

STAGE  4 

« H0URS  • 1 . 1 . ^ 

begins  within 

17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
:o  Fall  Asleep  (4  Studies, 
6 Subjects2'5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Oalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories 25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

tlmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 

Irequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
en  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
ould  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

I fore  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
i ummary  of  which  follows: 

I iications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 

I quent  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
i omnia  or  poor  sleeping  habits:  and  in  acute  or  chronic  medical  situations  requiring  restful 
: ep  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
i t necessary  or  recommended. 

i ntraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

1 rnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
mressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
fig.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
pential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
[ sons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
norted  on  recommended  doses,  use  caution  in  administering  to 
i diction-prone  individuals  or  those  who  might  increase  dosage. 

I -cautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
I :ited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

I ombined  with  other  drugs  having  hypnotic  or  CNS-depressant 
£;cts,  consider  potential  additive  effects.  Employ  usual  precautions 
i ratients  who  are  severely  depressed,  or  with  latent  depression  or 
scidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
f ction  tests  are  advised  during  repeated  therapy.  Observe  usual 
f cautions  in  presence  of  impaired  renal  or  hepatic  function. 

^rerse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
s|ggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
tdebilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
cna,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
t n reported.  Also  reported  were  headache,  heartburn,  upset 
smach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ps,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
st  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
r been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
rred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
ath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
t:  i . anorexia,  euphoria,  depression,  slurred  speech,  confusion. 

' lessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
d -ct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e . excitement,  stimulation  and  hyperactivity,  have  also  been 
n arted  in  rare  instances. 

C age:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
u al  dosage:  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
U ed  patients:  15  mg  initially  until  response  is  determined. 

S plied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 

R FERENCES:  1 . Kales  A.  et  al:  Arch  Gen  Psychiatry  23: 226-232,  Sep  1970 
2 .aracan  I.  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
s p disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Aociation,  Washington  DC.  May  3-7.  1971 

3 rost  JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
4 ogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
5 ement  WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane- 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


<“=> 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


there  a need 


for  a drug 
compendium? 


Government  Health  Official 


Henry  E.  Simmons,  M.D. 
Deputy  Assistant 
Secretary  for  Health 
Department  of  Health, 
Education  and  Welfare 


Maker  of  Medicine 


Joseph  F.  Sadusk,  Jr.,  M.D. 
Warner-Lambert  Company 


Dialogue 


Adrugcompen(:n 
of  the  type  I envis 
would  fill  a definite 
need  for  the  pra  ,< 
ing  physician.  Si 
compendium  vi 
give  him  all 
information  r 
essary  foru, 
a drug  intelligently,  and  it  wou 
do  so  in  a clear,  concise,  con- 
venient, objective  and  balance 
fashion. 


What  a Compendium  Should 
Contain 

I believe  the  compendiur. 
should  inform  the  doctor  what 
drug  will  do,  when  he  should  u 
for  what  type  of  patient,  for  ho 
long,  in  what  dose,  what  benef 
his  patient  is  likely  to  obtain,  tf( 
risks  involved,  and  cross-react 
with  other  drugs. 

The  information  would  bi 
based  on  the  package  insert  ar 
have  the  same  legal  status.  Inf 
a complete  compendium  with : 
plete  and  current  information 
might  even  eliminate  the  nece: 


A drug  compendium,  or , 


■ 

preferably  compendia,  should, 


believe,  be  private,  not  federal  ^ 
sponsorship.  They  should  contH 
comprehensive  listings  of  drug 
available  for  prescribing.  They  ft 
should  be  single,  legibly  printe  <r 
volumes  of  reasonable  size,  up  • 
dated  quarterly  or  semiannual!  1 
and  completely  revised  every  y* 


Function  of  a Compendium 

A compendium  should  fu  I* 
nish  the  following  information  ■ * 
drugs  in  the  followingorder:  ini* 
tions  for  use,  side  effects,  adve* 
drug  reactions,  contraindicaticf 
drug  interactions,  drug  dosage li 
the  dosage  forms  marketed.  Dif 
prices  should  not  be  included  tj 
cause  they  vary  so  widely  and  * 
change  rapidly. 

No  compendium  should  si 
forth  drugs  of  choice  or  discus: 
relative  efficacy.  Such  questiof 
must  be  left  for  the  practicing  1 1 
sician  to  decide,  whether  on  th  # 
basis  of  the  .medical  literature,  > 
own  clinical  experience,  advicd 
colleagues,  information  suppli  * 
by  manufacturers,  and  so  on. 

Nor  should  a compendiur! 
undertake  to  educate  the  doctc* 
how  to  use  drugs.  Rather,  it  mil 
be  a reference  source  designee * 
marily  to  refresh  his  memory  a » 
drugs  he  may  not  use  regularly : 


)p4j 

r package  insert  in  many  in- 
3 ;es.  This  would  constitute  a 
ttantial  saving  for  the  manu- 
~ rer. 

By  a complete  compendium, 
Idiot  mean  a volume  of  prohibi- 
-<;ize.  You  don’t  need  a book 
bribing  25,000  products  with 
liiormousamountof  repetition, 
rer,  drugs  should  be  arranged 
ass.  Mutually  applicable  infor- 
sbn  would  be  provided,  along 
forief  discussions  pinpointing 
- fl  ences  in  specific  drugs  of 
a:lass.  Listings  would  be  cross- 
d ed  in  a useful  way. 

h-  Available  Documents  as 
u:esof  Information 

Existing  references  such  as 
)tand  the  AMA  Drug  Evaluation 
eoviously  useful  but  they  are 
:Hplete.  Either  they  are  not 
oi-referenced  by  generic  name 
c o not  group  drugs  with  simi- 
•'  aracteristics,  or  they  do  not 
Ml  the  available  and  legally 
iieted  drugs.  And  some  of 
y omitted  may  be  very  useful. 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compilingand  editinga  particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


c d in  no  way  imply  control  over 
e ractitioner’s  prerogatives. 

hAnother  Compendium? 

A practicable,  single-volume 
mendium  cannot,  nor  is  it 
ic  ssary  to,  include  all  drugs  on 
eiarket  today.  From  my  prac- 
je  f internal  medicine  for  some 
j ars,  my  experience  as  a con- 
iJtit,  and  as  a faculty  member 
fi'r  or  five  medical  schools,  I 
n i estimate  that  a doctor  uses 
#0  to  35  drugs  regularly.  The 
h Physicians’  Desk  Reference, 
■pntally,  contained  about 
5 ) entries. 

As  to  whether  there  should  be 
e iral  compendium,  in  my  opin- 
it  s stated  earlier,  the  answer  is 
s -there  should  not  be  one.  The 
o >sal  assumes  that  existing 
r endia  are  inadequate.  We’re 
t ire  of  that  at  all.  Whatever  its 
ip  fections,  the  present  drug 
fc nation  system  in  the  U.S.  is 
* multifaceted,  pluralistic  and 
ti  sive.  Good  compendia  exist, 
>11  as  other  ample  sources  on 
ru  :herapy,  ranging  from  journal 
« :ure  through  AMA  Drug  Evalu- 
c to  company  materials.  Not 
p /sicians  may  use  such 
u es  as  often  or  as  well  as  they 
o j,  but  that  is  the  fault  of  the 
3i  not  of  the  sources. 

In  any  event,  rather  than  pro- 


duce another  book,  it  makes  much  - 
more  sense  to  work  on  improving 
existing  compendia, and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drugtherapy 
to  one  orthodox  level— a most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium— or,  for 
that  matter,  fora  new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


Kefzol 

cefazolin  sodium 

Ampoules,  equivalent  to  1 Cm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Recent  Advances  In  The  Prevention  And  Treatment 
Of  Respiratory  Failure 


Prediction  Of  Risk.  Careful  Monitoring , 
And  Control  Of  Infection  Has  Loivered 
Mortality  From  Respiratory  Failure 


By  D.  S.  Restall,  M.D.,  S.  W.  Woo,  M.D.,  J. 

Hedley -Whyte,  M.D  , and  L.  S.  Bushnell,  M.D. 

Surgical  patients  account  for  70  to  90  per  cent 
of  acute  respiratory  failure  seen  currently  in  lead- 
ing university  hospitals1  (Table  1).  This  increas- 
ing emphasis  on  the  surgical  patient  stems  partly 
from  the  larger  number  of  poor  risk  patients  con- 
sidered opeiable  and  from  the  length  and  com- 
plexity of  newer  surgical  procedures.  Included  in 
such  categories  is  open  heart  surgery  on  valvular 
disease  and,  more  recently,  on  coronary  artery  oc- 
clusions. Abdominal,  thoracic,  and  neurological 
surgery  for  major  trauma  are  increasing.  Leading 
non-surgical  causes  of  respiratory  failure  are  pneu- 
monia, emphysema,  obesity,  drug  poisoning,  neuro- 
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rael Hospital,  Boston. 

Based  on  a lecture  delivered  at  the  Rhode  Island 
Hospital  on  January  5,  1974  by  Doctor  Hedley- 
Whyte. 


muscular  disorders,  and  cardiac  arrests.  The  re- 
ported incidence  of  respiratory  failure  is  dependent 
on  the  acumen  of  the  physicians  involved  and 
above  all  on  the  availability  of  facilities  for  analy- 
sis of  blood  gases  24  hours  a day  seven  days  a 
week.  For  the  diagnosis  of  respiratory  failure  one 
cannot  rely  on  one’s  clinical  impression.  The  pre- 
ventive role  of  artificial  ventilation  in  patients 
susceptible  to  respiratory  failure  makes  suspicion 
and  early  detection  of  impending  respiratory  fail- 
ure vital  to  minimize  morbidity  and  mortality. 

CHANGES  IN  VITAL  CAPACITY 

Changes  in  respiratory  mechanics  that  occur  in 
the  surgical  patient  were  clearly  documented  in  the 
late  1920s2.  Churchill  and  McNeil  measured  the 
changes  in  vital  capacity  produced  by  upper  ab- 
dominal surgery  and  found  them  to  be  enormous; 
there  was  a reduction  in  vital  capacity  after  cho- 
lecystectomy to  25  per  cent  of  preoperative  values 
(Fig.  1).  Although  at  that  time  chest  surgery  was 
not  being  done  generally,  the  reduction  in  vital 
capacity  after  lobectomy  is  surprisingly  similar  to 
that  of  Churchill’s  postoperative  appendectomy, 
and  not  as  severely  affected  as  after  gallbladder 
surgery3. 

Pre-existing  lung  disease  increases  the  likeli- 
hood of  respiratory  failure  after  abdominal  sur- 
gery. If  the  preoperative  total  vital  capacity  is  50 

(Continued  on  next  page) 
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TABLE  I 

RESPIRATORY-SURGICAL  INTENSIVE  CARE  UNIT  1968-1973 


Total 

No.  of 
Patients 

Total 

No.  of 
Survivors 

No.  in 
Respiratory 
Failure* 

Survivors 

with 

Resp.  Fail. 

No.  with 
Tracheostomy 
Performed 

Survivors 

with 

Trach. 

SURGERY 

Abdominal 

967 

844 

(87%) 

471 

379 

(80%) 

79 

38 

( 48%) 

Open  Heart 

224 

203 

(91%) 

210 

152 

(72%) 

11 

7 

( 64%) 

Other  Thoracic 

117 

106 

(91%) 

48 

34 

(71%) 

21 

14 

( 67%) 

Neurosurgery 

285 

247 

(87%) 

91 

63 

(69%) 

39 

32 

( 82%) 

Orthopedic 

65 

57 

(88%) 

17 

11 

(65%) 

4 

2 

( 50%) 

Genito-urinary 

64 

63 

(98%) 

16 

15 

(94%) 

— 

— 

Miscellaneous 

115 

100 

(87%) 

42 

34 

(81%) 

20 

19 

( 95%) 

MEDICINE 

Poisoning 

80 

73 

(91%) 

57 

55 

(96%) 

3 

3 

(100%) 

Emphysema 

90 

77 

(86%) 

63 

49 

(78%) 

22 

15 

( 68%) 

Cardiac  Failure 

58 

44 

(76%) 

44 

31 
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^Included  in  the  “respiratory  failure”  group  are  all  patients  who  received  controlled  ventilation. 
**Tracheostomy  was  generally  performed  when  respiratory  failure  was  likely  to  continue  beyond  96  hours 
(i.e.  vital  capacity  <10ml  kg  respiratory  acidosis  with  pH  <7.25,  or  AaDO2>350  mm  Hg). 


Fig.  1.  Chart  of  vital  capacities  following  opera- 
tions: open  circles,  gallbladder  operations;  closed 
circles,  hernias;  squares,  appendectomies;  crosses, 
nonabdominal  cases.  The  small  figures  indicate  the 
number  of  patients  observed  on  the  corresponding 
day  after  operation.  Total  number  of  patients,  26 
(From  Churchill  ED,  McNeil  D:  The  reduction  in 
vital  capacity  following  operation.  Surg  Gynecol  Ob- 
stet  44:483-8,  Apr  27) 

per  cent  of  predicted,  and  the  first  second  vital 
capacity  is  50  per  cent  of  that  total,  the  patient 
who  then  has  upper  abdominal  surgery'  has  a 50 
per  cent  chance  of  going  into  respiratory-  failure. 
The  mortality  in  our  hospital  of  such  patients  is 
approximately  20  per  cent. 

The  screening  tests  for  preoperative  surgical  pa- 
tients that  are  most  useful  in  predicting  postopera- 
tive pulmonary  complications  are  simple4.  The 
Total  Vital  Capacity  expressed  in  ml  and  as  per 
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Fig.  2.  The  observed  tidal  volume,  at  a breath- 
ing frequency  of  20  per  minutes,  required  to  main- 
tain adequate  alveolar  ventilation  in  26  patients  in 
acute  respiratory  failure  was  most  often  consider- 
ably greater  than  that  predicted  from  the  Radford 
Nomogram  The  diagonal  marked  0 represents  co- 
incidence of  actual  and  predicted  tidal  volumes.  The 
diagonal  marked  + 100  per  cent  connects  points  at 
which  the  patient’s  measured  tidal  volume  was  twice 
the  value  predicted  by  the  Radford  Nomogram  (From 
Pontoppidan  H,  et  al.:  Ventilation  and  oxygen  re- 
quirements during  prolonged  artificial  ventilation  in 
patients  with  respiratory  failure.  N Engl  J Med  273: 

401-9,  19  Aug  65) 

cent  of  predicted,  and  the  First  Second  Vital  Ca- 
pacity (FEVi)  expressed  likewise,  are  the  tests 
we  use  for  surgical  patients.  A total  vital  capacity 
of  20  to  25  per  cent  of  predicted  normal,  or  ap- 
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proximately  15  ml/kg  body  weight  is  required  for 
sustained  adequate  spontaneous  ventilation.  If  the 
first  second  vital  capacity  (FEVi)  is  less  than  60 
per  cent  of  the  patient’s  total  vital  capacity,  we 
proceed  to  measure  the  alveolar -arterial  oxygen 
tension  gradient  (AaDCte)  and  the  patient’s  alveo- 
lar ventilation  (Va). 

VENTILATION  REQUIREMENTS 

How  much  ventilation  does  a patient  need  if  he 
goes  into  respiratory  failure?  Radford  in  the  mid 
1950s,  as  a result  of  ventilating  patients  with 
poliomyelitis,  constructed  a nomogram  that  fairly 
accurately  predicted  the  amount  of  total  ventila- 
tion required  in  people  with  normal  lungs5.  At  the 
start  of  his  illness,  the  poliomyelitis  victim  has 
normal  lungs  but  cannot  maintain  adequate  ven- 
tilation due  to  bulbar  and  intercostal  paralysis. 
Initially,  in  such  patients  the  deadspace-to-tidal 
volume  ratios  (Vd/Vt)  are  normal  (0.25  to  0.3). 
However,  if  you  survey  patients  in  respiratory  fail- 
ure from  all  causes,  the  tidal  volume  required  to 
maintain  normal  carbon  dioxide  elimination  is 
generally  larger  than  that  predicted  by  Radford 
as  adequate  for  a person  with  normal  lungs6  (Fig. 
2).  For  patients  with  emphysema  in  Pontoppidan’s 
survey,  the  mean  required  tidal  volume  was  69  per 
cent  more  than  the  predicted  value,  while  for  the 
rest  of  the  patients  the  mean  required  tidal  volume 
was  47  per  cent  more  than  that  predicted6.  These 
same  patients  had  physiological  deadspaces  in  ex- 
cess of  that  predicted,  the  normal  value  being  1 ml 
per  pound  of  body  weight5  (Fig.  3).  For  patients 
with  emphysema,  the  mean  physiologic  deadspace 
was  3.3  times  the  predicted  value,  while  the  pa- 
tients with  respiratory  failure  from  causes  other 
then  emphysema  had  deadspace  2.8  times  the  pre- 
dicted normal  for  their  body  weight.  In  only  one 
patient  was  the  observed  physiologic  deadspace 
less  than  that  predicted;  this  was  a very  obese 
female  patient,  in  whom  an  over-estimation  of  the 
anatomic  deadspace  calculated  on  the  basis  of  body 
weight  would  be  expected. 

If  the  deadspace-to-tidal  volume  ratio  is  doubled, 
then  the  ventilatory  requirement  of  the  patient  is 
doubled,  provided  the  metabolic  rate  is  constant. 
This  can  be  deduced  from  the  Enghoff7  modifica- 
tion of  the  Bohr8  equation: 

Vd = Paco2 — PECO2, 


Vt  Paco2 


Fig.  3.  The  observed  physiologic  deadspace  of 
patients  in  acute  respiratory  failure  exceeded  the 
predicted  value  by  as  much  as  fivefold.  The  average 
value  for  patients  with  emphysema  (represented  by 
triangles)  was  3.3  times  that  predicted,  while  that 
of  all  others  was  2.8  times  normal.  The  one  patient 
with  the  observed  value  less  than  predicted  was  a 
very  obese  female  patient,  in  whom  an  overestima- 
tion of  the  anatomic  deadspace  calculated  on  the  basis 
of  body  weight  is  not  unexpected  (From  Pontoppidan 
H,  et  al.:  Ventilation  and  oxygen  requirements  dur- 
ing prolonged  artificial  ventilation  in  patients  with 
respiratory  failure.  N Engl  J Med  273:401-9,  19  Aug 
65) 


where  Yd  =physiologic  deadspace 

\’t  = tidal  volume 

Pa  CO2  =arterial  carbon  dioxide  tension 

PE  CO2— mixed  expired  carbon  dioxide  ten- 
sion 

The  level  of  the  arterial  carbon  dioxide  tension  is 
controlled  by  the  alveolar  ventilation  (Va), 

Va=0.863  x V CO2 
Pa  CO2 

(Continued  on  next  page) 
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Fig.  4.  Twenty-one  of  32  observations  of  carbon 
dioxide  production  (V  COo)  in  patients  with  acute 
respiratory  failure  were  within  ± 25  per  cent  of  the 
predicted  values.  In  the  eight  patients  in  whom  the 
carbon  dioxide  production  exceeded  the  predicted  by 
more  than  25  per  cent,  six  had  extensive  peritoneal 
or  pulmonary  inflammation.  The  mean  observed  car- 
bon dioxide  production  was  224  ml  versus  a mean 
predicted  value  of  210  ml.  Patients  with  emphysema 
are  represented  by  triangles,  and  all  others  by  closed 
circles  (From  Pontoppidan  H,  et  al.:  Ventilation  and 
oxygen  requirements  during  prolonged  artificial  ven- 
tilation in  patients  with  respiratory  failure.  N Engl 
J Med  273:401-9,  19  Aug  65) 


Fig.  5.  The  relation  between  tidal  volume  and 


where  Y C02  is  the  carbon  dioxide  production  in 
ml  per  minute  (equivalent  to  the  metabolic  rate)9. 
If  the  patient  is  unable  to  increase  his  alveolar  ven- 
tilation and  eliminate  CCF  through  his  lungs,  the 
arterial  carbon  dioxide  tension  begins  to  rise  and 
the  patient  goes  into  respiratory  failure.  Con- 
versely, if  one  has  a constant  deadspace-to-tidal 
volume  ratio,  any  increase  in  metabolic  rate  will 
also  increase  the  ventilatory  requirement.  The  five 
patients  tvho  required  more  than  twice  the  pre- 
dicted tidal  volume  to  maintain  normal  carbon 
dioxide  elimination  all  had  elevated  CO2  produc- 
tion in  relation  to  body  weight  and  temperature, 
the  mean  being  32  per  cent  more  than  predicted 
(Fig.  2)6.  The  majority  of  patients  we  surveyed 
showed  a carbon  dioxide  production  within  25  per 
cent  of  predicted  values  on  the  basis  of  body 
weight  and  temperature6  (Fig.  4). 

DEADSPACE  PROBLEM 

What  do  you  do  when  you  have  an  increase  in 
the  deadspace-to-tidal  volume  ratio  in  your  pa- 
tient? The  correct  response  with  most  patients  is 
to  increase  the  total  ventilation  that  the  patient 


alveolar  ventilation.  With  large  increases  in  tidal 
volume  (VT)  there  was  little  consistent  change  in 
physiologic  deadspace  (VD)  to  tidal  volume  ratios. 
All  measurements  were  made  at  a respiratory  fre- 
quency of  20  per  minute,  inspiration  occupying  1 
sec.  Consequently  alveolar  ventilation  (VA)  in 
creased  in  proportion  to  tidal  volume,  most  of  the 
plots  falling  along  the  VD/VT  isopleth  characteris- 
tic of  a patient’s  lung  function.  Open  circles  repre- 
sent measurements  in  patients  with  cardiopulmonary 
disease  but  without  pulmonary  emphysema.  Solid 
circles  represent  measurements  from  patients  with 
emphysema  (From  Hedley-Whyte  J,  et  al.:  The  re- 
sponse of  patients  with  respiratory  failure  and  car- 
diopulmonary disease  to  different  levels  of  constant 
volume  ventilation.  J Clin  Invest  45:1543-54,  Oct  66) 


receives.  We  can  easily  do  this  to  patients  on  con- 
trolled ventilation  for  acute  respiratory  failure  due 
to  surgery,  trauma,  and  pneumonia.  These  patients 
will  return  to  normal  ventilation/perfusion  rela- 
tionships and  relatively  normal  lung  mechanics  as 
they  recover.  This  is  in  contradistinction  to  pa- 
tients with  emphysema,  for  whom  the  difficulties 
in  weaning  from  artificial  ventilation  are  well 
known10.  As  one  increases  the  total  ventilation  to 
overcome  the  increased  deadspace-to-tidal  volume 


238 


Rhode  Island  Medical  Journal 


ratio  in  both  non-emphysematous  and  emphysema- 
tous patients,  the  ratio  remains  essentially  the 
same11.  In  Fig.  5 we  see  that  the  deadspace-to- 
tidal  volume  ratio  was  relatively  unaltered  by  large 
changes  in  tidal  volume;  these  patients  included 
four  with  emphysema  (Vd/Vt  0.57  to  0.79)  and 
six  patients  with  cardiopulmonary  disease  (VdVt 
0.38  to  0.75 )n.  The  respiratory  frequency  in  this 
study  was  kept  constant  at  20  breaths  per  minute 
with  inspiration  occupying  1 sec.  Consequently, 
alveolar  ventilation  (Va)  increased  proportion- 
ally to  tidal  volume.  This  proportional  increase 
does  not  happen  in  normal  persons  in  whom  the 
Vd/Vt  ratio  falls  as  total  ventilation  is  in- 
creased9, 12,  13. 

Another  look  at  equation  1 reveals  that  the 
deadspace-to-tidal  volume  ratio  expresses  a clear- 
ance rate  for  carbon  dioxide.  Hence,  one  parameter 
that  can  change  the  Vd/Vt  ratio  markedly  is 
the  blood  flow  through  the  lungs.  If  there  is  no 
flow  through  the  lungs,  the  lung  is  totally  useless 
as  an  excretor  of  carbon  dioxide,  and  in  this  case 
the  Vd/Vt  ratio  becomes  one.  Under  extremes  of 
circulatory  change,  the  deadspace-to-tidal  volume 
ratio  may  increase  to  very  high  levels,  even  in 
patients  with  normal  lungs14.  Such  an  effect  can 
be  demonstrated  in  the  laboratory  animal15;  in 
Fig.  6 measurements  of  cardiac  index  (C.I.)  and 
deadspace-to-tidal  volume  ratio  Vd/Vt  were 
made  in  14  dogs  during  spontaneous  and  controlled 
ventilation.  The  larger  Vd/Vt  ratios  were  asso- 
ciated with  the  lower  cardiac  indices.  Hence,  one 
way  to  treat  acute  cardio-respiratory  failure  is  to 
increase  the  perfusion  of  the  lungs. 

In  calculating  the  deadspace-to-tidal  volume 
ratio  in  patients  during  assisted  or  controlled  in- 
termittent positive  pressure  ventilation,  one  uses 
the  gas  being  emitted  from  the  expiratory  port  of 
a constant  volume  ventilator  for  determination  of 
mixed  expired  carbon  dioxide  tension  (PE  CO2). 
This  will  result  in  an  overestimation  of  true 
PE  CO2  unless  the  internal  compressible  gas  within 
the  ventilator  and  its  connection  tubes  is  consid- 
ered16. This  compression  deadspaoe  is  dependent 


Fig.  6.  The  cardiac  indices  (C.I.)  and  deadspace- 
to-tidal  volume  ratios  (VD/VT)  were  measured  in 
14  dogs  during  spontaneous  and  controlled  ventila- 
tion. The  larger  VD/VT  ratios  were  associated  with 
the  lower  cardiac  indices  and  vice  versa  (From  Suwa 
K,  et  al. : Circulation  and  physiologic  deadspace 
changes  on  controlling  the  ventilation  of  dogs.  J Appl 
Physiol  21:1855-59,  Nov  66) 


upon  the  internal  gas  volume  of  the  ventilator  and 
the  connecting  airways,  and  the  peak  airway  pres- 
sure developed  by  the  ventilator  on  the  patient. 
Much  of  the  gas  compressed  in  the  ventilator  and 
tubing  does  not  pass  into  the  patient  but  is  jetti- 
soned through  the  expiratory  valve  during  expira- 
tion. In  Fig.  7 we  have  plotted  the  deadspace-to- 
tidal  volume  ratio  measured  by  taking  the  gas 
coming  out  of  the  expiratory  port  of  the  ventilator 
(Vd/Vt)  against  the  true  deadspace-to-tidal  vol- 
ume ration  [Vd(x)/Vt(x) ] which  has  been  cor- 
rected for  the  tidal  volume  loss  due  to  gas  com- 
pression within  the  ventilator  circuit  and  its  con- 
nection tubes.  Values  were  taken  from  12  patients 
at  varying  tidal  volumes  (4.8  to  28.8  ml/kg  body 
wt)  but  set  at  a frequency  of  20  breaths  per  min- 
ute. The  linear  regression  line  for  all  data. 

Vd(x)/Vt(x)  = ( 1.475  Vd/Vt) — 0.417 
is  significantly  higher  than  the  line  of  identity, 
but  approaches  it  at  the  higher  Vd/Vt  ratios, 
meeting  it  when  Vd/Vt  = 0.88.  The  discrepancy 
is  greater  at  low  values  of  Vd/Vt.  Hence,  for 
(Continued  on  next  page) 
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Fig.  7.  A comparison  is  shown  of  two  methods 
of  calculating  physiologic  deadspace-to-tidal  volume 
ratios  in  12  patients  undergoing  controlled  ventila- 
tion for  respiratory  failure.  Both  methods  employed 
(he  Enghoff  modification  of  the  Bohr  equation. 
VD/YT  values  were  calculated  from  the  carbon 
dioxide  tension  of  the  gas  being  emitted  from  the 
expiratory  port  of  the  ventilator  and  plotted  against 
the  true  deadspace-to-tidal  volume  ratio,  VD(x)/ 
VT(x),  which  corrects  for  the  tidal  volume  loss  due 
to  gas  compression  within  the  ventilator  circuit  and 
its  connection  tubes.  Each  patient  is  identified  by  a 
separate  symbol.  Tidal  volumes  ranged  from  4.8  to 
28.8  ml  kg  body  weight.  The  frequency  of  ventila- 
tion was  unchanged  at  20  breaths/min.  inspiration 
occupying  1 sec.  The  linear  regression  line  for  all 
data  (YD(x)/VT(x)  = (1.45  VD/VT)  — 0.417)  is 
significantly  higher  than  the  line  of  identity,  but 
approaches  it  at  the  higher  YD  YT  ratios.  They  co- 
incide at  YDYT  = 0.88  (From  Crossman  PF,  et  al. : 
Deadspace  during  artificial  ventilation:  gas  compres- 
sion and  mechanical  deadspace.  J Appl  Physiol  28: 
94-7,  Jan  70) 


sick  patients  with  Yd/Vt>0.6,  the  correction  is 
minimal  and  may  be  neglected. 

Patients  with  a deadspace-to-tidal  volume  ratio 
of  greater  than  0.6  cannot  maintain  adequate  spon- 
taneous alveolar  ventilation  for  more  than  a few 
hours,  nor  can  patients  with  an  alveolar-arterial 
oxygen  tension  gradient  more  than  350  mm  Hg 
(measured  on  100  per  cent  oxygen).  We  have 
stated  above  that  a vital  capacity  of  approximately 


(PRE-OP)  FAILURE 

Fig.  8.  The  deadspace-to-tidal  volume  ratios 
(YD/VT)  were  markedly  elevated  in  29  patients  who 
went  into  respiratory  failure  after  abdominal  sur- 
gery The  YD/VT  averaged  0.58  in  15  patients  with 
associated  peritonitis,  and  0.57  in  those  with  no 
peritinitis.  In  a comparable  group  of  29  patients 
who  underwent  abdominal  surgery  without  respira- 
tory failure,  the  average  YD  YT  was  0.48  (From 
Skillman  JJ,  et  al.:  Peritonitis  and  respiratory  fail- 
ure after  abdominal  operations.  Ann  Surg  170:122-7, 
July  69) 

15  ml /kg  body  weight  is  necessary  for  sustained 
adequate  spontaneous  ventilation.  Thus  the  three 
main  criteria  we  use  for  the  diagnosis  of  respira- 
tory failure  are: 

( 1 ) Yd/Vt>0.6  (Often  initially  estimated  by  the 

minute  ventilation  required  to 
produce  the  measured  Pa  CO2) 

(2)  AaDO-2>350  mm  Hg  breathing  100  per  cent 

oxygen  (Fi02=l),and 

(3)  a vital  capacity  less  than  10-15  ml  per  kg 
body  weight. 

ACUTE  RESPIRATORY  FAILURE 

The  above  parameters  suggested  for  the  diag- 
nosis of  acute  respiratory  failure  are  validated  in 
a study  of  Skillman,  Bushnell  and  Hedley -Whyte 
on  58  consecutive  patients  admitted  to  a respira- 
tory-surgical intensive  care  unit  after  emergency 
abdominal  surgery17.  Some  of  the  patients  with 
peritonitis  had  been  transferred  from  outlying  hos- 
pitals. The  29  patients  who  went  into  respiratory' 
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NORMAL  RESPIRATORY 
(PRE-OP)  FAILURE 


Fig.  9.  Pulmonary  compliance  (CL)  was  low  in 
29  patients  who  went  into  respiratory  failure  after 
abdominal  surgery.  In  15  patients  with  accompany- 
ing peritonitis,  CL  was  37  per  cent  of  normal;  in 
14  patients  with  respiratory  failure  alone,  compli- 
ance was  43  per  cent  of  normal.  However,  pulmonary 
compliance  is  relatively  difficult  to  measure  in  a 
conscious  patient  and  we  do  not  use  this  measure- 
ment frequently  (From  Skillman  JJ,  et  al.:  Peri- 
tonitis and  respiratory  failure  after  abdominal  opera- 
tions. Ann  Surg  170:122-7,  July  69) 


failure  had  deadspace-to-tidal  volume  ratios  that 
averaged  0.58  with  very  small  standard  errors  (Fig. 
8).  Compliance  (Cl)  in  these  patients  was  very 
low,  roughly  half  of  the  normal  preoperative  value 
(Fig.  9).  In  addition,  the  mean  AaDC>2  of  the  pa- 
tients in  respiratory  failure  was  more  than  350 
mm  Hg  (Fig.  10).  Another  group  of  patients  not 
in  respiratory  failure  after  emergency  abdominal 
surgery  (N=29)  averaged  an  AaD02  about  330 
mm  Hg  (Fig.  10)  with  some  overlap  of  the  stand- 
ard error.  Of  the  three  main  parameters  of  respira- 
tory failure  that  we  use,  the  AaDCfe  is  the  least 
reliable  predictor,  presumably  reflecting  the  fact 
that  left  ventricular  function,  and  hence  pulmonary 
interstitial  fluid,  can  change  very  rapidly  in  an 
acutely  ill  patient.  We  found  a reduction  in  vital 


Fig.  10.  The  alveolar-arterial  oxygen  tension 
differences  (AaD02)  were  compared  in  58  consecu- 
tive patients  admitted  to  a respiratory-surgical  in- 
tensive care  unit  after  abdominal  surgery.  Half  of 
these  patients  went  into  respiratory  failure,  of  which 
15  had  associated  peritonitis.  Of  the  29  patients 
without  respiratory  failure,  five  had  peritonitis. 
Mean  values  ± SEM  are  given  (From  Skillman  JJ, 
ee  al. : Peritonitis  and  respiratory  failure  after  ab- 
dominal operations.  Ann  Surg  170:122-7,  July  69) 


Fig.  11.  The  vital  capacity  (VC)  is  reduced  fol- 
lowing abdominal  surgery  as  measured  in  58  con- 
secutive patients  admitted  to  a respiratory-surgical 
intensive  care  unit.  The  combination  of  respiratory 
failure  and  peritonitis  (N  = 15)  was  associated  with 
the  largest  decrease  in  VC.  (From  Skillman  JJ, 
et  al. : Peritonitis  and  respiratory  failure  after  av- 
dominal  operations.  Ann  Surg  170:122-7,  July  69) 

capacity  to  approximately  20  per  cent  of  normal 
preoperative  values  of  the  patients  not  in  respira- 
tory failure  after  emergency  upper  abdominal  sur- 
gery17 (Fig.  11).  This  is  akin  to  Churchill  and  Mc- 

( Continued  on  next  page) 
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Fig.  12.  THe  limits  of  oxygen  tolerance  are  de- 
pendent on  the  inspired  oxygen  tension  rather  than 
the  inspired  oxygen  concentration.  If  one  is  at  a 
high  altitude  (barometric  pressure  less  than  half  an 
atmosphere),  100  per  cent  oxygen  may  be  inspired 
without  danger  of  pulmonary  oxygen  toxicity  (From 
Becker-Freyseng  H,  Clamann  HG:  Zur  Frage  der 
Sauerstoffvergiftung.  Klin  Wschr  18:1382-85,  28  Oct 
39) 

Neil’s  results  40  years  earlier2.  The  patients  in 
respiratory  failure  with  associated  peritonitis  had 
the  lowest  vital  capacities  (approximately  5 ml/kg 
body  weight)  and  the  highest  mortality,  only  20 
per  cent  surviving17.  Both  with  old  age  and  with 
pulmonary  emphysema,  resting  lung  volume  in- 
creases. It  is  decreased  by  pneumonia  and  left- 
sided heart  failure18.  Thus  causes  of  respiratory 
failure  can  have  antagonistic  effects  on  lung  vol- 
ume. Therefore,  the  measurement  of  lung  volume 
needs  careful  interpretation  in  the  management  of 
respiratory  failure.  One  should  remember  that  a 
fall  in  functional  residual  capacity  (FRC)  pro- 
motes airway  collapse,  atelectasis  and  gas  trapping. 
The  increase  in  FRC  caused  by  continuous  posi- 
tive pressure  ventilation  (CPPV)  explains  the  con- 
comitant improvement  in  alveolar-arterial  oxygen 
tension  gradient19. 

OXYGEN  REQUIREMENTS 
How  much  oxygen  should  be  given  to  a patient? 
It  is  now  reasonably  well  established  that  if  one 
breathes  more  than  60  per  cent  oxygen  at  sea  level, 
there  is  a considerable  risk  of  developing  pulmon- 
ary oxygen  toxicity  after  several  days20.  The  in- 
spired oxygen  tension  determines  the  degree  of  tol- 
erance and  not  the  inspired  oxygen  concentration 
(Fig.  12)21.  One  hundred  per  cent  oxygen  at  a 


TIME  INTERVALS -HOURS 

Fig.  13.  The  arterial  oxygen  tension  while  breath- 
ing 100  per  cent  oxygen  of  possible  kidney  donors 
with  normal  lungs  and  irreversible  brain  damage  is 
shown  after  breathing  100  per  cent  oxygen  at  sea 
level  or  room  air  (FiO2  = 0.21)  over  a period  of 
three  days.  A deterioration  in  arterial  oxygen  ten- 
sion (Pa02)  is  seen  after  30  hours  of  breathing  100 
per  cent  oxygen  (From  Barber  RE,  et  al.:  Oxygen 
toxicity  in  man:  a prospective  study  in  patients  with 
irreversible  brain  damage.  N Engl  J Med  283:1478- 
84,  31  Dec  70) 

third  of  an  atmosphere  is  well  tolerated  in  normal 
man,  and  this  was  the  condition  under  which 
nearly  all  of  the  United  States  manned  space  flights 
wene  carried  out.  In  Fig.  13  we  see  the  effect  of 
breathing  100  per  cent  oxygen,  barometric  pres- 
sure approximately  760  mm  Hg,  on  the  arterial 
oxygen  tension.  Patients  with  normal  lungs,  but 
irreversible  brain  damage,  breathed  either  100  per 
cent  oxygen  or  air  (FiC>2=0.21)  for  three  days22. 
Deterioration  in  PaC>2  is  seen  after  30  hours  of 
breathing  pure  oxygen.  Since  hemoglobin  is  essen- 
tially saturated  at  an  oxygen  tension  of  150  mm 
Hg,  an  arterial  oxygen  tension  in  excess  of  this 
value  generally  means  that  we  are  unnecessarily 
subjecting  the  patient  to  the  dangers  of  pulmonary 
oxygen  toxicity.  As  one  increases  the  inspired  oxy- 
gen tension  to  avoid  fatal  arterial  hypoxemia  in 
the  presence  of  a large  AaDOa,  the  pulmonary 
parenchyma  is  further  damaged.  For  patients  with 
an  AaDCb  greater  than  550  mm  Hg  (Fi02=l), 
the  problem  then  is  to  prevent  hypoxemia  and 
minimize  the  lung  damage  attributable  to  the  high 
concentrations  of  inspired  oxygen.  One  answer,  in 
patients  who  do  not  have  emphysema,  is  to  start 
continuous  positive  pressure  ventilation  (CPPV). 

CONTINUOUS  POSITIVE  PRESSURE 

The  application  of  continuous  positive  pressure 
ventilation  by  the  use  of  a positive  end -expiratory 
airway  pressure  (PEEP)  has  been  shown  to  cause 
a significant  improvement  in  the  arterial  oxygen 


242 


Rhode  Island  Medical  Journal 


Fig-  14.  The  changes  in  airway  pressures,  Pa02 
and  cardiac  indices  are  shown  during  continuous 
positive  pressure  ventilation  (CPPV)  and  intermit- 
tent positive  pressure  ventilation  (IPPV)  in  eight 
patients  in  acute  respiratory  failure  (mean  values 
± 1 S.D.).  A significant  fall  in  arterial  oxygen 
tension  (Pa02)  occurred  during  IPPV,  which  im- 
proved after  reapplication  of  CPPV.  The  mean  C.I. 
during  CPPV  was  higher  than  normal  and  rose  even 
further  when  the  main  airway  pressure  was  reduced 
during  IPPV  (From  Kumar  A,  et  al.:  Continuous 
positive-pressure  ventilation  in  acute  respiratory 
failure:  effects  on  hemodynamics  and  lung  function. 
N Engl  J Med  283:1430-36,  24  Dec  70) 

tension  of  patients  in  severe  acute  respiratory  fail- 
ure23. Fig.  14  shows  the  changes  in  airway  pres- 
1 sure  Pa02,  and  cardiac  index  (C.I.)  during  CPPV 
and  intermittent  positive  pressure  ventilation 
(IPPV)  in  eight  patients.  A significant  fall  in 
arterial  oxygen  tension  (PaCb)  occurred  during 
I IPPV;  arterial  oxygenation  improved  after  re- 
: application  of  CPPV.  The  mean  C.I.  during  CPPV 
1 was  higher  than  normal  and  rose  even  further 
vh°n  'he  me?n  aiiway  p essure  was  reduced  during 
IPPV.  The  use  of  PEEP  generally  improves  the 
Pa(>2  thereby  permitting  a lower  inspired  oxygen 
tension  ( Fi02 ) . Its  use  often  requires  blood  vol- 
ume augmentation  to  support  the  circulation  when 
PEEP  is  first  instituted  A high  incidence  of  com- 
plications such  as  subcutaneous  and  mediastinal 
emphysema  and  tension  pneumothorax  occur  with 
j;  CPPV;  a deterioration  in  urinary  output  frequently 


Fig.  15.  Plasma  volume,  albumin  gain,  and  serum 
oncotic  pressure  measurements  are  shown  in  two 
patients  after  emergency  aortic  aneurysm  resection. 
Both  patients  maintained  the  plasma  volume  rela- 
tively constant,  but  only  the  patient  receiving  albu- 
min plus  ethacrynlc  acid  showed  an  albumin  gain 
with  an  improvement  in  the  serum  oncotic  pressure 
towards  normal:  this  was  accompanied  by  a de- 
crease in  alveolar-arterial  oxygen  tension  gradient 
(AaD02)  From  Skil’man  JJ,  et  al. : Pulmonary  ar- 
teriovenous admixture.  Am  J Surg  119:440-7,  Apr 
70) 

accompanies  the  further  elevation  in  airway  pres- 
sure23. Hence,  our  indication  for  CPPV  is  an  al- 
veolar-arterial oxygen  tension  gradient  in  excess 
of  550  mm  Hg;  without  CPPV  such  patients  face 
the  fatal  consequences  of  arterial  hypoxemia,  or 
lung  damage,  or  both  from  pulmonary  oxygen 
toxicity.  Continuous  monitoring  of  the  cardiac 
output  by  an  indwelling  arterial  line  and  a central 
venous  pressure  in  excess  of  7 cm  H2O  should  be 
instituted  prior  to  placing  the  patient  on  CPPV. 

(Continued  on  next  page) 
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CONTROLLED  VENTILATION  (HOURS) 

Fig.  16.  Colonization  related  to  duration  of  con- 
trolled ventilation.  Patients  without  a tracheal  tube 
or  those  who  received  controlled  ventilation  for  less 
than  24  h rarely  become  colonized  with  gram  nega- 
tive bacilli.  Fifty  per  cent  of  control  patients  who 
required  24-72  h of  controlled  ventilation  became 
colonized  with  GNB.  All  11  control  patients  became 
colonized  after  72  h of  controlled  ventilation 
(P  < 0.02).  By  contrast,  polymyxin  aerosol  prevented 
colonization  of  two-thirds  of  patients  who  required 
at  least  72  h of  controlled  ventilation  (From  Green- 
field S,  et  al.:  Prevention  of  gram-negative  pneu- 
monia using  aerosol  polymyxin  as  prophylaxis.  I. 
Effect  on  the  colonization  pattern  of  the  upper  res- 
piratory tract  of  seriously  ill  patients.  J Clin  Invest 
52:2935-40,  Nov  73) 

FLUID  MANAGEMENT 

Fluid  management  in  acute  respirator}'  failure 
should  be  guided  by  the  fact  that  critically  ill  pa- 
tients frequently  have  lower  than  normal  oncotic 
pressures24.  Hypoalbuminemia  and  excessive  fluid 
replacement  both  contribute  to  this  state.  Albumin 
represents  about  50  per  cent  of  the  total  protein 
in  plasma  and  contributes  about  65  per  cent  of  the 
plasma  oncotic  pressure25.  The  concentration  of 
serum  albumin  is  reduced  by  a combination  of  in- 
creased disappearance  of  albumin  from  the  plasma 
into  traumatized  tissue,  excess  fluid  administration, 
and  interference  with  its  synthesis  by  the  liver. 
When  the  serum  oncotic  pressure  falls,  transuda- 
tion of  fluid  into  the  interstitial  spaces  of  the  lung 
is  more  likely  to  occur:  the  lung  is  particularly 
susceptible  to  these  imbalances  since  pressures 
across  the  alveolar-capillary  membranes  are  in  con- 
stant flux.  These  alveolar  membranes  are  stabilized 
by  the  integrity  of  the  alveolar  lining  layer  and 
pulmonary  surfactant,  which  lowers  surface  ten- 
sion upon  deflation  spaces.  Body  weight  should  be 
measured  daily  to  check  fluid  management. 

Prolonged  extracorporeal  membrane  gas  ex- 
change is  now  practical  and  has  to  be  considered 
for  those  patients  with  acute  very  severe  abnor- 
malities of  gas  exchange  who  on  CPPV  with  high 
inspired  oxygen  tensions  (>  60  per  cent)  and  after 
diuresis  have  not  shown  improvement.  The  con- 


D AYS  IN  R-SICU 

Fig.  17.  Effect  of  time  on  colonization.  In  con- 
trol patients  the  longer  they  stay  in  the  R-SICU 
the  greater  the  incidence  of  colonization  of  the  upper 
airway  by  GNB.  Polymyxin  aerosol  prevented  this 
colonization  in  75  per  cent  of  treated  patients,  even 
after  a week  in  the  R-SICU  (From  Greenfield  S, 
et  al.:  Prevention  of  gram-negative  pneumonia  using 
aerosol  polymyxin  as  prophylaxis  I.  Effect  on  the 
colonization  pattern  of  the  upper  respiratory  tract 
of  seriously  ill  patients.  J Clin  Invest  52:2935-40, 
Nov  73) 


siderable  morbidity  and  mortality  in  patients  who 
have  been  given  extracorporeal  bypass  lungs  is  due 
in  no  small  part  to  pre-bypass  pulmonary  oxygen 
toxicity  and  disease  processes26. 

RESPIRATORY  INFECTIONS 
Respiratory  infections  acquired  w’’thin  an  in- 
tensive care  unit  continue  to  represent  a major 
hazard  in  susceptible  patients  clustered  together. 
In  the  past  decade  the  organisms  responsible  for 
nosocomial  infection  have  shifted  to  gram-negative 
bacilli:  Pseudomonas  aeruginosa  and  Enterobac- 
teriaceae  species.  The  combination  of  a sick  pa- 
tient and  gram-negative  infection  is  associated  with 
a high  mortality.  In  our  own  respiratory-surgical  in- 
tensive care  unit27  patients  with  gram-negative  pseu- 
monia  (but  excluding  P.  aeruginosa)  had  a 33  per 
cent  mortality  while  patients  with  pseudemonas-as- 
sociated  pneumonia  had  a 70  per  cent  mortality.  The 
patients  without  pneumonia  had  a 3.8  per  cent 
mortality.  Prevention  of  pneumonia  caused  by 
exogenously  acquired  organisms  may  be  achieved 
by:  1)  removing  pathogens  from  environmental 
reservoirs,  and  2)  a specific  prophylaxis  aimed  at 
the  portal  of  entry,  the  upper  respiratory  tract. 
Recent  studies  after  compliance  with  the  principles 
as  outlined  by  Lowbury  et  al28  revealed  that  the 
environment  was  remarkedly  free  of  pseudomonas 
except  for  one  site:  the  sinks.  Pyocine  typing  per- 
formed during  a 19-month  period  showed  striking 
correlation  between  the  types  of  pseudomonas 
found  in  the  sinks  and  those  found  in  patients29. 

(Continued  on  page  265) 
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Is  There  Life  After  Medicine? 


Finding  The  Human  Values  In  Medicine 
Lies  In  Achieving  A Balance  Between 
Scientific  Excellence  And  Human  Under- 
standing 


By  Mark  S.  Hochberg,  M.D. 

A century  and  a half  ago,  a young  surgical  in- 
tern from  Guy’s  Hospital  in  London  finally  re- 
ceived a night  off  after  being  on  constant  duty 
for  four  days.  Rather  than  going  directly  to  bed 
— - as  his  contemporary  counterpart  would  do  — 
he  paused  to  re-read  Shakespeare’s  King  Lear.  The 
mighty  drama  had  haunted  him  since  he  first  had 
read  it.  Immediately  upon  finishing  it,  he  sat  down 
and  wrote  a sonnet  which  he  entitled.  ‘‘On  Sitting 
Down  to  Read  King  Lear  Once  Again.”  Doctor 
John  Keats  never  practiced  surgery  again.  He  de- 
cided at  that  point  to  devote  himself  entirely  to 
poetry.  Parenthetically,  his  decision  may  also  have 
been  influenced  by  his  Chief  of  Surgery,  Doctor 
William  Lucas,  whom  Keats  described  as  “not 
overburdened  by  brains  and  whose  operations  were 
generally  badly  performed  and  accompanied  by 
much  bungling.” 

Let  me  first  reassure  the  Dean  and  the  Fac- 
ulty that  the  aim  of  my  talk  this  morning  is  not 
to  lure  my  peers  away  from  medicine  and  into 
poetry! 


MARK  S.  HOCHBERG,  M.D.,  Intern  in  Surgery, 
Massachusetts  General  Hospital. 

Delivered  at  the  Class  Day  Exercises  of  the  Harvard 
Medical  School,  June  2,  1973,  Reprinted  from  the 
Harvard  Medical  Alumni  Bulletin  of  July/August, 
1973  with  the  permission  of  the  publisher  and  author. 


Rather,  my  purpose  is  to  implore  my  colleagues 
to  continue  their  non-medical  education;  to  ex- 
plore beyond  the  confines  of  medical  knowledge; 
to  nurture  a liberal  education  throughout  life. 

We  have  been  carefully  honed  and  tuned 
throughout  our  HMS  experience  to  make  complex 
medical  decisions.  However,  Harvard  cannot  equip 
us  with  the  wisdom  to  make  the  equally  complex 
moral  decisions  that  confront  us.  There  is  no  bet- 
ter preparation  for  making  these  judgments  than 
an  active  interest  in  the  humanities  and  arts. 

Daily  we  are  faced  with  these  moral  issues.  How 
much  should  we  inform  a patient  when  a diag- 
nosis of  cancer  or  other  lethal  disease  has  been 
made?  How  long  and  how  vigorously  should  we 
pursue  the  care  of  a patient  with  terminal  cancer 
or  a clinically  dead  brain?  How  long  should  we 
sustain  a life  preserved  solely  by  our  miraculous 
machines?  To  whom  should  we  give  a kidney  or 
a heart?  Anguishing  decisions  have  to  be  made. 

Answers  to  these  searching  questions  are  not 
found  in  medical  books,  not  even  in  our  precious 
Harvard  lecture  notes.  We  must  face  these  ques- 
tions ourselves,  alone,  in  the  solitude  of  the  night; 
on  a ward  whose  quiet  is  pierced  only  by  the  in- 
cessant tenor  of  an  EKG  monitor;  under  the  bright 
lights  of  an  operating  room. 

Only  a continuing  liberal  education  parallel  to 
(Continued  on  next  page) 
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our  scientific  training  can  provide  us  with  the  vision 
to  examine  these  problems  in  perspective.  Such  a 
continuing  humanistic  orientation  will  enable  us  to 
‘bear  all  naked  truths,  and  to  envision  circum- 
stance, all  calm,”  which  is,  as  John  Keats  perceived, 
■‘the  top  of  sovereignty.” 

Unfortunately,  many  of  us  are  beginning  to  find 
our  professors,  and  more  frighteningly  ourselves, 
more  insular  and  narrow  in  our  world  view.  Like 
a giant  leviathan,  medical  school  has  the  ability 
to  devour  our  time,  frequently  leaving  us  strained, 
exhausted  and  unable  to  enjoy  the  free  time  avail- 
able. 

We  arrived  at  HM'S  from  a college  experience 
that  gave  us  large  amounts  of  free  time  and  many 
opportunities  for  contact  with  people  and  personal 
exploration.  There,  the  learning  process  was  es- 
sentially self-directed. 

Conversely,  we  arrived  at  medical  school  where, 
of  necessity,  we  were  faced  with  very  little  free 
time,  few  opportunities  for  contact  beyond  medi- 
cine, and  a learning  process  extensively  controlled 
by  others. 

We  lost  touch  with  our  previous,  non-medical 
world.  We  are  thrust  into  a world  of  new  words 
and  diseases  that  required  inordinate  amounts  of 
time.  We  began  to  perceive  changes  in  ourselves, 
sometimes  subtle,  sometimes  quite  drastic.  Our 
circle  of  friends  rapidly  became  restricted.  For 
some,  constraints  on  our  time  by  lectures  and 
studies  were  overwhelming.  Motivated  by  a real 
desire  to  learn  this  vast  material  to  better  help 
our  patients,  we  continually  worried  that  we 
would  not  assimilate  the  information  needed  to 
become  competent  physicians.  In  this  process,  we 
unconsciously  permitted  our  non-medical  interests 
to  slide. 

The  demands  on  our  time  began  to  preclude 
previously  normal  activities;  we  would  go  for  days 
without  reading  a newspaper  or  hearing  the  news 
of  the  day,  or  much  more  sadly,  without  enjoying 
the  news  of  one's  family.  Things  got  worse,  not 
better.  The  dehumanizing  process  subtly,  imper- 
ceptibly marched  on.  Athletic  activity  waned; 
visits  to  museums,  the  symphony,  and  even  ball 
games  became  major  undertakings;  or  more  com- 
monly, simply  neglected.  We  became  isolated,  both 
physically  and  intellectually  from  our  non-medical 
peers.  The  demands  on  time  and  energy  made  it 
difficult  to  share  experiences  with  those  outside  of 
the  medical  community.  We  had  less  time  to  read 
what  they  read,  to  go  where  they  went,  to  do  what 
they  did.  Our  world  was  now  the  hospital,  a world 


whose  very  smell  is  alien  to  our  closest  college 
friends.  The  political  and  philosophical  rhetoric 
of  the  college  ‘‘bull  sessions”  that  had  helped  us 
mature  several  years  ago,  seemed  useless  and  for- 
eign in  the  swirl  surrounding  the  emergencies  of 
treating  diabetic  ketoacidosis  or  answering  a code 
call.  Similarly,  our  subscriptions  to  the  Saturday 
Review  and  the  Atlantic  Monthly  became 
dusty  piles  stacked  unread  in  a corner,  and  the 
New  England  Journal  of  Medicine  was  much 
likely  to  be  found  on  our  bedside  reading  table. 

The  isolation  was  reinforced  by  the  recognition 
by  our  non-medical  peers  that  we  had  become  some- 
how different  from  them.  They  felt  our  expertise 
was  in  a foreign  and  mysterious  area.  They  be- 
came put  off  as  we  continually  refused  dinner  in- 
vitations with  the  excuse  of  ‘T'm  on  call.”  If  we 
managed  to  join  them,  the  conversation  was  either 
about  a recent  patient  or  else  embarrassingly 
trivial.  Worse  yet,  we  might  well  honor  our  non- 
medical hosts  by  falling  asleep  during  the  second 
course. 

How  can  we  cope  with  this  increasing  isolation 
from  our  friends  — and  from  ourselves?  Usually, 
we  offhandedly  wind  up  explaining  to  parents, 
dates,  or  wives  that  when  “I  get  out  of  medical 
school,  things  will  be  different.”  This  is  true.  After 
four  years  of  medical  school,  internship,  and  resi- 
dency, things  do  change  — they  go  from  bad  to 
worse.  We  can  all  remember  social  gatherings  at 
doctors’  homes  over  the  past  few  years  — physi- 
cians many  of  us  wish  to  emulate.  More  often  than 
not,  the  conversation  turned  to  patients  and  their 
diseases.  At  these  social  gatherings  we  found  our- 
selves reducing  human  beings  to  their  component 
parts  and  a series  of  abnormal  lab  values.  Instead 
of  viewing  our  patients  as  human  beings  with  in- 
dividual capabilities  and  aspirations,  we  found 
ourselves  referring  to  ‘‘the  myocardial  infarction 
in  304”  or  the  “pheochromocytoma  in  the  Bul- 
ftnch.”  Without  depth  or  breadth  in  non-medical 
areas,  today's  doctor  may  be  the  ultimate  non- 
Renaissanoe  man. 

As  doctors,  both  for  the  benefit  of  our  patients 
and  ourselves,  we  are  obliged  and  even  obligated 
to  lead  more  human  lives.  By  bringing  the  depth 
of  the  humanities  into  our  world,  we  can  become 
more  effective  doctors,  and  equally  important,  more 
effective  people. 

Otherwise  we  will  contract  a disease  first  re- 
ported by  William  Osier.  He  said:  “Intellectual 
infantilism  is  a well-recognized  disease;  and  just 
as  imperfect  nutrition  may  cause  failure  of  the 
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marvelous  events  which  accompany  puberty  in  the 
body,  so  the  mind,  too  often  fed  on  the  same  diet 
of  medicine,  may  be  rendered  rickety  or  even  in- 
fantile.” 

We  all  have  the  capacity  to  be  doctors.  But, 
to  be  truly  effective  physicians,  we  must  be  aware 
and  overcome  the  isolation  from  our  non-medic:  1 
peers.  An  isolation  towards  which  we  are  slowly, 
but  inexorably  sliding.  We  must  revolt  against 
the  easy  path  of  narrow  professionalism.  As  Abra- 
ham Lincoln  admonished:  ‘‘The  dogmas  of  the 
quiet  past  are  inadequate  for  the  stormy  present." 

But,  on  the  eve  of  starting  our  rigorous  intern- 
ships, can  we  take  the  time  to  broaden  our  hu- 
manistic interests?  I think  we  can,  and  moreover, 
we  must.  Only  in  this  way  can  we  be  more  effec- 
tive doctors  and  become  more  effective  people.  We 
have  an  obligation  to  our  patients  to  be  human, 
we  have  an  obligation  to  our  loved  ones  to  be 
human,  and  we  have  an  obligation  to  ourselves  to 
be  human. 

Clearly  the  path  is  fraught  with  difficulty.  While 
we  have  little  control  over  the  quantity  of  time 
we  shall  spend  in  medicine,  our  concern  must  be 
the  quality  of  the  free  time  we  do  have.  We  must 
make  a conscious  effort  to  utilize  our  sparse  free 
time  fully,  in  order  to  live  fully  human  lives.  It 
is  easy  to  let  our  non-medical  life  slip  into  one  of 
mediocrity,  a trait  that  will  slowly  devour  even 
our  medical  career.  However,  if  we  assiduously 
demand  excellence  from  ourselves,  we  will  pre- 
serve a life  after  medicine.  It  will  not  be  easy,  but 
there  is  precedent  on  our  own  faculty  of  careers 
that  go  beyond  medicine.  Faculty  members  have 
done  such  diverse  things  as  play  violin  solos  with 
the  San  Francisco  Symphony,  start  corporations 
which  have  grown  to  industrial  giants,  win  na- 
tional awards  for  raising  roses,  and  even  play  tight 
end  with  the  Green  Bay  Packers. 

The  most  important  goal  for  us  is  not  simply 
to  pass  as  good  physicians,  but  rather  to  surpass 
as  physicians  and  as  human  beings.  The  initials 
M.D.  are  not  a ringing  accolade,  but  an  awesome 
responsibility.  We  must  seek  to  couple  our  scien- 
tific excellence  with  the  ability  to  think  and  to 
feel  in  areas  of  experience  beyond  the  merely 
scientific  and  analytic.  Finding  the  human  values 
in  medicine  is  finding,  in  reality,  a.  balance  of 
scientific  excellence  and  human  understanding. 

If  we  do  not  achieve  this  balance,  we  will  end 
up  becoming  expert  in  treating  disease,  but  inept 
in  treating  people. 

So,  dust  off  the  old  Saturday  Reviews,  renew 


your  subscription  to  the  symphony,  shaipen  your 
ice  skates,  and  re-read  King  Lear. 

We  are  indeed  an  elite  group,  but  elitism  has 
its  own  heavy  responsibilities.  If  we  do  not  make 
unique  and  important  contributions  to  life,  we 
are  betraying  that  elitism.  I can  think  of  no  more 
important  wish  for  us  than  we  avoid  being  nar- 
rowly institutionalized  in  medicine;  that  we  make 
our  marks  as  innovators,  creators,  and  thinkers, 
and  more  precisely  as  truly  human  people. 

Is  there  Life  after  medicine? 

The  choice  must  be  made  today;  it  cannot  be 
made  later.  The  answer  may  well  reside  in  what 
I consider  to  be  the  most  powerful  thought  in  the 
Bible: 

I call  Heaven  and  earth  to  witness  against 
you  this  day.  I have  set  before  thee  life  and 
death,  the  blessing  and  the  curse.  Choose 
life. 


ONE  SENTENCE  ESSAY 

Yoga  Exercises  Not  Recommended  for  Patient 
With  Ruptured  Lumbar  Disk 

. . . Caption  in  JAMA  225:72,  (July  2),  1973 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all —quickly,  reliably,  and  at 
moderate  cost. 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcmoembryonic  Antigen  (CEA). 

Test  Combinations? 

We  offer  a variety  of  useful  profiles, 
all  designed  to  provide  a maximum  of 
information  at  minimum  cost 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call: 


LEARY 

LABORATORY,  INC. 


A Smith  Kline  Clinical  Laboratory 

Serving  New  England  and  the  Nation  Since  1929 


Providence,  R.I.,  Laboratory  Locations: 

655  Broad  Street  i 89  Governor  Street 

(401)421-1138  (401)  351-4900 


1 1 1 Plain  Street 
(401)  421-9403 


Central  Laboratory  43  Bay  State  Road  Boston  Mass 
Telephone  (617)536-2121 


June  1974 
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Malignant  Melanoma  Turning  Non-Malignant-Bleaching 
Melanotic  Freckles 


I\o  Matter  Hoic  Malignant  A Melanoma 
May  Appear  Clinically  And  Pathologi- 
cally, It  May  Not  Be  Fatal 


By  Francesco  Ronchese,  M.D. 


A 25-year-old  girl  was  seen  in  1943  with  xero- 
derma pigmentosum.  A leg  tumor  was  removed  and 
diagnosed  as  malignant  melanoma  (Fig.  1). 

In  the  ensuing  15  years,  20  or  more,  from  1x1 
to  2x2  cm  in  diameter  black  skin  tumors  were  re- 
moved on  legs,  arms,  and  chest  with  a biopsy 
punch,  and  the  surface  was  electrocoagulated  as 
for  a non-malignant  tumor.  They  all  healed  like  a 
non-malignant  tumors,  leaving  good  scars.  The 
pathological  reports  were  consistently  malignant 
melanoma  (Fig.  2).  The  last  tumor  was  removed 
with  the  same  result  on  February  21,  1974. 

In  1956,  because  of  epileptic  fits,  a subtemporal 
exploration  was  carried  out,  and  metastatic  malig- 
nant melanoma  of  the  brain  was  found.  Patient  was 
sent  home  to  die,  but  she  did  not.  She  continued 
to  work  and  support  a sick  and  aged  husband. 

In  February,  1974,  the  fluid  from  an  organized 
hematoma  was  studied  by  Dr.  Paul  LaMarche. 
Cytogenetic  studies  revealed  a completely  hetero- 
ploid  cell  line  present  in  this  material  consistent 
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with  neoclonal  or  neoplastic  cellular  transforma- 
tion. 

The  sun-exposed  areas  of  this  xeroderma  pig- 
mentosum patient  from  1935  on  became  covered 
inceasingly  with  black  melanotic  freckles.  Sud- 
denly, and  quite  unexpectedly,  in  1968  the  mela- 
notic freckles  began  to  bleach  out  (Fig.  3-5)  — an 
unheard-of  phenomenon.  Photographs  for  1966 
and  1971  show  them  to  be  almost  gone.  Is  this  a 
return  of  the  skin  to  childhood  status  (Fig.  6)? 

SUMMARY 

No  matter  how  malignant  a melanoma  may  ap- 
pear clinically  and  pathologically,  it  may  not  be 
fatal. 

No  matter  how  numerous  and  black  melanotic 
freckles  may  be.  they  may  bleach  out  “spontane- 
ously'’. 
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Fig.  1.  The  patient  with  xeroderma  pigmentosum  in  1947.  Malignant  melanoma  removed  from  the  left  leg 
in  Rhode  Island  Hospital  in  1947. 


Fig.  2.  A cutaneous  tumor  removed  in  1962  with  biopsy  punch  followed  by  electrocoagulation.  Recovery 
as  tor  many  others  previously,  was  in  a few  weeks,  with  very  light  scar.  The  pathology,  as  for  previous  simi- 
lai  tumors,  was  malignant  melanoma. 

Sections  were  viewed  by  several  dermopathologists,  as  the  patient  was  discussed  in  several  meetings. 


(Continued  on  next  page) 
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Fig.  3.  Melanotic  freckles  in  1962  (left)  and  in  1966  (right). 


Fig.  4.  Melanotic  freckles  in  1962  (left)  and  in  1971  (right). 
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Fig.  5.  Melanotic  freckles  in  a forearm  in  1959  (left)  and  in  1966  (right).  At  the  present  time  the  area 
is  completely  white. 
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Blue  Shield  And  HMO’s 


Concept  Offers  Rhode  Island  Physi- 
cians and  Blue  Shield  Opportunity  To 
Provide  Alternate  Delivery  System 


By  Arnold  Porter,  M.D. 


This  afternoon,  I would  like  to  discuss  with  you 
Blue  Shield’s  involvement  in  Health  Maintenance 
Organizations  (HMOs)  and  why  such  involvement 
is  essential.  As  one  National  Association  of  Blue 
Shield  Plans  spokesman  said,  ‘‘The  day  Blue  Shield 
becomes  nothing  more  than  a carrier  shoveling 
money  from  one  pile  to  another,  then  we're  in  real 
trouble.”  Blue  Shield  must  actively  promote  im- 
provements in  the  delivery  system,  and  one  prem- 
ising vehicle  for  such  improvement  is  the  HMO. 

FEDERAL  LEGISLATION 

The  timeliness  of  this  subject  is  reflected  in  the 
recent  enactment  of  P.L.  93-222,  ‘ The  Health 
Maintenance  Organization  Assistance  Act  of  1973,” 
signed  into  law  by  President  Richard  M.  Nixon 
on  December  29.  1973.  This  law  is  expected  to 
fund  the  development  of  100  to  150  new  HMOs 
this  year  alone,  and  to  lure  scores  of  existing 
health  plans,  group  medical  practices,  and  medical 
care  foundations  into  the  HMO  business.  The 
American  Medical  News  of  February  25,  1974, 
calls  it  a "powerful  piece  of  legislation”  and  ‘‘the 
old  crystal  ball  holds  a bullish  future  for  HMOs." 

The  Act  is  much  more  far-reaching  than  the 
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Medicare  legislation  of  1965  because,  in  addition 
to  pouring  millions  of  dollars  into  the  health  care 
system,  an  attempt  here  is  made  to  provide  an 
alternative  method  of  delivery. 

The  distinction  between  the  HMO  idea  and 
the  traditional  Blue  Shield  and  commercial  health 
coverage  is  that,  in  addition  to  agreeing  to  pay 
for  the  health  services  the  consumer  requires,  the 
HMO  also  agrees  to  guarantee  the  availability  of 
those  services. 

The  real  sleeper,  however  in  the  Health  Main- 
tenance Act  is  not  the  $375  million  authorized  in 
the  next  full  year  and  the  almost  unlimited  fund- 
ing available  through  loan  guarantees,  but  the 
provision  that  requires  all  companies  employing 
25  people  or  more  to  offer  a qualified  HMO,  if 
available  as  an  alternative  to  the  traditional  type 
of  health  insurance.  An  equally  important  provi- 
sion wipes  out  all  State  legal  restrictions  to  the 
organization  of  HMO-like  structures  and  permits 
the  creation  of  corporations  to  provide  medical 
care  and  to  apply  modern  marketing  methods  to 
sell  the  concept.  These  two  portions  of  the  Act 
alone  will  open  the  way  for  some  22  more  States 
to  get  into  the  HMO  business  and  will  encourage 
rapid  expansion  of  private  funding  as  well  as  push- 
ing HMOs  into  the  giant  market  represented  by 
115  million  workers  and  their  dependents  who  are 
presently  covered  by  employer  health  insurance 
plans. 
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HISTORY  OF  HMOs 

Prepaid  group  plans  and  the  other  prototypes 
of  the  modern  HMO  concept  have  been  around 
for  over  40  years  and  have  caught  on  slowly  for 
many  reasons,  among  which  have  been  opposition 
from  organized  medicine,  restrictive  State  legisla- 
tion, the  public’s  lack  of  understanding,  and  the 
non-application  of  modern  industry’s  knowledge 
in  organization,  marketing,  and  management. 

The  architect  of  the  HMO,  the  name  coined 
for  the  new  national  health  strategy,  is  Doctor 
Paul  W.  Ellwood,  Jr.,  now  President  of  Inter- 
study, a Minneapolis  based  private  independent 
research  institute  for  interdisciplinary  studies  in 
health  care  and  related  fields.  I should  like  to 
spend  a few  moments  relating  to  you  some  of  his 
ideas  and  beliefs.  Over  and  over  again  he  has  ex- 
pressed his  faith  in  free  competition  and  in  free 
informed  consumer  choices  and  positive  incentives 
for  doctors. 

His  definition  of  an  HMO  is  “an  organization 
which  agrees  to  provide  comprehensive  health 
maintenance  services  to  its  enrollees  in  exchange 
for  an  annual  fee  negotiated  and  paid  in  advance, 
(and  further)  guarantees  that  these  services  will 
be  available  to  the  consumers.”  There  are  two 
primary  models:  the  group  practice  model,  in 
which  physicians  are  .organized  in  a common 
facility;  and  the  individual  practice  model,  in 
which  physicians  continue  to  practice  on  a solo, 
or  small  group,  basis.  In  the  first  the  groups  them- 
selves may  bear  the  risk  sharing  responsibility  for 
their  subscribers,  while  in  the  second  participating 
physicians  are  reimbursed  by  a central  HMO 
through  a variety  of  methods. 

IMPACT  ON  COSTS 

Doctor  Ellwood  states  emphatically  “that  the 
elimination  of  the  existing  private  practitioner  fee- 
for-service  system  is  neither  expected  nor  seen  as 
desirable.”  With  the  skyrocketing  costs  of  medical 
care  and  increasing  government  and  public  con- 
cern for  these  rising  costs,  Doctor  Ellwood  sees 
the  HMO  as  a much  more  desirable  choice  than 
applying  more  government  controls  to  a health 
industry  already  heavily  and  unsuccessfully  regu- 
lated by  state  and  federal  agencies.  One  less  favor- 
able alternative  is  the  establishment  of  regional 
health  authorities  with  public  utility-like  controls 
on  the  location  of  new  health  facilities,  controls 
on  the  physicians  professional  activities,  controls 
over  physicians’  charges  and  hospital  services,  con- 
trols over  physician  manpower  and  distribution, 


and  controls  on  many  otner  areas  that  will  remove 
from  the  providers  their  traditional  freedoms. 

Would  not  a successful  HMO  concept  which 
could  slow  the  rise  in  health  care  costs  and  which 
could  bring  more  care  to  more  people  even  though 
it  competed  with  our  present  system  be  more  sen- 
ible  than  the  government  taking  matters  in  its  own 
hands  and  creating  a monolithic,  highly  regulated 
system?  The  HMO  appears  to  offer  significant 
advantages. 

FEP  STUDY 

Perhaps  one  of  the  best  studies  to  support  the 
contention  of  lowering  at  least  hospital  costs  is 
the  experience  of  the  Federal  Employees  Program, 
the  largest  single  private  health  insurance  contract 
in  the  world.  After  eight  years  of  operation  the 
number  of  hospital  days  per  1,000  members,  the 
most  used  criterion  of  hospital  utilization,  for  those 
employees  opting  for  an  HMO  type  organization 
was  422  hospital  days  per  1,000  members  versus 
924  days  per  1,000  employees  enrolled  by  Blue 
Cross  and  Blue  Shield  and  commercial  companies 

When  Doctor  Ellwood  sold  his  HMO  concept 
in  1970  to  a group  of  prominent  physicians  and 
influential  members  of  the  Department  of  HEW 
assembled  in  Washington,  D.C.,  the  idea  was  im- 
mediately supported  by  the  present  administration 
and  by  many  segments  of  society  both  within  and 
outside  the  health  care  community  and  within  and 
outside  government.  President  Xixon  has  placed 
heavy  emphasis  on  HMOs  in  his  health  messages 
to  Congress.  His  Secretaries  of  HEW,  including 
Robert  Finch,  Elliot  Richardson,  and  Caspar 
Weinberger,  as  well  as  the  Assistant  Secretaries 
for  Health,  Doctors  Merlin  K.  Duval,  Jr.  and 
Charles  C.  Edwards,  are  staunch  supporters  of 
HMO  legislation. 

Doctor  Edwards,  formerly  a Mayo  Clinic  sur- 
geon and  a staff  member  of  the  AMA,  has  recently 
declared  he  is  “going  all  out  to  implement  the  new 
law  as  soon  as  possible.”  He  predicts  the  new  Act 
will  push  the  bulk  of  health  care  in  this  country 
within  a decade  from  fee  for  service  to  prepaid 
group  practice.  Non-government  experts  estimate 
that  25  per  cent  of  total  health  care  will  be  pro- 
vided through  HMOs  by  1984.  HMOs  have  re- 
ceived bipartisan  endorsement  by  the  Congress, 
and  all  of  the  11  or  so  major  national  health  in- 
surance bills  now  before  Congress  offer  the  choice 
of  enrolling  in  an  HMO,  except  the  AMA’s  Medi- 
credit  Bill.  The  Social  Security  Amendments  of 
1972,  better  known  as  HR  1,  which  also  created 
(Continued  on  next  page) 
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PSROs,  provided  for  payments  to  HMOs  under 
Medicare. 

INTEREST  WIDESPREAD 

In  addition  to  the  administration  and  Congress, 
the  enthusiasm  of  many  State  governments  for  the 
HMO  idea  must  be  reckoned  with.  California  is  an 
excellent  example.  Doctor  Earl  W.  Brian,  Jr.,  a 
conservative  physician  appointed  by  Governor 
Ronald  Reagan  to  activate  Reagan’s  taxpayer 
oriented  philosophy  for  Medi-Cal  (California's 
Medicaid)  and  the  entire  State  health  care  pro- 
gram, has  publicly  stated  that  more  than  one-half 
of  the  State’s  2,000,000  medically  indigent  pa- 
tients could  be  enrolled  in  prepaid  group  systems 
in  the  very  near  future.  All  group  prepaid  plans  in 
California  are  also  required  and  encouraged  to 
offer  their  sendees  to  private  prepaid  groups  of 
patients  as  well  as  Medi-Cal  patients.  If  the  Cali- 
fornia Republican  Administration  is  strongly  pro- 
posing the  HMO  concept,  more  liberal  administra- 
tions in  other  States  must  feel  that  something  at 
least  this  liberal  is  necessary. 

It  might  be  worth  noting  at  this  point  that  in 
Rhode  Island  the  Governor  and  officials  of  both 
the  Department  of  Health  and  the  Department  of 
Administration  and  the  Mayor  of  Providence  are 
members  of  the  Board  of  Directors  of  Rhode  Is- 
land Group  Health  Association. 

The  Committee  for  Economic  Development  has 
issued  a report  by  a prestigious  group  of  business- 
men and  educators  which  supports  the  HMO 
strategy  in  the  overhaul  of  the  nation’s  health  sys- 
tem with  much  factual  data  to  back  up  its  conclu- 
sions. The  AHA  has  recommended  that  experiments 
and  demonstrations  of  the  HMO  concept  be 
promptly  and  fully  implemented.  Stephen  Morris, 
President  of  the  AHA  in  1972,  states,  “The  most 
obvious  need  is  to  encourage  the  development  of 
health  care  systems  which  cut  across  established 
organizations  and  institutional  patterns.  These  sys- 
tems which  can  be  known  as  Health  Care  Corpora- 
tions or  HMOs  will  have  strength  far  greater  than 
any  single  institution.”  He  supports  “creative 
pluralism,”  innovation,  and  experimentation.  John 
W.  Kaufman,  Chairman  of  the  Board  of  the  AHA 
in  1973,  said  that  in  his  honest  opinion  the  his- 
toric fee-for-service  practice  of  medicine  will  be 
replaced  by  a capitation  system  and  prepaid  health 
care,  although  some  physicians  will  choose  to  prac- 
tice outside  the  system.  He  does  not  predict  when 
this  change  will  happen. 

A great  many  of  our  private  medical  schools 
have  undertaken  upon  themselves  to  develop 


HMO-iike  models.  The  list  of  these  academic  cen- 
cers  includes  Harvard,  Yale,  John  Hopkins,  George- 
town, Temple,  Washington  University,  and  George 
Washington.  Following  these  pioneers  there  are 
now  many  others. 

INVOLVEMENT  OF  COMMERCIAL  CARRIERS 

Scores  of  major  manufacturers,  commercial  com- 
panies, and  corporations  are  considering  starting 
their  own  HMOs  for  their  own  employees.  AT&T 
presently  offers  the  option  to  its  employees,  and 
the  UAW  union  contracts  give  the  individual  work- 
ers a choice  of  which  system  of  health  delivery 
they  desire.  In  Dallas  Texas  Instruments  is  plan- 
ning an  HMO  to  serve  its  own  employees.  In 
Rochester,  New  York,  where  Eastman  Kodak  and 
Xerox  both  have  endorsed  the  HMO  concept, 
there  is  now  a quadruple  choice  of  plans  — tradi- 
tional Blue  Cross  and  Blue  Shield  and  three  pre- 
paid groups. 

Many  other  groups  in  the  private  sector  are  also 
very  much  interested  in  getting  into  the  act.  In 
63  of  the  200  prepaid  plans  in  various  stages  of 
operation  and  development  46  insurance  companies 
are  active.  Commercial  carriers  are  directly  in- 
volved in  15  of  50  to  60  fully  operating  prepaid 
plans  for  a multiple  of  reasons  among  which  are 
public  pressure,  politics,  competition,  and  money. 
Among  these  are  such  companies  as  John  Han- 
cock Life,  Prudential,  CNA,  Connecticut  General, 
Equitable  Life  of  California,  Aetna  Life  and  Casu- 
alty, and  Metropolitan  Life.  They  are  involved 
as  sponsors,  administrators,  reinsurers,  and  mar- 
keters among  other  roles. 

ROLE  OF  MEDICAL  SOCIETIES 

State  or  county  medical  societies  have  estab- 
lished. non-profit  foundations  to  provide  services 
for  patients  w’ho  acquire  health  insurance  that 
meets  foundation  prescribed  standards  of  cover- 
age. All  physicians  belonging  to  the  medical  so- 
ciety are  eligible  to  join,  and  they  agree  to  accept 
reimbursement  from  the  foundation  patients’  in- 
surers not  exceeding  specified  maximums  for  each 
type  of  service.  The  insurers  receive  agreed-upon 
policing  of  claims.  The  largest  function  of  these 
foundations  so  far  has  turned  out  to  be  peer  re- 
view'. Medical  societies  all  over  the  nation  are 
turning  to  medical  care  foundations  to  ward  off 
federal  control  and  maintain  the  fee-for-service 
principle. 

There  are  other  medical  societies,  however, 
which  have  formed  or  are  in  the  process  of  form- 
ing true  HMO-like  organizations.  For  instance  the 
Wisconsin  Medical  Society,  in  cooperation  with 
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Blue  Shield,  has  developed  such  a plan  whereby 
capitation  for  primary  physicians  and  fee  for  serv- 
ice for  specialists  go  hand  in  hand.  The  plan, 
known  as  Health  Maintenance  Plan,  has  been  suc- 
cessful, and  preliminary  enrollment  results  are 
encouraging.  So  far  in  the  communities  where  it  is 
available  more  than  80  per  cent  of  the  patients 
offered  the  option  as  opposed  to  the  traditional 
Blue  Shield  system  have  signed  up,  and  so  have 
more  than  95  per  cent  of  the  physicians.  In  the 
State  capital,  Madison,  all  but  two  dozen  of  the 
county’s  550  physicians  have  signed  with  the  plan. 

Solo  physicians  and  private  physician  groups 
have  provided  services  for  enrollees  of  many  types 
of  HMOs  either  on  a full-time  or  part-time  basis 
in  many  organizations  across  the  country,  and 
inquiries  from  physicians  about  HMOs  fill  the 
daily  mail  in  government  and  Blue  Shield  offices 
throughout  the  nation.  Several  weeks  after  the 
enactment  of  the  new  law  one  West  Coast  regional 
office  for  the  U.S.  Department  of  HEW  was  get- 
ting up  to  200  calls  a day  from  provider  groups 
seeking  information  about  the  HMO  program. 

Major  hospitals  have  developed  HMO  proto- 
types. The  Henry  Ford  Hospital  in  Detroit  with 
1,100  beds  can  provide  comprehensive  health  care 
for  a price  which  Blue  Cross  charges  for  hospitali- 
zation alone.  St.  Mary’s  Hospital  in  Milwaukee  is 
in  a similar  category. 

FLEXIBILITY  OF  SYSTEM 

As  you  can  see  from  these  remarks  a single  per- 
son, a group  of  persons,  physicians,  lawyers,  or 
anyone  else,  a State,  a company,  a corporation, 
almost  any  organization  profit  making  or  non- 
profit making,  public  or  private,  can  sponsor  an 
HMO.  “The  book  has  not  been  written.”  One  of 
the  strengths  of  this  new  concept  is  its  great 
flexibility. 

BLUE  CROSS  AND  BLUE  SHIELD 

All  of  this  leads  me  to  the  role  of  Blue  Cross 
and  Blue  Shields  in  HMOs.  At  present  22  Blue 
Cross  Plans  are  involved  in  42  operational  deliv- 
ery projects  in  16  States  and  the  District  of  Co- 
lumbia. In  addition  to  this  there  are  at  least  41 
more  Blue  Cross  assisted  delivery  schemes  in  vari- 
ous stages  <of  growth.  Walter  J.  McNerney,  Presi- 
dent of  Blue  Cross  of  America,  last  month  said, 
“The  unique  advantages  Blue  Cross  Plans  can 
offer  an  HMO  include  access  to  the  market,  risk 
capital  advantages,  the  administrative  capacity  to 
do  the  job,  and  the  capacity  to  provide  out-of-area 
coverage  and  transfer.” 

Massachusetts  Blue  Cross  President,  Arthur 


Carty,  observed  that  the  “Blue  Cross  umbrella” 
is  a plus  in  selling  HMOs  because  it  guarantees 
that  the  HMO  is  non-profit,  community  service 
oriented,  regulated,  and  efficient.  Although  there 
are  and  will  be  obstacles  to  establishing  HMOs, 
Blue  Cross  system  officials  emphasized  in  a re- 
cent seminar  in  New  York  City  that  advantages 
of  HMOs  outweigh  the  difficulties,  and  there  is 
non-controversial  evidence  of  lesser  use  of  hospi- 
talization — an  important  plus  in  cost  savings. 

On  the  Blue  Shield  side  every  sizable  plan  is 
involved  to  some  extent  in  alternate  delivery  sys- 
tems, and  that  goes  for  many  of  the  medium  size 
plans  also.  In  September  1973  there  were  25  opera- 
tional delivery  projects  in  which  Blue  Shield  was 
involved  in  addition  to  aiding  16  or  17  more.  In 
many  of  these  endeavors  there  is  joint  Blue  Cross 
and  Blue  Shield  involvement  such  as  in  Philadel- 
phia where  Philadelphia  Blue  Cross  and  Pennsyl- 
vania Blue  Shield  have  recently  signed  contracts 
to  participate  in  the  South  Philadelphia  Health 
Plan,  a Health  Maintenance  Organization  that 
will  make  all  of  the  Plan’s  2.4  million  subscribers 
eligible  for  thhe  comprehensive  benefits. 

The  objective  of  the  National  Association  of 
Blue  Shield  Plans  is  to  insure  as  many  people  as 
possible  for  health  care  benefits  and  to  support 
what’s  best  for  the  health  care  system  involving 
70  million  subscribers.  As  Ned  Parish,  NABSP’s 
President,  said,  “Today’s  consumers  are  sophisti- 
cated enough,  for  the  most  part,  to  perceive  and 
define  their  own  needs.  To  the  extent  that  alter- 
natives are  sought,  an  organization  of  Blue  Shield’s 
stature  should  respect  the  consumer’s  right  and 
capability  to  choose  the  medical  care  system  best 
suited  to  him.”  “At  the  same  time,”  he  continued, 
“Blue  Shield  also  recognizes  that  alternatives  and 
the  freedom  to  choose  the  professional  setting  in 
which  .services  are  delivered  should  be  an  option 
equally  available  to  the  physician.  Many  physi- 
cians are  voluntarily  choosing  to  practice  in  an 
HMO  or  prepaid  group  practice  setting.  The  op- 
tions must  be  applied  to  all  groups  — providers 
and  subscribers  alike.” 

In  testimony  on  December  1,  1971  at  an  HMO 
hearing  of  the  Senate  Health  Subcommittee  Ar- 
thur F.  Hanley  stated:  “Rhode  Island  Blue  Cross 
and  Blue  Shield  recognize  in  our  role  as  the  State’s 
largest  organizer  of  health  care  benefits,  it  is  our 
responsibility  to  provide  the  people  of  Rhode  Is- 
land with  a practical  application  of  the  principle 
embodied  in  the  HMO  concept." 

(Concluded  on  page  264) 
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THE  V.  A.  HOSPITAL  AT  DAVIS  PARK 


Our  cover  this  month  is  devoted  to  the  Veterans 
Administration  Hospital  of  Providence.  Rhode  Is- 
land, located  on  a commanding  hill-top  in  Davis 
Park.  On  June  6th  is  celebrated  the  twenty-fifth 
anniversary  of  its  opening. 

The  caliber  of  V.  A.  medicine  can  be  measured 
by  the  stature  of  the  medical  authorities  who  ap- 
peared on  the  anniversary  program  — all  affiiliated 
with  Y.  A.  hospitals.  One  of  the  more  prestigious 
names  was  that  of  Dr.  Rosalyn  S.  Yalow,  who, 
with  the  late  Solomon  A.  Berson.  developed  radio- 
immunoassay while  working  in  a V.  A.  hospital. 

In  the  past  quarter  century  it  has  served  the 
veterans  of  Rhode  Island  well.  In  the  absence  of 
a medical  school  in  the  local  area,  it  has  been 
affiiliated  with  Boston  University,  training  residents 
in  both  medicine  and  surgery. 

Two  new  developments  were  announced  in  con- 


nection with  the  anniversary  celebration.  The  first 
is  expected  approval  for  the  building  of  an  exten- 
sive new  two-story  ambulatory  wing  to  provide  for 
a rapidly  expanding  ambulatory  service. 

The  second  development  is  the  formal  affiiliaticn 
in  the  Brown  University  Medical  School  to  com- 
mence with  the  coming  academic  year.  The  hos- 
pital will  receive  students  from  the  medical  school 
and  train  residents  in  the  various  specialties  in  co- 
ordination with  the  other  teaching  hospitals  in  the 
Brown  system. 

We  congratulate  "The  Y.  A.”  on  the  occasion  of 
its  observance  of  twenty-five  years  of  sendee  to 
the  state  and  its  veterans  and  look  forward  to  a 
continued  complete  relationship  and  a closer  inte- 
gration with  the  medical  community  of  Rhode 
Island. 


THE  PROBLEM  ORIENTED  RECORD 


This  new  device  for  improving  the  hospital  rec- 
ord is  the  brainchild  of  Doctor  Lawrrence  L.  Weed 
of  the  University  of  Vermont  College  of  Medicine. 
As  a result  of  his  superb  salesmanship  it  has  been 
adopted  increasingly,  particularly  in  teaching  hos- 
pitals. Hospitals  in  Rhode  Island  affiliated  with 
Browm  University  have  installed  it  as  a standard. 
It  is  being  taught  to  all  medical  students,  interns, 
and  residents  in  the  area.  It  is  a little  early  to 
judge  whether  it  has  accomplished  what  its  spon- 
sors have  claimed  for  the  system,  but  it  is  already 
clear  that  it  is  no  panacea  for  improving  medical 
care  or  record  keeping. 

Certain  general  observations  are  in  order.  Legi- 
bility has  not  improved.  The  records  are  no  easier 
to  follow.  The  use  of  unintelligible  abbreviations 
continues.  There  is  no  consistent  follow-up  of  the 
designated  problems.  Discharge  summaries  tend  to 
ignore  the  problem  oriented  approach.  The  excel- 
lence of  individual  records  appears  to  reflect  ex- 
cellence of  care  and  conscientious  record  keeping, 
rather  than  any  inherent  merit  in  the  system. 

While  we  are  not  yet  prepared  to  discount  this 


ingenious  and  promising  method  of  organizating 
the  medical  record,  we  are,  frankly,  increasingly 
disenchanted.  Greater  emphasis,  we  believe,  should 
be  given  to  well-established  fundamentals  in  intro- 
ducing medical  students  and  house  officers  to  the 
art  of  keeping  medical  records.  Simple  declarative 
sentences  with  minimum  use  of  arcane  abbrevia- 
tions is  a good  start.  Dates  instead  of  days  of  the 
week  are,  of  course,  indispensable  for  retrospective 
review  of  records.  Frequent  progress  notes,  prob- 
lem-oriented or  conventional,  are  an  essential  in- 
gredient. The  notes  should  be  informative  as  to  the 
general  condition  of  the  patient,  changes  in  vital 
signs  and  laboratory  findings,  and  in  the  clinical 
progress  manifested  by  the  patient.  Plans  and  in- 
tent should  be  stated  clearly.  A good  record  should 
give  a lucid  continuing  picture  of  the  status  of  the 
patient  and  should  not  be  a jig-sawr  puzzle,  chal- 
lenging the  ingenuity  of  those  charged  with  re- 
viewing and  evaluating  patient  care. 

The  problem  oriented  record  may  be  the  wave 
of  the  future,  but  we  are  not  yet  convinced  on  the 
basis  of  performance  that  it  has  come  to  stay. 
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CHEMICALLY  DEFINED  ELEMENTAL  DIET 


Two  recent  papers1- 2 describe  important  work 
in  surgical  nutrition  currently  in  progress  in  Rhode 
Island.  In  fact  Rhode  Island  has  become  a world 
center  for  investigation  in  this  field  under  the  di- 
rection of  Doctor  Henry  Thomas  Randall  of  the 
Rhode  Island  Hospital  and  Brown  University. 
Both  papers  report  experience  with  the  use  of  the 
chemically  defined  elemental  diet,  familiarly 
known  as  the  space  diet. 

The  first  describes  the  treatment  of  high  output 
gastrointestinal  cutaneous  fistulas  in  3 7 patients, 
most  of  whom  had  fistula  drainage  in  excess  of 
200  ml.  The  fistulas  were  fairly  evenly  divided 
among  upper  gastrointestinal,  small  bowel,  and 
large  bowel  fistulas.  Eighty-six  per  oent  otf  the 
fistulas  were  directly  related  to  surgery.  Two-thirds 
•of  the  patients  were  initially  treated  by  high  cal- 
oric intravenous  feeding.  All  patients  received 
either  sequentially  or  initially  an  enterically  ad- 
ministered defined  elemental  diet. 

Patients  with  gastrointestinal  (GI)  cutaneous 
fistulas  by  the  very  nature  of  the  initial  process 
are  often  chronically  malnourished.  The  super- 
imposition of  an  acute  insult  upon  the  chronic 
one  leads  to  an  additional  catabolic  process  which 
interferes  drastically  with  the  healing  mechanisms 
of  which  the  fistulas  are  both  a causative  factor 
and  a resulting  effect. 

Elemental  diets  are  ideally  suited  for  patients 
with  gastrointestinal  cutaneous  fistulas.  In  upper 
GI  tract  fistulas  a feeding  tube  attached  to  a roller 
pump  or  fed  by  gravity  can  be  passed  beyond  the 
fistula  into  the  distal  duodenum  or  proximal  jeju- 
num. The  elemental  diets  contain  virtually  no  fat, 
require  minimal  digestion,  and  therefore  produce 
minimal  stimulation  of  pancreatic  and  biliary  se- 
cretion. The  diet  is  absorbed  in  the  duodenum  or 
upper  jejunum.  Enterocutaneous  fistulas  can  be 
managed  with  a tube  passed  beyond  the  fistula  or 
by  an  appropriately  placed  jejunostomy  permitting 
feeding  below  the  fistula.  Colocutaneous  fistulas 
piesent  no  difficulties  because  the  diets  are  com- 
pletely absorbed  before  reaching  the  large  bowel 
and  produce  no  residue. 

Twenty-four  of  the  37  patients  had  spontaneous 
closure.  Six  patients  required  surgical  closure. 
There  were  six  deaths,  four  from  cancer.  There 
was  one  chronic  fistula.  Thus  there  was  an  81  per 
cent  success  rate  and  a 16  per  cent  mortality  as 


contrasted  with  a 64  per  cent  mortality  in  an 
earlier  well-known  series. 

The  second  paper  by  the  same  group  reports  ex- 
perience with  40  patients  with  acute  inflammatory 
bowel  disease  treated  with  similar  preparations. 
Patients  with  these  disorders  are  often  nutrition- 
ally depleted  to  begin  with.  When  exacerbations 
of  the  inflammatory  process  occur,  the  increased 
energy  requirements  result  in  a breakdown  of  the 
compensatory  nutritional  mechanisms.  The  result- 
ing starvation  leads  to  a prolongation  of  the 
primary  disease  process,  impaired  wound  healing, 
and  increased  susceptibility  to  infection.  The  pa- 
tients treated  included  cases  of  ileocolitis,  ulcera- 
tive colitis,  regional  enteritis,  granulomatous  co- 
litis, diverticulitis,  and  ulcerative  proctitis.  Six  pa- 
tients had  a short  gut  due  to  previous  resections. 
The  risk  of  infectious  complications  with  intra- 
venous nutrition  renders  a practicable  alternative 
highly  desirable.  The  space  diet  here  again  is  ad- 
ministered through  a nasogastric  tube,  as  previ- 
ously described.  The  characteristics  of  elemental 
diets  make  them  singularly  applicable  in  these  dis- 
orders. They  provide  a high  caloric,  high  nitrogen 
source,  and  are  virtually  fat  free  and  without  resi- 
due. Absorption  takes  place  in  the  upper  GI  tract 
with  minimal  stimulation  of  exocrine  secretions. 
They  may  be  administered  even  during  acute 
exacerbations. 

Nitrogen  balance  and  body  composition  studies 
in  a number  of  patients  confirmed  a marked  ana- 
bolic response  to  the  elemental  diet.  While  mor- 
bidity and  mortality  results  are  not  susceptible  to 
statistical  analysis,  it  was  concluded  that  this  type 
of  enteric  nutrition  contributed  substantially  to 
the  treatment  of  acute  and  subacute  inflammatory 
bowel  disease,  obviating  surgery  in  some  and  re- 
ducing the  operative  risk  in  others. 

It  is  heartening  that  this  important  space  age 
contribution  to  the  care  of  patients  suffering  from 
various  gastrointestinal  calamities  has  been  de- 
veloped in  Rhode  Island. 
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HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  230) 
tive  hospital  admissions  under  Medicare  and  Medi- 
caid: 

‘ The  Rhode  Island  Medical  Society  House  of 
Delegates  stands  in  opposition  to  the  implementa- 
tion of  hospital  precertification  in  Rhode  Island 
and  such  opposition  should  be  conveyed  to  HEW, 
the  Federal  Register,  and  the  State’s  federal  legis- 
lators.” 

Reasons  for  this  action  are  as  follows: 

1.  These  regulations  represent  a threat  to  the 
medical  care  of  those  citizens  in  our  country  who 
are  served  by  Medicare  and  Medicaid.  As  we  un- 
derstasd  it,  every  Medicare  and  Medicaid  patient 
must  be  cleared  by  a Utilization  Review  Commit- 
tee prior  to  admission  to  a hospital  unless  it  is  an 
emergency.  Who  will  determine  what  constitutes 
an  emergency?  For  most  of  them,  the  withholding 
of  Medicare  or  Medicaid  hospital  benefits  will  mean 
that  the  patient  will  be  denied  hospitalization  be- 
cause he  doesn’t  have  any  other  means  to  pay  for 
his  care. 

2.  Review  decisions,  apparently,  will  not  be 


made  on  the  basis  of  an  examination  of  the  patient 
by  physicians.  They  would  be  decisions  made  on 
paper  based  on  wrhat  the  physician  wrote  down  on 
the  record. 

3.  The  additiontl  reviews  and  paper  work  will 
result  in  physicians  spending  less  time  with  their 
patients.  Several  outstanding  physicians  in  Rhode 
Island  have  left  the  practice  of  medicine  to  become 
administrators,  and  we  can  ill  afford  to  lose  our 
primary-care  physicians  to  this  administrative  type 
work. 

4.  If  the  intent  of  these  regulations  is  to  effect 
cost  savings,  we  wonder  whether  this  will  be  an- 
other example  of  spending  $3  to  save  $2.  Imple- 
mentation of  these  regulations  will  require  con- 
siderable manpower. 

5.  These  regulations  strike  at  the  very  essence 
of  the  patient-physician  relationship.  The  patient 
relies  on  his  physician's  professional  judgment,  and 
his  physician  must  have  the  freedom  to  determine 
what  care  is  necessary  for  that  patient.  This  funda- 
mental freedom  can  and  will  be  eroded  away  by  a 
committee  of  physicians  or  an  admitting  clerk. 

6.  These  proposed  regulations  violate  the  clear 
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intent  of  the  Congress  to  provide  medical  care  for 
the  elderly  and  the  poor. 

7.  Present  medical-legal  aspects  would  place  a 
utilization  committee  or  the  physician  involved  in 
very  serious  straits  if  a patient  was  denied  admis- 
sion to  a hospital  and  died  or  if  his  condition  wor- 
sened. Such  certification  procedures  would  create 
serious  problems  in  potential  professional  liability 
for  patient  care. 

8.  As  alluded  to  in  Xo.  7,  such  regulations  have 
tremendous  legal  implications.  How  can  a group  of 
physicians  make  the  proper  decisions  on  admitting 
patients  to  hospitals  when  they  have  not  evamined 
those  patients?  Mistakes  will  be  made  which  will 
cost  people  their  lives,  and  we  question  whether 
anyone  will  remain  in  the  malpractice  insurance 
business. 

9.  Keeping  records  up-to-date  has  been  a grow- 
ing problem  for  physicians,  what  with  the  addi- 
tional papre  work  demands  made  on  the  medical 
profession  over  the  past  few  years.  With  the  im- 
position of  precertification,  these  problems  will 
greatly  increase.  Utilization  review  committees  are 
already  over-burdened  with  heavy  workloads. 

10.  Representatives  of  the  Rhode  Island  Medi- 


cal Society  have  studied  the  precertification  tech- 
niques used  in  the  CHAP,  HAAP,  HASP,  and 
UPRO  programs  in  California,  New  Mexico,  Illi- 
nois and  Utah,  respectively,  and  it  appears  that 
precertification  is  an  effective  surveillance  mechan- 
ism in  less  than  5%  of  the  physicians  thus  far  so 
subjected.  Why  further  harass  and  penalize,  spend- 
ing the  taxpayers  money  in  so  doing,  the  other  95 
plus  per  cent  considered  even  by  these  scrutinizing 
standards  to  be  making  sound  and  proper  judg- 
ments. 

11.  Introduction  of  these  proposed  regulations 
automatically  assumes  that  the  States  are  not 
properly  conducting  ecective  Utilization  Review 
Programs.  Each  hospital  in  Rhode  Island  has  an 
ongoing,  effective  Utilization  Review  Committee. 
We  are  proud  of  our  progress  in  this  area  and  that 
man}'  of  the  committees  pre-date  the  Medicare 
and  Medicaid  programs. 

12.  Precertification  implies  rigid  criteria  which 
would  not  allow  for  differences  between  one  patient 
and  another  particularly  regarding  his  or  her  "home 
conditions.”  Many  medical  patients  in  well-to-do 
surroundings  with  ample  assistance  may  be  treated 
at  home  for  a condition  which  poverty  circumstances 

(Continued  on  next  page) 
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Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night. 
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Profile  20 


Results  in 

Lowering  Medical  Costs 


Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
$15.00 


335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph..  D B.S.  M.T.  (ASCP) 
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would  not  permit.  This  would  constitute  an  indi- 
rect discrimination  against  the  poor. 

13.  These  proposed  regulations  do  not  consider 
important  variables  necessary  to  provide  the  best 
possible  health  care  for  the  patient.  Home  condi- 
tions, economic  status,  patient  and  family  attitudes 
all  must  be  considered  when  rendering  appropriate 
care. 

14.  The  potential  loss  in  terms  of  patient  care 
and  physician  time  and  manpower  along  with  the 
inevitable  2nd  inestimable  errors,  delays  and  ag- 
grevations  appear  to  be  far  greater  than  any  savings 
which  might  result  due  to  precertification. 

For  the  reasons  listed  above,  and  for  the  sake 
of  good  patient  care  for  Medicare  and  Medicaid 
recipients,  we  urgently  request  that  these  regula- 
tions be  rescinded. 

With  many  thanks  for  your  consideration,  I am 

Sincerely, 

Edmund  T.  Hackman,  M.D. 

APPENDIX  B 

I am  Nathan  Chaset,  M.D.  I am  a practicing  Ur- 
ologist in  Providence,  R.  I.  For  many  years  I have 
been  cn  the  Mediation  Committee  and  for  approxi- 
mately 7 years  have  been  its  Chairman.  I am  now 
President-Elect  of  the  Rhode  Island  Medical  So- 
ciety and  on  March  13,  1974  I will  be  installed  as 
President  of  the  Society. 

I am  here  representing  the  Rhode  Island  Medical 
Society  in  the  matter  of  the  request  for  a 90.1  per 
cent  increase  in  Professional  Liability  Insurance 
premium  rates  over  the  rates  effective  November, 
1972.  I have  been  over  the  filing  memorandum 
supplied  by  Aetna  and  have  tried  to  comprehend 
what  is  in  the  exhibits  I through  IX.  I frankly 
admit  it  is  way  beyond  my  comprehension . I leave 
the  analysis  of  these  exhibits  to  more  knowledge- 
able minds  and  hope  for  some  clarification.  How- 
ever, T do  find  an  increase  of  90.1  per  cent  very 
difficult  to  understand  and  to  justify. 

There  is  no  doubt  that  we  in  Medicine  are  faced 
with  a ‘‘malpractice  mess.”  It  is  equally  true  that 
a long  term  solution  to  the  problem  concerns  all 
leaders  in  the  health  field.  The  problem  is  not 
merely  an  insurance  carrier  and  an  insured  physi- 
cian. It  has  been  widely  recognized  that  many  other 
factors  are  involved  such  as  contingency  fees  to 
lawyers:  panels  which  supposedly  arbitrate,  and  in 
some  cases  do  just  that,  but  in  other  cases  actually 
supply  important  ammunition  to  plaintiff’s  lawyers: 
commissions  on  malpractice  which  becloud  the  is- 
sue rather  than  supply  solutions;  and  insurance 
carriers  which  are  more  interested  in  high  premiums 
than  they  are  in  reoslution  of  the  problems. 
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The  statistics  presented  in  this  hearing  may  be 
valid.  They  are  so  complex  that  I believe  they  may 
be  interpreted  only  by  an  insurance  actuarial  ex- 
pert. I have  in  the  past  on  many  occasions  at- 
tempted to  get  meaningful  answers  to  questions 
pertaining  to  my  work  on  the  Mediation  Committee 
of  the  R.  I.  Medical  Society.  Despite  repeated  at- 
tempts to  get  answers,  I have  not  ever  gotten  a 
straight  answer.  I am  told  that  ‘‘Oh,  that  is  con- 
fidential” or  ‘‘we  have  been  sworn  to  secrecy  in 
that  matter.”  So,  therefore,  I can't  actually  refute 
the  figures  presented  here.  I do  know  that  for  many 
years  our  experience  in  this  State  has  been  regaided 
as  a model  for  others  to  follow.  Our  Mediation 
Committee  has  functioned  most  effectively  and  has 
cooperated  better  than  100  per  cent  with  the  at- 
torneys for  the  defense  who,  I am  sure,  will  concur 
in  that  statement.  We  have  provided  all  kinds  of 
medical  expertise  in  all  phases  of  their  preparations. 
Moreover,  we  have  had  panels  on  malpractice  in  the 
various  component  societies  of  our  state  and  have 
had  these  lawyers  as  participants.  These  multiple 
efforts  have  been  mutually  beneficial  and  educa- 
tional. 

On  January  8,  1974  a meeting  was  held  in  Provi- 
dence with  representatives  of  the  Aetna  Company 
who  came  from  the  company  headquarters  in  Hart- 
ford, Connecticut  and  met  with  a representative 
group  from  the  Rhode  Island  Medical  Society.  It 
was  a valuable  meeting.  The  people  from  Aetna  gave 
us  a presentation  which  in  essence  outlined  in  minor 
detail  what  they  had  accomplished  in  Connecticut 
with  a program  of  ‘‘preventive  medicine”  which  they 
had  initiated  and  had  implemented  throughout  the 
State  of  Connecticut.  It  was  most  interesting  that 
the  medical  society  in  Connecticut  was  doing  pretty 
much  what  we  here  in  Rhode  Island  had  been  doing 
all  along.  With  a few  minor  changes  we  could  easily 
conform  the  pattern  set  by  Aetna  in  Connecticut. 
1 specifically  requested  an  outline  of  the  plan  so  I 
could  study  it  in  detail.  As  of  this  date  I have  not 
yet  received  that  outline. 

I must  add  that  the  meeting  then  turned  to  a 
sharp  sales  pitch  for  the  major  portion  of  our  Li- 
ability Insurance  provided  there  was  adequate  fi- 
nancial input. 

It  has  been  established  that  Professional  Liabil- 
ity involves  only  from  1-1 per  cent  of  all  liabil- 
ities and  yet  we  know  very  little  about  it.  You  can 
learn  very  little  from  carriers.  If  you  want  to  learn 
something  about  casualty  liability,  it  is  very  easy 
to  get  all  the  information  you  ask  for.  If  it  involves 
professional  liability,  it  becomes  a closed  door. 


In  a recent  article  there  were  quoted  figures  from 
the  Louisiana  State  Medical  Society  which  surveyed 
an  eight  year  period  in  which  members  paid  6,800,- 
000.00  in  premiums  and  the  total  expenses  paid  to 
defend  these  claims  and  paid  out  to  claimants  and 
their  attorneys  amounted  to  just  under  $500,000.00. 
Those  should  have  been  very  profitable  years  for 
the  carriers. 

I believe,  with  your  help  and  expertise,  we  should 
know  exactly  what  were  the  total  premiums  paid  in 
for  the  period  1968-1972  — a five  year  period. 
We  also  would  like  to  know  the  exact  amounts  paid 
to  claimants  either  by  settlement  or  after  trial.  Sep- 
arate and  apart  we  should  know  exactly  how  much 
was  expended  by  Aetna’s  people  in  preparing  these 
cases.  We  should  know  how  much  was  put  aside 
as  reserves  or  allocated  loss  adjustment  expenses 
against  future  possible  claims  and  exactly  how 
much  these  reserves  generated  in  added  income. 
We  should  know  if  these  added  resources  were 
credited  to  the  account  of  the  Rhode  Island  doctors. 
I further  believe  we  should  have  the  exact  number 
of  claims  settled  and  the  number  which  went  to 
trial.  I also  believe  we  should  know  the  same  ans- 
wers for  1973  if  they  are  available. 

I further  would  like  to  make  the  point  that  the 
insurance  company  has  already  begun  a program 
aimed  at  excluding  certain  “high  risk”  categories; 

(Continued  on  next  page) 
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MEDICAL  OFFICE  SUITE 
AVAILABLE 

Located  in  the  Park  Plaza 
1429  Warwick  Avenue 
Warwick,  R.  I. 

Suite  has  six  offices  with  developing  room 
and  lavette.  Building  is  of  modern  construc- 
tion and  rent  includes  all  utilities  and  central 
air-conditioning. 

Please  call  942-0581  for  an  appointment. 

P & W CORP. 

577  Natick  Road 
Cranston,  R.  I.  02920 


apply  for 

OFFICE  EXPENSE  INSURANCE 
(TAX  DEDUCTIBLE) 

ALL  R.I.M.S.  members  are  now  eligible  to 
to  pay  up  to  $3,500.00  monthly  Overhead 
Expenses  which  continue  during  DISABILITY. 

RATES  REDUCED  15%  because  of  good  ex- 
perience of  our  group  to  date.  Present  exper- 
ience and  increased  Member  participation  can 
earn  us  all  another  10%  to  20%  next  year! 

Write  or  phone  the  Administrator  for  liter- 
ature and  information. 

ADMINISTRATOR: 

R.  A.  DEROSIER  AGENCY 

215  Waterman  Avenue 
East  Providence,  Rhode  Island 
Tel.  438-0660 


namely  anesthesiologists  and  plastic  surgeons,  and 
I doubt  seriously  that  this  factor  is  included  in 
their  projections  of  things  to  come. 

Despite  all  the  figures  which  may  be  true  or 
may  be  manipulated  one  thing  is  very  clear.  We 
must  have  all  groups  concerned  with  this  problem 
vitally  interested  and  constantly  seeking  to  find 
new  approaches  for  improving  our  situation.  We 
in  the  Medical  Society  must  seek  ways  to  work 
jointly  wdth  the  several  carriers  in  our  area  and 
develop  the  best  possible  relationships  with  them. 
We  must  assist  them  in  every  way.  We  must  alert 
them  to  problem  areas  and  problem  physicians.  We 
must  advise  and  assist  in  every  possible  way.  The 
carriers,  in  turn,  must  respond  in  a meaningful  way. 
If  Aetna  has  a plan  which  works  out  very  success- 
fully in  Connecticut,  1 insist  that  Rhode  Island  is 
not  far  away  from  Connecticut  either  in  distance 
or  in  eagerness  to  cooperate  and  implement  any 
plan  which  involves  education,  preventive  main- 
tenance, cooperation  and  assistance.  I find  it  very 
difficult  to  comprehend  why  it  becomes  necessary 
to  demand  a 90.1  per  cent  increase  in  premium 
rates  before  any  such  program  is  offered  to  the 
Rhode  Island  Medical  Society.  It  seems  we  must 
pay  the  contingency  fee  before  we  know  what  the 
eventual  settlement  might  be.  I do  not  question 
that  Aetna  might  be  entitled  to  some  increase  in 
rate.  I cannot  understand  90.1  per  cent.  I might 
also  point  out  that  the  Cost  of  Living  Council  still 
has  a tight  lid  clamped  on  physician’s  fees. 

Mr.  Commissioner,  I have  one  additional  item 
I would  like  to  discuss.  If  we  look  at  exhibit  IX 
sheet  2,  wre  see  an  item  which  I find  interesting. 
This  is  the  item  ‘•commissions’-  which  represents 
15  per  cent  of  the  premium.  I bought  my  first 
policy  for  professional  liability  approximately  35 
years  ago.  The  cost  of  reissuing  my  policy  year  after 
year  is  almost  negligible  yet  an  agent  gets  15  per 
cent  of  my  premium  year  after  year  after  year  with 
very  little  input.  As  my  premiums  increase  his  cut 
remains  at  15  per  cent  and  increases  also.  If  you 
allow  a 90  per  cent  increase  in  premium  rates  his 
commission  will  also  increase  by  90  per  cent.  For 
no  input  and  no  work  and  no  risk. 

Tt  is  further  interesting,  Mr.  Commissioner,  that 
i he  Aetna  presentation  to  the  Cleveland  Academy 
of  Medicine  which  I received  only  2 days  ago  offers 
the  members  a 15  per  cent  discount  over  established 
premium  rates.  I find  this  an  astounding  coincidence 
and  perhaps  an  avenue  of  approach  to  some  help 
in  arriving  at  a determination  of  what  the  true 
outlay  for  expenses  might  be.  I would  strongly 
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suggest  that  we  are  perhaps  entitled  to  a 15  per 
cent  reduction  in  our  rates  rather  than  a 90.1  per 
cent  increase. 

Thank  you  Mr.  Commissioner  for  affording  me 
this  time. 

TREASURER'S  REPORT 
John  P.  Grady,  M.D. 

1.  1973  Financial  Report  of  the  R.  I.  Medical 

Journal. 

A report  on  the  financial  status  of  the  R.  I. 
Medical  Journal  is  attached  as  part  of  this  report. 
(See  Appendix  A)  The  Journal  had  $1,962.38  in 
cash  reserves  for  the  start  of  its  fiscal  year  on 
February  1,  1973  and  at  the  end  of  the  fiscal  year, 
February  1,  1974,  had  $225.93.  The  Journal  re- 
ceived a subsidy  of  $3,000  during  1973,  the  same 
amount  as  in  1972,  from  the  R.  I.  Medical  Society. 
* APPENDIX  A 
Financial  Statement  - — 1973 
Cash  operating  balance, 

February  1,  1973  $ 1,962.83 

Receipts,  1973: 

Advertising  and  circu- 
lation: $18,700.99* 

R.  I.  Medical  Society  3,000.00 


$21,700.99 


$23,663.82 

(^Includes  $732.00  refund  from  State  Medical 
Journal  Advertising  Bureau  of  money  withheld  for 
national  operations  in  1972) 

Disbursements : 

Copy wrights  $ 72.00 

Cover  design  797.40 

Postage  700.00 

Printing  Journals  19,029.50 

Printing  1972  Index  190.00 

Editor-in-Chief  2,000.00 

Miscellaneous 

(Supplies,  etc.)  648.99  $23,437.89 

Cash  balance,  February  1,  1974  $ 225.93 

* * * 

1973  receipts:  $21,700.99 

1973  expenses:  $23,437.89 

Net  Loss  $ 1,736.90 


NOTE:  The  Rhode  Island  Medical  Journal  owes 
the  Rhode  Island  Medical  Society  for  stag  serv- 
ices and  use  of  facilities  as  follows: 


1969:  $ 5,000.00 

1970  5,000.00 

1971  5,000.00 

1972  5,000.00 

1973  5,000.00 


$25,000.00 


Timothy  B.  Norbeck 
Managing  Editor 

RECOMMENDATIONS  FORM  THE  COUNCIL 
Stephen  J.  Hoye,  M.D.,  Secretary 

1.  Slate  of  Officers  and  Standing  Committees 
In  accordance  with  the  bylaws  of  the  Society,  the 
Council  submits  with  the  recommendation  of  adop- 
tion a slate  of  nominees  of  officers  and  standing 
committees  to  serve  the  Society  from  the  annual 
meeting  in  1974  until  the  annual  meeting  in  1975. 
(To  be  Continued  in  the  Next  Issue) 

t 

Women's  Lib 

When  a woman  inclines  to  learning,  there  is 
usually  something  wrong  writh  her  sexual  appara- 
tus. 

. . . Nietzsche 
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BLUE  SHIELD  AND  HMD's 

(Concluded  from  page  255) 

RHODE  ISLAND  EXPERIENCE 

Since  that  time  Rhode  Island  Blue  Cross  and 
Blue  Shield  have  gained  considerable  practical  ex- 
perience in  prepaid  group  practice  type  plans 
through  the  Bristol  Medigroup  experiment.  This 
afternoon  a Joint  Benefits  Review  Committee  of 
the  Blue  Cross  and  Blue  Shield  Boards  of  Direc- 
tors began  Board  consideration  of  a detailed  HMO 
plan  developed  by  staff  which  has  the  aim  of  mak- 
ing this  alternative  mode  of  care  available  to 
everyone  in  the  State  by  1978,  and  of  actually 
enrolling  between  70,000  and  100,000  members. 
This  Plan  is  based  on  an  expansion  of  the  Medi- 
group concept  to  a Statewide  network  and  will 
accommodate  a variety  of  provider  organizational 
structures:  hospital  based,  multispecialty  group 
practices,  and  a number  of  individual  practicing 
physicians  organized  through  county  medical  so- 
cieties or  the  state  medical  society.  The  Plan 
recognizes  that  there  will  be  expansion  of  existing 
HMO-type  programs  and  that  some  new  com- 
peting plans  may  develop.  A major  aim,  however, 
is  to  put  Blue  Cross  and  Blue  Shield  solidly  into 
the  field  through  its  own  statewide  HMO,  to  exert 
the  kind  of  leadership  that  is  needed,  and  to  pre- 
vent the  destructive  competition  that  would  come 
from  a proliferation  of  HMOs,  which  might  im- 
pede rather  than  assure  development  of  this  al- 
ternative method  of  care. 

Within  the  very  near  future  those  of  us  who 
help  guide  the  future  of  Blue  Cross  and  Blue 
Shield  will  be  asked  to  support  a major  commit- 
ment of  corporate  resources  to  implement  this  new 
HMO  plan.  I strongly  encourage  and  recommend 
your  support  in  this  necessary  project.  I use  the 
word  necessary  because,  first  for  all  practical  pur- 
poses, HMOs  as  an  alternative  form  of  delivery 


E.  P.  Anthony,  !nc 

WILLBUR  E.  JOHNSTON.  Phar.  D. 
RAYMOND  E.  JOHNSTON.  ITS. 
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are  now  a national  policy;  and  second,  because  of 
the  strong  legislative  and  dollar  impetus  behind 
these  programs,  there  is  going  to  be  accelerated 
development  of  HMOs.  For  us  not  to  be  a part 
of  these  would  be  burying  our  heads  in  the  sand, 
if  not  gross  negligence. 

The  HMO  mechanism  is  sufficiently  flexible  so 
/hat  a sensitively  designed  program  can  accommo- 
date the  needs  of  physicians  and  patients  alike, 
incorporating  desirable  features  of  the  traditional 
system  as  well  as  the  prepaid  group  practice  model. 

Blue  Cross  and  Blue  Shield  have  the  unique 
strrengths  in  marketing,  underwriting  and  admin- 
istration that  can,  if  we  adopt  a position  of  lead- 
ership now,  significantly  improve  acceptance  of 
the  HMO  concept  and  perhaps  prevent  the  estab- 
lishment of  less  effective  structures.  It  is  also  far 
better  that  we  make  a statewide  HMO  plan  avail- 
able to  our  subscribers  than  lose  a significant  seg- 
ment of  the  market  to  a competitive  organization. 

LEADERSHIP  OPPORTUNITY 

The  HMO  plan  offers  the  physicians  of  Rhode 
Island  a major  opportunity  to  exert  leadership 
through  Blue  Shield  in  making  available  an  alter- 
nate form  of  delivery  to  those  subscribers  and  phy- 
sicians who  would  choose  and  who  can  benefit 
from  such  an  alternative,  which  offers  proven  op- 
portunities to  contain  hospital  costs  and  deliver 
more  services  for  each  health  care  dollar.  I would 
stress  that  the  HMO  plan,  despite  the  strong  fed- 
eral interest  and  financial  support,  is  not  a pre- 
cursor to  government  take-over  of  the  health  care 
system.  In  fact,  demonstrated  leadership  in  or- 
ganizing such  alternative  forms  will  greatly 
strengthen  the  bargaining  power  of  the  private 
sector. 

I should  like  to  turn  once  again  to  Doctor  Ell- 
wood  for  a quotation  which  fittingly  concludes 
these  remarks.  “Let  us  hope,”  says  Doctor  Ell- 
wood,  “that  voluntaiy  reforms  in  medical  care 
wall  satisfy  the  rising  tide  of  expectations  of  the 
public,  so  that  other  alternatives  will  not  harm 
those  freedoms  which  the  medical  profession  must 
have,  if  it  is  to  preserve  the  traditions  of  dedicated 
services  which  we  honor.” 

& 

Forrester's  Law 

In  complicated  situations  efforts  to  improve 
things  often  make  them  worse,  sometimes  much 
worse,  on  occasion  calamitous. 

. . . Jay  W.  Forrester,  professor  of  manage- 
ment at  the  Massachusetts  Institute  of  Technolog}'. 
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RESPIRATORY  FAILURE 

(Continued  from  page  244) 

Evidence  suggests  that  organisms  are  splashed  onto 
hands  of  personnel  and  are  transmitted  to  patients. 
Dnce  a patient  with  prolonged  respiratory  failure 
becomes  infected,  pseudomonas  may  be  spread 
through  contamination  of  the  ventilator  trap  bottle 
and  expiratory  port. 

SUMMARY 

The  vast  majority  of  patients  who  go  into  res- 
piratory failure  in  a university  hospital  are  post 
surgical.  To  predict  the  patients  most  at  risk,  we 
use  routine  spirometry.  For  those  with  less  than 
60  per  cent  normal  lung  function,  we  extensively 
employ  measurements  of  ventilation-perfusion  re- 
lations. Our  initiation  and  termination  of  both 
conventional  intermittent  positive  pressure  ventila- 
tion and  continuous  positive  pressure  ventilation 
are  determined  by  these  ventilation-perfusion  rela- 
tions. The  management  of  patients  in  respiratory 
failure  is  dependent  not  only  on  frequent  arterial 
blood  gas  monitoring,  but  also  on  fluid  and  blood 
protein  measurement.  Colonization  of  the  upper 
hespiratory  tract  with  gram-negative  bacilli  (GNB) 
is  the  first  step  in  hospital  acquired  pneumonia30 
(Fig.  16).  Interruption  of  pathways  of  infection 
includes  decontamination  of  sinks,  modification  of 
sipik  design,  use  of  copper  sponges  in  trap  bottles, 
use  of  copper  bactericidal  exhaust  filters,  and  topi- 
cal antibiotics  to  the  upper  airway31.  Application 
of  these  principles  has  lowered  the  mortality  of 
our  surgical  patients  in  long-term  respiratory  fail- 
ure from  80  to  20  per  cent  over  the  last  10  years. 
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ccasional  interference  with  hematopoiesis  has  been 
sported  as  well  as  an  increased  incidence  of  throm- 
openia  in  elderly  patients  on  diuretics,  primarily 
liazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
arly  signs  of  serious  blood  disorders.  Frequent  CBC's 
re  recommended;  therapy  should  be  discontinued 
a significantly  reduced  count  of  any  formed  blood 
lement  is  noted.  Data  are  insufficient  to  recommend 
se  in  infants  and  children  under  12. 
recautions:  Use  cautiously  in  patients  with  impaired 
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anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few'  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
dan,  check  on  whether  or  not  the 
atient  is  presently  taking  drugs 
nd,  if  so,  what  his  response  has 
een.  Along  with  the  medical  and 
xial  history,  this  information  can 
elp  you  determine  initial  dosage, 
le  possibility  of  side  effects  and  the 
ltimate  prospects  of  success  or 
lilure. 

While  Valium  can  be  a most 
elpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
excessive  psychic  tension  persists 
id  should  be  discontinued  when 
>u  decide  it  has  accomplished  its 
lerapeutic  task.  In  general,  when 
isage  guidelines  are  followed, 
alium  is  well  tolerated  (see 
Osage),  f or  convenience  it  is  avail- 
>le  in  2-mg,  5-mg  and  10-mg  tablets. 
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[issibility  of  side  effects  in  some 
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escribing. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sldn  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
io  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  100. 
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Fiske  Fund  Prize  Dissertation 


J 974 


The  Trustees  of  the  Fiske  Fund  of  The  Rhode  Island  Medical 
Society  announce  the  following  for  the  Prize  Dissertations  of  1974: 


For  the  best  dissertation  of  the  subject  worthy  of  a premium 
they  offer  three  prizes:  $500,  $300,  and  $200.  The  dissertation  will 
be  particularly  graded  on  the  basis  of  original  work  by  the  author. 
The  competition  is  not  restricted  to  physicians  and  the  chosen  sub- 
ject may  cover  any  phase  of  our  health  sciences  history  of  interest 
to  the  writer.  Each  competitor  for  the  premium  is  expected  to  con- 
form with  the  following  regulations: 

To  forward  to  the  secretary  of  the  Trustees  on  or  before  the 
fifteenth  day  of  December,  1974,  free  of  all  expense,  a copy  of  his 
dissertation  with  a motto  thereon,  and  also  accompanying  it  a 
sealed  envelope  hearing  the  same  motto  inscribed  on  the  outside 
with  his  name  and  address  within. 

Previous  to  receiving  the  premium  awarded,  the  author  of 
the  successful  dissertation  must  transfer  to  the  Trustees  all  his  right, 
title  and  interest  in  and  to  the  same,  for  the  use,  benefit,  and 
advantage  of  the  Fiske  Fund. 

Dissertations,  other  than  the  successful  ones,  will  be  returned 

to  the  authors. 

The  dissertations  must  be  typewritten,  double  spaced  on  stand- 
ard typewriter  paper  and  should  not  exceed  10,000  words. 


TRUSTEES,  CALEB  FISKE  FUND 
RHODE  ISLAND  MEDICAL  SOCIETY 


Secretary 

Mrs.  Helen  E.  Dejong 
106  Francis  Street 


Nathan  Chaset,  M.D. 
John  P.  Grady,  M.D. 


Providence,  Rhode  Island  02903  Stephen  J.  Hoye,  M.D. 


July  1974 
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Doctor  tested 


Taken  as  directed, 

Unionmutual 
provides  fast,  permanent  relief  from 

occasional  income  protection  irregularity. 


The  relief  is  permanent  because  Unionmutual’s  income  protection  policy 
is  non-cancellable.  And  that  means  you  never  have  to  worry 
about  premiums  going  up.  Or,  even  worse,  unexpected  cancellation. 

We’ll  even  insure  your  specialty.  Which  means  you  can 

continue  working  in  medicine  — in  the  event  you  are  unable  to  work 
in  your  specialty  — and  still  receive  full  benefits. 

So  if  you  sometimes  suffer  from  income  protection  irregularity, 
take  doctor  tested  Unionmutual  and  feel  better  fast. 

For  more  information,  consult  your  Unionmutual  representative. 


Unionmutual 

We're  good  medicine. 


1974  Union  Mutual  Life  Insurance  Company.  Subsidiaries:  Unionmutual  Stock  Life  Insurance  Co.  of  America 
Unionmutual  Stock  Life  Insurance  Companv  of  New  York;  Unionmutual  Management  Corporation 


Kids' Stull 

Triaminic  Syrup 
the  orange  medicine  from  Dorsey 


Dorsey 

LABORATORIES  w 
Division  of  Sandoz-Wander,  Inc. 
LINCOLN.  NEBRASKA  68501 

M 


BLSD 


Will  You  Support  The  Rhode  Island  Professional 
Standards  Review  Organization,  Inc.? 


It  is  the  intent  of  the  officers  and  the  Board  of  Directors  of  R.I.P.S.R.O., 
Inc.  to  apply  to  the  Secretary  of  Health,  Education  and  Welfare  for  desig- 
nation as  the  PSRO  for  the  Rhode  Island  area.  Under  the  law,  a “sub- 
stantial portion”  of  all  physicians  in  the  area  must  be  members  of  R.I.- 
P.S.R.O. 

It  is  our  hope  that  you  will  agree  with  the  approach  of  the  officers  and 
directors  of  R.I.P.S.R.O.,  a peer  review  organization  controlled  and  directed 
by  a committee  of  licensed  physicians.  Even  though  you  may  not  agree  with 
the  basic  concept  of  PSRO  itself,  we  hope  that  you  will  give  your  support  by 
requesting  membership  in  R.I.P.S.R.O.  There  are  no  dues,  fees  or  other  mone- 
tary obligations  involved. 

Dr.  Alton  M.  Pauli 
President  — R.I.P.S.R.O.,  Inc. 

July,  1974 


Dr.  Alton  M.  Pauli,  President 
R.I.P.S.R.O.,  Inc. 

106  Francis  Street 
Providence,  Rhode  Island  02903 

Dear  Doctor  Pauli : 

I agree  with  the  general  approach  of  the  officers  and  Board  of  Di- 
rectors of  R.I.P.S.R.O.,  Inc.,  a physician  controlled  and  directed  organiza- 
tion, and  wish  to  support  that  organization  as  long  as  it  shall  be  controlled 
by  the  physicians  of  Rhode  Island. 

I hereby  accept  membership  in  R.I.P.S.R.O.,  Inc. 


Signature  Address 


Name  Printed  Date 


FOR  MORE  INFORMATION,  PLEASE  SEE  RIPSRO  NEWSLETTER  WHICH  YOU 
HAVE  RECEIVED. 
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New  England  Physicians 
Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  021 59 
Tel:  (617)  965-5100 

I would  like  to  learn  more  about  how  I can  invest  in  myself. 
Name 


We  help 
you  to  invest 
in  yourself 


When  you’re  busy  taking  care  of  other 
people,  it’s  hard  to  find  time  to  take  care 
of  yourself.  That’s  where  we  come  in. 

We’re  experts  in  the  field  of  financial  planning 
for  physicians.  We’ve  done  a lot  of  it  for  physicians 
like  yourself.  In  short,  we  have  the  experience  and 
know-how  to  help  you  achieve  your  own  personal  goals 
...thru  sound,  intelligent,  professional  counseling. 

Whether  it  involves  incorporation,  estate  or  financial  planning, 
profit  sharing  or  pension  plans,  Keogh  plans,  tax  shelter  ideas, 
investments,  life  insurance  or  other  financial  concepts,  our  staff 
has  the  scope  and  capacity  to  analyze  your  personal  situation; 
recommend  the  right  investment  programs;  and  tie  it  all 
together  for  you. 

Want  more  information? 

Give  us  a call,  and  we  ll  arrange  a personal  conference  at  your 
convenience. 

New  England  Physicians 
Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  021 59 
Tel:  (617)  965-5100 

Financial  planning  for  physicians. 

Retirement  Planning  (Keogh,  Pension,  Profit  Sharing) 
endorsed  by  the  Council  of  the 
New  England  State  Medical  Societies. 


Address 
City 


State 


Home  □ 


Office  □ 


Hospital  □ 


Date  of  Birth 


Use  this  telephone  number: 


RI-7 


MEDICAL  OFFICE  BUILDING  - SUITES  AVAILABLE 


-METROPOLITAN  AREA 
-ELEVATOR  - WHEEL  RAMPS 
-AIR  COOLED  VENTILATED  HEAT  CYCLE 
-X-RAY  DEPT.-LAB-ALL  CONVENIENCES 


-REASONABLE 

-LAVISH  CONTEMPORARY  DESIGN 

-PARKING 

-DIRECT  BUS  LINE 


WELLESLEY  OFFICE  BUILDING 
1515  SMITH  ST.,  NO.  PROV.,  R.l. 
MANCINO  ASSOCIATES  ARCHITECTS 


FOGARTY  HOSPITAL 


Wellesley  Med.  Bldg. 


FATIMA  HOSPITAL 

LYING-IN  HOSPITAL 

ROGER  WILLIAMS 
GENERAL  HOSPITAL 

ST.  JOSEPHS  HOSPITAL 

RHODE  ISLAND  HOSPITAL 


INQUIRIES 

contact 


Dr.  Prank  II.  IP  Itaimlrt 

353-1110 
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Dx:  Duodenal  ulcer... 

Rx:  Maalox. 

Why  do  people  develop  duodenal  ulcers?  1 

No  one  knows  with  certainty ..  .yet.  Competitiveness? 

I Perhaps.  Stress?  Aggressiveness?  All  probably  play  their  parts. 

But  one  thing  is  certain:  in  a disease  characterized  by  a 
gastric-acid  output  that  may  befourtimes  normal,  antacid  therapy 
isavital  adjunctto  effective  clinical  management. 

That’s  where  Maalox  comes  in.  It’s  America’s  number 
one  antacid.  And  has  been  foryears.The  reasons? 

Maalox  does  precisely  what  an  antacid,  ideally,  is 
intended  to  do.  It  works  fast.  It  neutralizes  effectively.  It  doesn’t 
constipate.  And  its  pleasant  taste  is  well  tolerated— definitely  a 
major  consideration  in  long-term  therapy. 

In  any  ulcer  regimen,  as  you  know,  there  are  many 
factors  to  consider.  But  the  inclusion  of  Maalox,  as  the  antacid  of 
choice,  gives  you  and  your  patient  one  less  thing  to  worry  about. 


Maalox®Suspension 

(12  fl.  oz.  and  5 fl.  oz.  [plastic  bottle]). 

Maalox®  No.  1 Tablets  (o.4Gm.) 

—no  sugar  and  low  in  sodium. 

Maalox®  No.  2 Tablets  (o.BGm.) 

—the  “chew”  tablet  with  double  antacid  action. 


fM 


Maalox’ 

(a  balanced  combination  of 
magnesium  and  aluminum  hydroxides) 

the  number  one  antacid 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa.  19034 


Attractive  & Functional  Offices 


Division  of  National  Office  Supply  Co. 


Designers  & Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St.)  GAspee  1-5228 


ATTENTION: 

Doctors  and  Nurses 

Here's  a way  to  preserve  any  picture,  di- 
ploma, certificate,  etc.  forever.  Just  by  calling 
or  writing  to: 

LAMINATING  UNLIMITED 

P.  O.  Box  8124 
Cranston,  R.  I.  02920 
(401)  944-0843 


Peripatetics 

NATHAN  CHASET.  President  of  the  Rhode 
Island  iMedical  Society,  was  a participant  at  the 
Governor's  Conference  on  Rhode  Island's  Future 
Health  Care  Needs  held  at  Rhode  Island  Junior 
College.  Doctor  Chaset  was  a member  of  a panel 
which  discussed  manpower. 

JOSEPH  E.  CARUOLO.  Chairman  of  the  Com- 
m.ttse  on  the  Delivery  of  Medical  Care  of  the 
Society,  was  a participant  on  a panel  which  dis- 
cussed Health  [Maintenance  Organizations. 

HERBERT  P.  CONSTANTINE,  Physician-in- 
Chief.  Ambulatory  Care  and  Community  Medicine 
of  Rhode  Island  Hospital  w7as  also  a member  of 
this  panel. 

SEEBERT  J.  GOLDOWSKY.  Medical  Director 
of  Blue  Cross-Blue  Shield,  was  the  speaker  which 
preceded  the  Long-Term  Care  Panel. 

H.  DENMAN  SCOTT,  Executive  Director  of 
Rhode  Island  Health  Services  Research,  Inc.,  mod- 
erated a panel  on  Planning  and  Regulation. 

* * * 

In  1924  CLIFTON  B.  LEECH  was  one  of  a 
small  group  of  physicians  who,  with  Paul  Dudley 
W hite,  organized  in  St.  Louis.  [Missouri,  the  Amer- 
ican Heart  Association. 

After  50  years  as  a member,  Doctor  Leech  was 
honored  by  the  Heart  Association  of  Broward 
County  at  its  Annual  Awards  Dinner. 

Doctor  Leech  is  Director  of  the  Coronary  Caie 
Unit  at  Holy  Cross  Hospital  in  Fort  Lauderdale. 
Flo.ida.  After  practicing  in  Providence  for  a num- 
ber of  years  he  left  Rhode  Island  for  Florida  20 
years  ago.  A pioneer  electrocardiologist,  for  years 
he  headed  the  cardiovascular  syphilis  clinic  at- 
tached to  the  Skin  Out  Patient  Department  of  the 
Rhode  Island  Hospital.  He  is  an  Honorary  mem- 
ber of  the  Rhode  Island  Dermatological  Society. 

* * * 

TIM  NORBECK,  executive  director,  and  TED 
LYNCH,  associate  executive  director,  attended  a 
two-day  seminar  on  Establishing,  Operating,  and 
Evaluating  Your  PSRO,  sponsored  by  the  Com- 
mission on  Professional  and  Hospital  Activities,  in 
Ann  Arbor.  Michigan,  in  June. 

* * * 

Bishop  Louis  E.  Gelineau,  President  of  the 
Board  of  Trustees  of  St.  Joseph's  Hospital,  has 
announced  that  PETER  L.  MATHIEL . JR.,  a 
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Providence  pediatrician,  has  been  named  Director 
of  Pediatrics  at  that  institution. 

* * * 

JOSEPH  E.  CARUOLO,  Chairman  of  the  Com- 
mittee on  the  Delivery  of  Medical  Care  of  the  So- 
ciety, was  the  principal  speaker  at  a recent  meet- 
ing of  the  Rotary  Club  of  Scituate.  Doctor  Caruclo 
discussed  national  health  insurance. 

* * * 

The  Chairman  of  the  Drug  Abuse  Committee  of 

the  Society,  JOHN  E.  FARLEY,  has  been  pre- 

sented a community  service  placque  from  the  Com- 
munity Organization  for  Drug  Abuse  Control 
(CODA'C).  The  Riverside  pediatrician  was  pre- 
sented the  placque  for  his  outstanding  service  to 
the  community  for  his  long  and  dedicated  efforts 
in  research  and  review  of  the  recently  enacted  R.  I. 
Uniform  Controlled  Substances  Act  (74-S  2516A). 

* =t=  * 

The  following  delegation  represented  the  Rhode 
Island  Medical  Society  at  the  Annual  Convention 
of  the  AMA  in  Chicago:  WILLIAM  J.  MacDON- 
ALD,  Delegate:  JOHN  J.  CUNNINGHAM,  Al- 
ternate-Delegate; STEPHEN  J.  HOYE,  Presi- 
dent-Elect; TIM  XORBECK,  Executive  Director, 
and  TED  LYNCH,  Associate  Executive  Director. 

Also  in  attendance  was  SEEBERT  J.  GOLDOW- 
SKY,  Editor  of  this  Journal  and  Medical  Director 
of  Blue  Cross-Blue  Shield,  and  MRS.  RUSSELL 
P.  HAGER  and  MRS.  THOMAS  EGAN,  repre- 
senting the  Woman's  Auxiliary  of  the  Rhode  Is- 
land Medical  Society. 

He  * 3*C 

A senior  radiologist  at  the  Memorial  Hospital 
in  Pawtucket  has  taken  a residency  in  psychiatry 
at  the  State  University  of  New  York  at  Stony- 
brook  Health  Science  Center.  EDWARD  S. 
ISRAEL  has  been  associated  with  the  Department 
of  Radiology  at  the  Memorial  since  1962. 

* * * 

Sponsored  by  the  Rhode  Island  Heart  Associa- 
tion Emergency  Care  Committee  and  the  Memo- 
rial Hospital,  a coronary  care  conference  for  CCU 
nurses  was  held  at  the  Memorial  Hospital  in  Paw- 
tucket. The  meeting  was  chaired  by  BLAS  MOR- 
ENO. Topics  concerning  coronary  care  were  dis- 
cussed by  ALTON  M.  PAULL,  JOHN  J.  CUN- 
NINGHAM, ABDUL  KHAN.  EDWARD  F. 
LGVERTXG  and  JOHN  YASHAR.  The  panel  dis- 
cussion moderator  was  FRANCIS  D.  LAMB. 
Medical  Director  at  Kent  County  Memorial  Hos- 
pital. 

(Continued  on  Next  Page) 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 
155  South  Main  Street 
: Providence,  R.  I.  421-6900 

■ I ONE  SOURCE /TOTAL  INSURANCE 

551-9 
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DAVID  S.  GREER.  Chief  of  Medicine  at  Trues- 
dcle  Hospital  and  Director  of  Medical  and  Ad- 
ministrative Affairs  at  Hussey  Hospital  in  Fall 
River,  has  been  appointed  Associate  Dean  of  Medi- 
cal Affairs  at  Brown  University  Medical  School. 

3jc 

ALBERT  S.  MOST,  Director  of  the  Cardiovas- 
cular Laboratory  at  Rhode  Island  Hospital,  has 
received  a grant  of  $7,801  to  conduct  experiments 
which  may  shed  more  light  on  the  process  of  re- 
storing energy  to  cells  affected  by  heart  disease, 
the  Rhode  Island  Heart  Association  announced 
recently. 

BYUNG  K.  KIM,  Senior  Investigator,  Depart- 
ment of  Hematologic  Research,  the  Memorial  Hos- 
pital. Pawtucket,  was  allotted  $6,457,  and  YASUO 
IKEDA,  Research  Fellow,  Department  of  Hema- 
tologic Research,  Memorial  Hospital,  was  given 
$7,704  to  study  blood  clotting  mechanisms. 

Donald  L.  Leary,  Ph.D.,  Chairman  of  the 
Biolcgy  Department  at  Providence  College,  served 
as  Chairman  of  the  research  committee. 

* * * 

The  R.  I.  Society  of  Internal  Medicine  held 
its  annual  meeting  and  installation  of  officers 
recently.  Installed  as  president  was  HERBERT 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 

Medicare  Participating 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


F.  HAGER,  replacing  JOHN  D.  PIXTO.  KEN- 
XETH  B.  WAX  LAY  was  named  president-elect; 
JOHN  C.  OSEXKOWSKI,  vice-president; 
HEXRY  F.  IZEMAN,  secretary;  and  ROBERT 
L.  CURRAN,  treasurer. 

Members  of  the  Council  are  ALTOX  M. 
PAULL,  RICHARD  B.  FRARY,  and  FRAXCIS 
P.  VOSE. 

Doctor  Hager  is  the  Speaker  of  the  House  of 
Delegates  of  the  Rhode  Island  Medical  Society, 
while  Doctor  Pauli  is  the  Chairman  of  the  State 
Committee  on  Peer  Review  of  the  Medical  So- 
ciety and  is  president  of  the  Rhode  Island  Pro- 
fessional Review  Organization,  Inc. 

Doctor  Hager  represented  the  R.  I.  Society 
of  Internal  Medicine  at  the  18th  annual  meeting 
of  its  counterpart  in  San  Francisco. 

5fc  5§C 

The  Providence  Child  Guidance  Clinic  has  offi- 
cially changed  its  name  to  the  R.  I.  Youth  Guid- 
ance Center.  Its  executive  director  is  PETER  P. 
REILLY. 

* * * 

STEPHEN'  J.  RICHMAX  of  Providence  has 
been  designated  a diplomate  of  the  American  Board 
of  Ophthalmology. 

* * % 

The  American  Medical  Association  has  an- 
nounced the  names  of  the  following  Rhode  Island 
physicians  who  are  eligible  for  the  AMA’s  Physi- 
cian's Recognition  Award  for  1972-1973.  The 
names  of  the  doctors  are:  SALOMOX  ALFIE,  of 
Riverside:  FERXAXDO  AXGELES,  of  Provi- 
dence; ROBERT  S.  BURROUGHS,  of  Paw- 
tucket; ALPHOXSE  R.  CARDI,  of  Cranston; 
JAIME  CHAMORRO,  of  Wakefield;  FREDER- 
ICK S.  CRISAFULLI,  of  Pawtucket;  ERIC  DEX- 
HOFF,  of  Providence;  FRAXK  L.  DWIXXELL, 
of  N'ewport;  ARTHUR  D.  FROELICH,  of  Quon- 
set  Point;  EDWARD  J.  GAUTHIER,  of  Provi- 
dence; PETER  M.  IHLE,  of  Xewport;  REXATO 

B.  IM.AN'A,  of  Providence;  JHUNG  W.  JHUNG, 
of  Pawtucket;  JEHAXGIR  M.  KHERADI,  of 
Cranston:  THOMAS  T.  LESXIK,  of  Middletown ; 
PETER  J.  LICHTEXFELD,  of  Xorth  Kings- 
town; CONSTANTINE  D.  LOURES,  of  Howard; 
FRAXK  A.  MERLINO,  of  Providence;  SAXTA 

C.  NGO.  of  Cranston;  KEVIN  D.  O’BRIEN',  of 
Newport;  GEXXARO  F.  PASQL  ARIELLO,  of 
Johnston;  HEXRY  T.  RAN'DALL,  of  Providence; 
NORM  AX  E.  RUDOLPH,  of  N'ewport;  ARUX 
KUMAR  SIN'GH,  of  Providence;  NATHAN 
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SON  KIN,  of  Pawtucket;  JOHN  R.  STUART,  of 
Providence;  and  JAMES  W.  TOWNSEND,  of 
Middletown. 

^ 

The  Rhode  Island  Lung  Association  has  elected 
SEEBERT  J.  GOLDOWSKY,  Editor  of  this  Jour- 
nal, as  a new  member  of  the  Board  of  Directors. 
Installed  as  president  of  the  Rhode  Island  Tho- 
racic Society,  the  medical  section  of  the  association, 
was  JAMES  F.  VALICENTI.  Also  seated  were; 
ROBERT  E.  BAUTE,  vice  president;  and 
ORLANDO  M.  ARMADA,  secretary-treasurer. 

* * * 

St.  Joseph's  Hospital  has  welcomed  new  mem- 
bers to  its  medical  staff.  They  are  GEO'RGE  D. 
NOBLE  (Surgery,  Ophthalmology);  MAX 
BLOOM  (Medicine);  CELIA  RAMOS  (Pathol- 
ogy); FAROUK  ELATY  (Medicine);  ROBERT 
J.  JOHNSON  (Surgery,  Emergency  Room  Serv- 
ice): JEHANGIR  KHERADI  (Medicine); 

PETER  A.  PIZZARELLI  (Surgery,  Orthopedics); 
and  RICHARD  P.  D’AMICO  (Medicine). 

* * * 

ANTHONY  BROCCOLI  has  been  appointed 
chief  of  the  Division  of  Ophthalmology  in  the 
medical  staff's  Department  of  Surgery  of  St.  Jo- 
seph’s Hospital. 

* * * 

The  guest  speaker  at  the  annual  meeting  of  the 
Maine  District  Branch  of  the  American  Psychiatric 
; Association  recently  was  HECTOR  JASO.  His 
topic  was  ‘‘Depression  in  Children”. 

;ji  sfc  jjc 

D.  ROBERT  FOWLER,  Director  of  Education 
at  Butler  Hospital,  discussed  “Emotional  Prob- 
lems in  Medical  Practice”  at  a meeting  of  r.  si- 
dents  and  staff  of  the  Medical  University  of  South 
Carolina  recently. 

* * * 

CHARLES  MANDELL,  Department  of  Radi- 
ology and  Nuclear  Medicine,  Rhode  Island  Hos- 
pital, was  an  invited  discurrant  at  a teaching 
course  in  Uuclear  Medicine  given  in  New  York  bv 
the  Albert  Einstein  College  of  Medicine  in  April. 

* * * 

1A  panelist  at  the  American  Psychiatric  Associa- 
tion annual  meeting  in  Detroit  was  D.  ROBERT 
FOWLER,  who  discussed  “The  Weed  System  in 
Psychiatry:  Modification  vs  Orthodoxy”. 

* * :{c 

(Concluded  on  Page  291) 
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Results  in 

Lowering  Medical  Costs 
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INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 
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SGOT 

HEMOGLOBIN 

HEMATOCRIT 
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MCV 

MCHC 
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Book  Reviews 

SHANDS’  HANDBOOK  OF  ORTHOPAEDIC 
SURGERY  by  R.  Beverly  Raney,  Sr.,  and  H. 
Robert  Brashear,  Jr.,  with  the  collaboration  of 
Alfred  R.  Shands,  Jr.  Eighth  Edition.  Saint 
Louis,  The  C.  V.  Mosby  Company,  1971.  $15.50 
This  book  represents  a comprehensive  but  brief 
introductory  text  of  orthopedic  surgery.  The  eighth 
edition  incorporates  changes  in  title,  authorship, 
and  content,  but  continues  to  be  an  excellent  pres- 
entation of  fundamental  facts  and  principles  in  a 
concise  and  lucid  manner.  As  in  the  previous  edi- 
tions, it  is  well-illustrated,  well-balanced,  and 
gives  sufficient  detail  to  convey  a well-founded 
knowledge  of  the  subjects  covered . Those  who  need 
an  introduction  to  or  a concise  exposition  of  an 
unfamiliar  problem,  especially  para-medical  per- 
sonnel or  physicians  in  other  specialties,  will  find 
this  volume  helpful. 

Henry  M.  Litchman,  m.d. 

* * * 

THE  CARE  OF  MINOR  HAND  INJURIES  by 
Adrian  E.  Flatt.  With  Forewords  by  Carroll 
B.  Larson  and  Sir  Reginald  Watson-Jones.  Third 
Edition.  Saint  Louis,  The  C.  V.  Mosby  Com- 
pany, 1972.  $21.20 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all  -quickly,  reliably,  and  at 
moderate  cost. 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryomc  Antigen  (CEA). 

Test  Combinations? 

We  offer  a variety  of  useful  profiles, 
all  designed  to  provide  a maximum  of 
information  at  minimum  cost 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call. 


LEARY 

LABORATORY,  INC. 


A Smith  Kline  Clinical  Laboratory 

Serving  New  England  and  the  Nation  Since  1929 


Providence.  R.I.,  Laboratory  Locations: 

655  Broad  Street  1 89  Governor  Street 

(401)421-1138  (401)351-4900 


1 1 1 Plain  Street 
(401)  421-9403 


Central  Laboratory  43  Bay  State  Road.  Boston  Mass. 
Telephone  (617)536-2121 


The  third  edition  of  this  book  provides  an  ex- 
cellent guide  to  the  care  of  the  common  hand  in- 
juries by  the  surgeon  who  has  had  no  special  train- 
ing in  hand  surgery.  All  chapters  contain  substan- 
tial revisions  and  the  additional  illustrations  are 
of  excellent  quality. 

I'he  approach  is  somewhat  dogmatic  and  though 
there  are  always  exceptions  to  the  rule,  anyone 
following  Flatt's  principles  will  be  on  safe  ground. 
The  book  is  extremely  readable  and  presents  its 
material  in  a well-organized  and  clear  manner.  It 
is  recommended  for  surgeons  at  any  level  of  train- 
ing who,  by  virtue  of  their  position,  will  be  treat- 
ing patients  with  hand  injuries. 

Henry  M.  Litchman,  m.d. 

* * * 

HANDBOOK  FOR  THE  ORTHOPAEDIC  AS- 
SISTANT by  F.  Richard  Schneider.  Illustra- 
tions by  Roger  Stringham.  Saint  Louis,  The  C. 
V.  Mosby  Company,  1972.  $10.75 
Writing  a book  for  the  para-medical  assistant 
is  a difficult  task.  One  desires  that  the  assistant 
have  a sufficient  knowledge  of  the  physiology  and 
pathology  of  the  area  in  which  he  is  working  so 
as  to  be  able  to  make  certain  necessary  judgments. 
Also,  he  must  not  be  over-burdened.  A book  must 
cover  the  details  of  the  mechanics  of  care  which  is 
not  found  ordinarily  in  the  medical  texts. 

This  textbook  makes  a good  effort  to  accom- 
plish both  purposes.  It  emphasizes  basic  ortho- 
pedic principles,  using  specific  common  situations 
as  examples.  It  covers  plaster  technique  and  trac- 
tion, with  emphasis  on  recognizing  their  complica- 
tions in  concise  fashion  with  good  illustrations.  I 
w’ould  recommend  it  for  the  orthopedic  assistant, 
hospital  technician,  nurse,  and  the  intern  rotating 
on  the  orthopedic  service. 

Henry  M.  Litchman,  m.d. 
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there  a need 
for  a drug 
compendium? 

■ a Hri  i rr  infill Irr^rH 


AdrugcompejiLT 
of  the  type  I en\  icr 
would  fill  a defin 
need  for  the  pet; 
ing  physician,  icr? 

compendiumou.d 
give  him;  the 

informatiohec- 


essary  for  sir 
a drug  intelligently,  and  it  wed 
do  so  in  a clear,  concise,  con  , 
venient,  objective  and  balanc  j 
fashion. 


Government  Health  Official 


Henry  E.  Simmons,  M.D. 
Deputy  Assistant 


What  a Compendium  Should 
Contain 

I believe  the  compendia 
should  inform  the  doctor  whu  i 
drug  will  do,  when  he  should  ie4r 
for  what  type  of  patient,  for  h > i* 
long,  in  what  dose,  what  bene  s 
his  patient  is  likely  to  obtain,  a 
risks  involved,  and  cross-reat Dns 
with  other  drugs. 

The  information  would  tl 
based  on  the  package  insert ; im 
have  the  same  legal  status.  Ir  id, 
a complete  compendium  with  arr- 
plete  and  current  information  I 
might  even  eliminate  the  nec;itv 


A drug  compendium,  01  w 
preferably  compendia,  shoulc.  < 
believe,  be  private,  not  federa  n 
sponsorship.  They  should  con  rf 1 
comprehensive  listings  of  dru  ■ / 
available  for  prescribing.  The; 
should  be  single,  legibly  print*  J* 
volumes  of  reasonable  size,  u|  f 
dated  quarterly  or  semiannua  - 
and  completely  revised  every  ar. 


Dialogue 


Function  of  a Compendium 

A compendium  should  fi 
nish  the  following  information  i 
drugs  in  the  followingorder:  ina- 
tions  for  use,  side  effects,  adv<* 
drug  reactions,  contraindicates, 
drug  interactions,  drugdosagmd 
the  dosage  forms  marketed.  Dg 
prices  should  not  be  included  • 
cause  they  vary  so  widely  and 
change  rapidly. 

No  compendium  should ; 
forth  drugs  of  choice  or  discus 
relative  efficacy.  Such  questio1 
must  be  left  for  the  practicing  f 
sician  to  decide,  whether  on  th 
basis  of  the  .medical  literature  s 
own  clinical  experience,  adviof 
colleagues,  information  suppli 
by  manufacturers,  and  so  on. 

Nor  should  a compendia 
undertake  to  educate  the  doctcor 
how  to  use  drugs.  Rather,  it  mi 
be  a reference  source  designee n- 
marily  to  refresh  his  memory  ao 
drugs  he  may  not  use  regularly: 


package  insert  in  many  in- 
dices. This  would  constitute  a 
j itantial  saving  for  the  manu- 
al jrer. 

By  a complete  compendium, 
jnot  mean  a volume  of  prohibi- 
vsize.  You  don’t  need  a book 
e ribing  25,000  products  with 
nhormous  amount  of  repetition, 
s er,  drugs  should  be  arranged 
v ass.  Mutually  applicable  infor- 
i<ion  would  be  provided,  along 
il  brief  discussions  pinpointing 
frences  in  specific  drugs  of 
uclass.  Listings  would  be  cross- 
ed in  a useful  way. 

tlr  Available  Documents  as 
a :es  of  Information 

Existing  references  such  as 
D and  the  AMA  Drug  Evaluation 
obviously  useful  but  they  are 
c nplete.  Either  they  are  not 
c:, -referenced  by  generic  name 
ndio  not  group  drugs  with  simi- 
r laracteristics,  or  they  do  not 
st|  I the  available  and  legally 
a eted  drugs.  And  some  of 
c omitted  may  be  very  useful. 


ic Id  in  no  way  imply  control  over 
e ractitioner’s  prerogatives. 

'h  Another  Compendium? 

A practicable,  single-volume 
)nendium  cannot,  nor  is  it 
ecssary  to,  include  all  drugs  on 
le  larket  today.  From  my  prac- 
;<>f  internal  medicine  for  some 
d :ars,  my  experience  as  a con- 
-I  nt,  and  as  a faculty  member 
' f ir  or  five  medical  schools,  I 
>1  estimate  that  a doctor  uses 
il30  to  35  drugs  regularly.  The 
9'  Physicians’  Desk  Reference, 
centally,  contained  about 
,5)  entries. 

As  to  whether  there  should  be 
feral  compendium,  in  myopin- 
n s stated  earlier,  the  answer  is 
>s  -there  should  not  be  one.  The 
c >sal  assumes  that  existing 
)r  >endia  are  inadequate.  We’re 
3t  jre  of  that  at  all.  Whatever  its 
*it  rfections,  the  present  drug 
fc  nation  system  in  the  U.S.  is 
it  multifaceted,  pluralistic  and 
<t  sive.  Good  compendia  exist, 

\ II  as  other  ample  sources  on 
'u  therapy,  ranging  from  journal 
re  cure  through  AMA  Drug  Evalu- 
ic  to  company  materials.  Not 

I ysicians  may  use  such 
jU  es  as  often  or  as  well  as  they 
io  d,  but  that  is  the  fault  of  the 
a not  of  the  sources. 

In  any  event,  rather  than  pro- 


On the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassing  a voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compilingand  editinga  particular 
section  would  also  have  to  assess 


duce  another  book,  it  makes  much- 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level— a most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium  — or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  for  a new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally,  outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies— but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


■The  Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


Kefzol 

cefazolin  sodium 

Ampoules,  equivalent  to  1 Cm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
400380 
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The  Newest  Political  Game 
Health  Industry 

The  Outcome  Will  Depend  On  How 
W ell  We  Have  Learned  Our  Lesson 


By  Lawrence  A.  Hill 

The  title  of  this  paper  suggests  that  the  so-called 
health  industry  is  a political  concern  of  major  im- 
port and  that  this  fact  is  of  recent  occurrence. 
The  title  also  implies  that  we  in  the  health  field 
are  newcomers  to  the  political  arena  and  relatively 
uninitiated  in  its  ways.  Finally,  there  is  the  added 
implication  that  competing  in  the  political  world 
without  requisite  skills  is  a dangerous  and  uncer- 
tain pastime.  All  of  this  is  rather  Obvious.  I am  so 
convinced,  because  the  critical  decisions  affecting 
doctors  and  hospitals,  and  therefore  patients,  are 
being  made  and  will  be  made  in  and  by  the  politi- 
cal structure,  that,  obvious  or  not,  the  subject  de- 
serves our  attention  and  thought. 

As  one  whose  initial  academic  training  was  his- 
tory, I habitually  attempt  to  orient  myself  by 
looking  behind  me.  In  so  doing  I have  developed 
a thesis  (probably  not  original)  that  the  develop- 
ment of  hospitals  in  the  western  world  can  be 
divided  into  four  separate  and  distinct  eras.  Ob- 
viously one  era  tends  to  blend  into  the  next.  There 
are  large  areas  of  overlap,  and  no  sharp  dividing 
lines  are  apparent.  Nevertheless  the  eras  are  visi- 
ble. I will  mention  them  briefly  as  a way  to  set 
the  scene  for  a fuller  consideration  of  the  newest 
political  game  in  town. 

The  first  era  is  the  religious  one.  Christianity, 
with  its  doctrines  of  the  evil,  carnal,  and  sinful 

LAWRENCE  A.  HILL,  Vice  President,  American 
Hospital  Association,  Chicago,  Illinois. 

Delivered  on  February  11,  1974  at  The  Miriam  Hos- 
pital, Providence,  Rhode  Island. 
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bodily  desires;  with  its  belief  that  to  cleanse  the 
soul  one  should  castigate  the  body;  and  with  its 
anti-pre-Christian  or  anti-pagan  doctrine  at- 
tempted to  wipe  out  the  teachings  of  Hippocrates, 
Galen,  and  others.  At  the  same  time  Christianity 
was  interested  in  comforting  people  (if  they  were 
Christian);  and  so,  despite  doctrine,  a form  of 
medical  and  hospital  care  did  develop  in  Christian 
Europe  and  in  its  foundling,  the  Americas.  From 
a management  point  of  view  this  was  a simple  sys- 
tem. Its  policies  were  clear  and  the  ownership  and 
management  were  identical. 

I call  the  second  era  philanthropic.  It  is  in  this 
era  that  acute  hospitals  as  we  know  them  emerged. 
The  birth  and  development  of  my  alma  mater, 
Rhode  Island  Hospital,  is  illustrative.  Industry  in 
Providence  had  produced  great  wealth  for  a few. 
It  had  also  produced  low  wages  for  the  many, 
which  meant  crowded  and  unsanitary  living  condi- 
tions with  attendant  health  problems.  From  this 
set  of  conditions  came  a convergence  of  concerns 
which  led  to  the  hospital.  The  physician  was  con- 
cerned with  disease  as  such,  but  he  was  also  con- 
cerned with  the  potential  and  real  threat  that  the 
diseased  posed  to  the  rest  of  the  community.  He 
suggested,  therefore,  that  some  place  be  found  to 
house  and  care  for  the  diseased.  Also  the  housing 
of  the  diseased  in  one  place  made  possible  an  added 
dimension  in  medical  education.  The  industrialist 
found  that  disease  interfered  with  his  work  force 
and  with  its  productivity.  He  also  was  impressed 
with  the  danger  to  his  community  represented  by 
(Continued  on  Next  Page) 
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disease.  And  finally  he  did  feel  that  some  of  his 
wealth  should  be  used  for  the  community’s  bene- 
fit and  for  helping  others.  Thus  the  industrialist- 
physician  alliance,  each  contributing  what  he  could, 
money,  skills,  and  time,  produced  the  hospital. 

This  hospital,  too,  had  a simple  set  of  goals  — 
to  help  the  diseased  poor  (workers,  not  welfare), 
to  teach  young  physicians,  and  to  protect  the  com- 
munity. Its  management  and  finance  were  also 
simple.  The  industrialist  provided  the  money,  the 
building,  and  management;  and  the  doctor  pro- 
vided the  care.  This  hospital  existed  comfortably 
until  something  happened  which  exploded  into  the 
next  — or  the  technological  era.  That  something, 
of  course,  was  scientific  discovery. 

It  has  been  said  that  not  until  30  or  40  years 
ago  did  a patient  stand  more  than  a 50-50  chance 
of  benefiting  from  a visit  to  a doctor.  The  former 
Chief  of  Pediatrics  at  Rhode  Island  Hospital,  Doc- 
tor Banice  Feinberg,  reminisced  at  his  retirement 
dinner  about  his  days  in  training  and  his  early 
days  in  practice.  He  contrasted  the  wealth  of  cur- 
rent knowledge,  equipment,  drugs,  and  profes- 
sional personnel  with  the  paucity  of  resources  he 
had  available  at  the  beginning  of  his  career.  All 
in  one  lifetime  of  practice 

Of  course  the  hospital  had  to  adjust  and  change 
as  these  enormous  technological  advances  occurred. 
Physical  plants  became  obsolete  almost  overnight. 
Nursing  practices  changed.  Dietitians  and  a whole 
host  of  other  professional  groups  appeared  and  ma- 
tured; new  groups  are  still  appearing.  The  finan- 
cial structure  also  had  to  be  changed,  and  the  third 
party  movement  headed  by  Blue  Cross  emerged  as 
the  dominant  financial  force  in  the  field. 

With  these  changes  the  management  structure 
also  changed.  Because  doctors  could  truly  cure 
many  people  in  the  hospital,  the  hospital  became 
a community  resource  of  first  rank  importance. 
Doctors  found  that  hospital  staff  membership  was 
essential  to  their  practice  and  also  to  their  in- 
comes. Thus,  trustees  found  themselves  managing 
a complicated  scientific  organization,  an  essential 
community  resource,  and  a financial  enterprise  of 
no  small  proportion.  Trustees  understandably 
turned  to  professional  managers  or  administrators 
for  day-to-day  management,  but  the  doctor  be- 
came the  king  in  the  organization  because  he  was 
the  scientist  and  the  patients  were  his  responsi- 
bility. 

The  technological  era  is  clearly  not  over.  Science 
has  not  quit,  but  the  process  through  which  deci- 
sions are  made  which  govern  the  distribution  of 


the  fruits  of  that  science  are  no  longer  the  sole 
prerogative  of  the  doctor  or  the  doctor  in  conjunc- 
tion with  the  administration  and  the  Board  of 
Trustees.  Almost  all  at  once  the  political  proc- 
esses at  state  and  federal  levels  have  become  major 
decision  makers.  How  did  they  get  there?  What 
are  they  doing?  Why?  What  will  be  the  outcome? 

THE  POLITICAL  GAME 

Until  1946  hospitals  (not  owned  bv  government) 
were  truly  free  spirits.  Some  few  states  had 
licensing  laws,  but  these  laws  usually  dealt  only 
with  fire  safety  and  sanitation.  There  was  no  pub- 
lic authority  which  had  anything  to  say  about  the 
location,  size,  architectural  standards,  or  costs  of 
new  hospitals  or  the  expansion  of  old  ones.  Any 
hospital  which  could  raise  the  money  could  build 
anew,  expand,  or  whatever  it  wished. 

But  raising  money  was  not  all  that  easy  in  a 
nation  which  had  just  endured  a depression  fol- 
lowed by  a world  war.  This  was  especially  true  in 
rural  areas.  As  early  as  1944  the  Commission  on 
Hospital  Care  produced  studies  which  finally  pro- 
vided the  basis  for  the  Hospital  Survey  and  Con- 
struction Act  of  1946,  the  Hill-Burton  Act.  This 
landmark  legislation  was  the  first  national  politi- 
cal step  into  the  private  hospital  world.  The  law 
required  state  plans;  it  required  minimum  archi- 
tectural and  engineering  standards.  Statewide 
priorities  were  set,  and  the  state  agency  began  to 
attempt  to  develop  a plan  based  on  need.  It  could 
withhold  funds  if  a hospital’s  plans  did  not  meet 
needs  as  defined  in  the  state  plan.  The  political 
game  for  hospitals  had  started.  The  rules  were 
there  to  see;  federal  money  meant  some  kind  of 
federal  control  or  regulation.  Yet  very  few  paid 
attention  to  this  game.  It  was  just  not  that  impor- 
tant. Hospitals  could  not  lose  anything;  they  could 
cn!v  ran.  The  wo.ct  that  could  happen  was  to  be 
denied  a grant;  and,  as  money  became  more  plenti- 
ful in  the  1950s,  many  who  were  denied  Hill- 
Burton  funds  built  anyhow.  This  was  a benign 
game  in  which  the  stakes  were  relatively  low,  the 
Federal  influence  extremely  gentle,  and  a loss 
merely  a 0-0  tie.  . 

From  time  to  time  Hill-Burton  regulations  were 
rewritten  to  place  emphasis  in  different  segments 
of  the  hospital  field:  urban  hospital  modernization 
versus  new  rural  ones;  acute  short  stay  psychiatric 
facilities  in  general  hospitals;  or  later  post-acute 
or  extended  care  facilities.  Nevertheless,  the  politi- 
cal game  was  given  little  attention  even  by  the 
players. 

A second  game  was  also  underway  involving 
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medical  education  and  research.  Again,  however, 
this  game  involved  the  dispensing  of  federal  dol- 
lars to  medical  schools  and  medical  faculty  under 
a set  of  rules  which  were  designed  largely  by  the 
players  themselves:  and,  further,  the  decisions  con- 
cerning who  got  how  many  dollars  were  made 
largely  by  the  players  operating  as  study  sections 
or  councils  in  the  dual,  peer  review  framework  of 
the  National  Institutes  of  Health. 

MEDICARE  AND  MEDICAID 

Then,  in  1965,  came  the  passage  of  Titles  XVI 1 1 
and  XIX  of  the  Social  Security  Act  — - Medicare 
and  Medicaid.  All  at  once  the  federal  government 
became  a major  purchaser  of  care  for  a broad  seg- 
ment of  the  population.  It  had  for  almost  200 
years  operated  hospital  facilities  for  certain  groups 
such  as  the  military,  veterans,  American  Indians, 
and  others,  but  Medicare  and  Medicaid  repre- 
sented an  historic  departure.  Broad  segments  of 
the  population  were  eligible  (in  Medicare  those 
over  65  without  regard  to  income,  and  in  Medicaid 
those  within  income  limits  without  regard  to  age). 
Further,  this  care  was  to  be  rendered  in  facilities 
owned  and  operated  by  the  private  sector  and  not 
by  government  itself.  Finally,  even  the  insurance 
administrative  job  was  contracted  to  Blue  Cross 
and  certain  other  insurance  companies.  Clearly  a 
new  game  had  started,  and  further  it  was  a game 
neither  set  of  players  had  played  before.  Because 
the  game  was  new  and  no  one  really  knew  the 
rules,  rules  were  made  up  as  the  game  progressed. 
The  rules  were  in  the  form  of  regulations,  inter- 
mediary letters,  and  new  legislation  such  as  Com- 
prehensive Health  Planning  and  Regional  Medical 
Programs.  A ‘'partnership  in  health'’  was  pro- 
claimed as  the  name  of  the  game,  and  a momen- 
tary euphoria  occurred. 

The  euphoria  was  quickly  dissipated  when  it  oc- 
curred to  some  that  someone  should  keep  score  in 
this  game.  No  one  knew  quite  how  to  do  this  but 
a general  and  vague  notion  of  some  sort  of  input/ 
output  measurement  emerged.  Based  on  this  prem- 
ise the  input  side  was  winning.  Input  numbers  in 
the  form  of  costs  were  climbing  drastically  while 
the  output  side  could  not  demonstrate  much  of  a 
score  at  all.  There  were  no  data  to  show  that  the 
nation’s  health  was  improved.  Comparisons  with 
other  countries  (albeit  crude  and  often  mislead- 
ing) were  discouraging.  Government  players  felt 
that  they  were  losing  the  game  and  by  a lopsided 
margin.  In  1956  federal  expenditures  for  health 
amounted  to  3.1  billion  dollars  while  estimated 


figures  for  1974  are  approximately  33  billion.  The 
health  care  crisis  became  a fashionable  political 
battle  cry.  Unequal  access  to  care,  uneven  quality 
of  care,  excessive  numbers  of  hospital  beds,  grow- 
ing numbers  of  malpractice  suits,  the  emergence 
of  the  state  insurance  commissioner  as  the  cham- 
pion of  the  consumer,  and  still  more  legislation  at 
state  and  federal  levels,  all  combined  to  indicafe 
that  this  game,  called  partnership  in  health,  was 
no  longer  benign.  It  had  clearly  passed  from  the 
amateur  into  the  professional  ranks.  It  may  be  not 
inaccurate  to  say  that  August  1971  witnessed  the 
end  of  the  first  quarter  or  period  with  the  provider 
the  clear  winner.  In  this  second  quarter  or  period, 
however,  there  are  some  rules  with  which  to  begin, 
but  the  real  issue  will  be  decided  according  to  rules 
which  have  just  been  devised,  those  which  are  in 
the  making  now  and  those  which  will  be  coming 
in  the  next  few  years.  This  is  the  newest  political 
game  in  town,  and  those  of  us  who  call  ourselves 
health  professionals  are  the  rookies  in  this  game. 

At  this  point  I w'ould  like  to  discuss  some  of  the 
rules  of  this  game,  present  and  future  and  specu- 
late a little  on  their  potential  impact  and  on  the 
way  in  which  we  rookies  must  learn  to  play  better. 

ECONOMIC  STABILIZATION  ACT 

The  first  of  the  rules  is  the  Economic  Stabiliza- 
tion Act.  As  you  remember,  this  Act  began  in  the 
summer  of  1971  with  a total  90  day  freeze  of 
wages  and  prices.  This  was  followed  by  a rather 
strict  and  broad  Phase  IT.  Phase  III  was  far  more 
selective  in  approach,  exempting  some  segments 
of  the  economy  but  retaining  control  over  the 
health  industry.  Phase  IV  exempted  yet  more  of 
the  nations  economy,  recently  and  notably  the 
automobile  industry,  but  again  maintaining  con- 
trol over  the  health  field.  It  is  not  my  intent  to 
make  detailed  comment  on  Phase  IV,  or  compare 
its  merits  or  demerits  with  those  of  Phase  III. 
The  important  element  in  the  Phase  IV  program 
is  that,  for  the  first  time  in  our  national  history, 
the  federal  government  is  attempting  to  regulate 
the  amount  of  hospital  care  to  be  provided  to  our 
people.  The  mechanism  used  is  totally  an  economic 
control.  The  positive  economic  incentive  encour- 
ages shorter  lengths  of  stay  and  reduced  numbers 
of  admissions.  Longer  lengths  of  stay  and  increased 
numbers  of  admissions  are  subject  to  economic 
disincentives,  if  in  fact  they  do  not  place  the  hos- 
pital in  violation  of  federal  law  and  subject  it  to 
fines  or  other  penalties. 

(Continued  on  Next  Page) 
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This  control  is  indeed  a startling  one.  During 
the  first  three  Phases  of  the  Economic  Stabiliza- 
tion Program,  hospitals  were  subject  to  price  con- 
trols as  were  other  parts  of  our  economy.  Hospitals 
performed  well.  In  fact,  hospitals  outperformed 
most  of  the  rest  of  the  economy  as  measured  by 
the  Consumer  Price  Index.  Hospitals  have  cut  their 
rate  of  inflation  in  half,  the  goal  announced  by 
the  President.  Why  then  this  new  and  expanded 
form  of  control?  The  answer  is  both  simple  and 
complex.  First,  even  with  hospital  prices  perform- 
ing satisfactorily,  total  hospital  expenditures  dur- 
ing 1972  and  1973  increased  at  about  11  per  cent. 
If  prices  were  not  responsible  for  this  kind  of  an 
increase,  then  quantity  of  care  had  to  be;  thus  a 
control  aimed  at  regulating  quantity.  That  is  the 
simple  answer,  and,  if  viewed  only  in  the  short 
run  as  purely  an  anti-inflationary  device,  it  ap- 
pears logical  and  perhaps  even  inescapable.  This 
control  on  quantity,  however,  is  not  being  viewed 
only  as  a short  run  device  by  government.  It  is 
being  viewed  as  a possible  long  range  type  of  con- 
trol to  be  used  under  a National  Health  Insurance 
program.  The  use  of  an  economic  tool  to  regulate 
hospital  admission  patterns  and  hospital  length  of 
stay,  strikes  directly  at  the  clinical  decision-making 
prerogative  of  the  physician.  Physician  decisions 
could  literally  place  a hospital  in  severe  financial 
jeopardy  and  even  place  it  in  violation  of  the  law. 
Boards  of  Trustees  could  not  allow7  this  to  happen, 
and  if  they  intervened  the  probability  of  trustee- 
medical  staff  conflict  is  only  too  apparent.  For 
these  and  other  reasons,  the  American  Hospital 
Association  feels  this  kind  of  control  is  illegal, 
unworkable,  and  unwise  and  has  gone  to  the  courts 
for  relief. 

These  Phase  IV  regulations  were  about  nine 
months  in  the  making.  Countless  meetings  and 
negotiating  sessions  were  held  with  Cost  of  Living 
Council  Staff,  with  Doctor  John  T.  Dunlap,  Sec- 
retary Caspar  W.  Weinberger,  and  with  congres- 
sional staff  and  Congressmen  themselves.  Many 
changes  resulted,  most  of  which  were  favorable 
to  the  health  field,  but  the  basic  principle  — con- 
trol on  quantity  — was  maintained.  We  gained  a 
few  yards,  maybe  even  a first  down  or  two,  but 
the  touchdown  eluded  us.  In  fact,  if  by  April  30, 
1974  only  health  and  petroleum  remain  controlled, 
it  would  appear  that  the  touchdown  was  scored 
by  the  other  side. 

PL  902-603  AND  COST  CONTAINMENT 

The  Social  Security  Amendments  of  1972  (Pub- 
lic Law  92-603)  provided  a host  of  new  rules  for 


our  political  game.  The  various  sections  of  this  law 
cover  a wide  range  of  subjects  relating  to  the  types 
and  amounts  of  services  and  facilities  to  be  built 
and  financed,  to  ways  and  means  of  utilization  re- 
view and  regulation,  to  questions  of  reimbursement 
methods  and  definitions  of  reasonable  costs.  The 
intent  of  this  piece  of  legislation  is  clearly  cost 
containment  to  protect  the  Social  Security  trust 
fund. 

While  an  analysis  of  this  law  in  ail  its  parts  is 
clearly  beyond  the  scope  of  this  presentation,  some 
comments  about  the  political  game  and  lessons 
being  learned  are  in  order.  Lesson  number  one  is 
that  the  passage  of  a bill  and  its  becoming  law  is 
only  the  beginning.  In  many  instances  the  wording 
of  the  legislation  is  broad  and  describes  the  intent 
of  the  Congress.  It  remains  to  write  detailed  regu- 
lations under  which  the  law  can  be  administered. 
And  the  regulation  writers  often  have  broad  lati- 
tude within  which  to  operate.  Given  this  fact,  the 
regulated  often  have  an  opportunity  to  advise  in 
regulation  drafting  and  also  have  the  legal  right 
to  comment  on  regulations  once  they  are  published 
in  draft  form.  We  in  the  health  field  are  just  now- 
learning  bow  to  do  this.  I can  give  one  example 
within  P.L.  92-603  to  illustrate.  Section  233  of 
the  Act  states  that  Medicare  payments  to  hospitals 
shall  be  the  lesser  of  costs  or  charges.  The  intent 
of  this  section  is  clear.  Because  Medicare  was  tied 
to  a cost-related  reimbursement  formula,  the  Con- 
gress did  not  want  to  pay  costs  for  care  in  a given 
hospital,  if  the  prices  charged  to  the  general  public 
were  less  than  costs.  The  intent,  as  T said,  is  clear; 
but  when  one  begins  to  think  about  how  to  ad- 
minister that  provision  an  amazing  array  of  tech- 
nical and  social  and  political  issues  emerge.  What 
are  costs?  How  are  they  defined?  Must  costs  and 
charges  for  every  element  of  the  hospital's  services 
be  analyzed  separately,  e.g.  every  lab  test,  every 
prescription,  every  treatment?  Should  inpatient 
costs  and  charges  be  separated  from  outpatient,  or 
should  they  be  aggregated?  These  were  the  tech- 
nical questions.  But  perhaps  of  greater  importance 
were  some  social  and  political  questions.  Surveys 
showed  that  the  prevailing  pattern  of  the  voluntary 
hospitals’  (or  the  investor  owned  hospital)  charge 
structure  was  designed  so  that  prices  (charges) 
were  above  actual  costs  or  at  least  equal  to  costs, 
at  least  for  inpatient  services.  Often  inpatient 
charges  exceeded  inpatient  costs,  but  outpatient 
costs  exceeded  outpatient  charges.  In  these  hos- 
pitals the  aggregation  of  in  and  outpatient  figures 
tended  to  produce  a balance.  If,  therefore,  regula- 
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liens  would  allow  a hospital-wide  aggregation  of 
costs  and  charges,  the  hospital  would  receive  pay- 
ment equal  to  its  costs.  But  if  regulations  de- 
manded separation  of  in-  and  outpatient  figures 
(as  indeed  the  draft  regulations  did),  then  the 
hospital  would  receive  costs  of  inpatient  services, 
but  charges  for  outpatient  services,  and  (in  the 
prevailing  pattern  of  costs  exceeding  charges) 
therefore  the  hospital  would  lose  money.  The  hos- 
pital’s only  alternative  to  losses  would  be  price 
increases  for  outpatient  services  and  these  increases 
would  fall  on  those  services  least  insured  and  on 
those  people  least  able  to  pay. 

Further  analysis,  however,  showed  that  the 
major  problems  with  this  section  of  the  act  re- 
lated to  the  publicly  owned  hospitals,  ^primarily 
municipal  hospitals,  but  including  some  state 
owned  university  hospitals.  In  these  hospitals, 
primarily  intended  for  care  of  the  poor,  actual 
costs  of  care  usually  exceeded  charges  with  the 
balance  being  funded  from  local  or  state  tax  reve- 
nues. If  Medicare  switched  from  paying  costs  to 
paying  charges,  these  hospitals  would  receive  sub- 
stantially lower  federal  payments,  thus  adding 
a greater  burden  to  state  and  local  sources.  Natur- 
ally this  prospect  did  not  enthrall  mayors,  county 
commissioners,  or  governors.  The  upshot  was  that 
Congress  acted  and  postponed  the  effective  date 
of  this  provision  for  one  year.  Furthermore,  the 
Cost  of  Living  Council  was  asked  to  allow  hospi- 
tals a one-time  opportunity  to  raise  charges  so 
that  they  would  equal  costs,  but  the  Council  re- 
fused to  do  so. 

This  problem  is  not  solved.  In  fact,  the  shape 
of  an  equitable  and  workable  solution  is  not  clear. 
It  is  clear,  however,  that  the  political  game  is  for 
real;  that  it  is  an  open  game;  and  that  the  player 
who  understands  it  can  have  an  impact  on  its  out- 
come. On  February  8,  1974  the  comment  period 
expired  concerning  some  (in  my  view)  extremely 
onerous  utilization  review  regulations.  The  Amer- 
ican Hospital  Association  filed  some  detailed  com- 
ments and  bristling  criticisms,  and  the  American 
Medical  Association  threatened  to  file  suit.  As  a 
result  certain  of  those  regulations  were  rescinded 
and  others  delayed.  There  can  be  impact  if  the 
players  act  in  a timely  fashion  with  useful  infor- 
mation and  with  energy. 

NATIONAL  HEALTH  INSURANCE 

Clearly,  however,  Social  Security  Amendments 
and  efforts  at  influencing  regulation  drafts  are  the 
preliminaries  to  the  main  game  itself.  This  game, 


of  course,  is  calied  National  Health  Insurance.  This 
subject  has  been  talked  about  for  so  long  that 
mention  of  it  tends  to  produce  an  instant  cure  for 
insomnia.  Yet  it  is  almost  certain  that  this  spring 
will  witness  some  serious  congressional  work.  Up 
until  now  various  interest  groups  have  produced 
various  bills  which  were  really  intended  to  stake 
out  certain  positions  and  to  insure  those  groups 
admission  to  the  playing  field1  when  the  opening 
whistle  blew.  The  American  Medical  Association 
proposed  Medicredit  as  one  posture,  while  the 
Committee  of  100  and  Senator  Edward  Kennedy 
proposed  the  most  sweeping  and  costly  plan  of 
all.  In  between  are  a number  of  other  proposals 
of  varying  scope,  design,  and  method.  Perhaps  the 
most  telling  sign  is  that  the  Nixon  administration 
is  readying  a serious  proposal  for  submission  very 
soon.  This  is  a clear  signal  that  serious  debate  is 
about  to  get  underway.  Just  how  fast  the  debate 
moves  is  not  so  clear.  Watergate,  the  energy  crisis, 
inflation,  and  some  potentially  volatile  foreign 
problems  could  intervene  and  slow  down  debate 
and  resolution.  Nevertheless,  there  seems  to  be 
Congressional  consensus  that  1974  is  the  year  in 
which  serious  debate  will  commence. 

There  is  a second  consensus,  and  that  is  one  of 
caution.  Medicare  has  convinced  both  Congress 
and  the  Administration  that  the  passage  of  a 
sweeping  National  Health  Insurance  program 
without  provisions  designed  to  regulate  costs  would 
be  tremendously  inflationary.  Therefore  a major 
portion  of  the  debate  will  center  on  the  regulatory 
apparatus  to  be  used.  It  is  this  part  of  the  debate 
in  which  the  health  professional  can  be  most  help- 
ful, and  the  outcome  of  this  part  of  the  debate 
will  have  the  most  profound  effect  on  the  way  in 
which  he  or  she  delivers  services  in  the  future. 

With  the  beginning  of  this  debate,  the  prelim- 
inary games  are  over.  The  political  era  in  health 
care  has  gained  entry  into  center  court.  The  out- 
come will  depend  largely  on  how  well  we  have 
learned  our  lessons.  We  have  a clear  opportunity 
to  join  in  the  decision  process.  Our  expertise  is 
needed  and  wanted.  Artificial  posturing  will  not 
be  effective.  Straight  talk  based  on  data,  clear 
exposition  of  problems,  and  constructive  ap- 
proaches to  solutions  will  be  welcome.  The  politi- 
cal game  is  new  to  us.  But  it  is  a serious  game, 
and  the  outcome  is  vitally  important,  not  only 
to  us,  but  to  our  population,  to  our  patients.  Just 
as  our  goals  demand  our  best  efforts  in  the  labora- 
tory or  at  the  bedside,  these  same  goals  demand 
( Continued  on  page  304 ) 
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The  Brain  Scan  Offers  A Simple  Sensi- 
tive And  Atraumatic  Evaluation  Of  Sus- 
pected Intracranial  Disease 


By  Charles  Mandell,  M.D 


PHYSIOLOGY 

Brain  scanning  offers  a sensitive,  noninvasive, 
and  technically  simple  test  for  evaluating  neuro- 
logic disease.  Its  popularity  has  increased  continu- 
ally over  the  past  20  years,  and  it  has  now  become 
one  of  the  most  widely  utilized  of  the  scanning 
procedures  available.  This  paper  describes  the 
physiologic  basis,  the  technique,  and  the  useful- 
ness of  the  brain  scan. 

Unlike  scans  of  most  other  organs,  the  positive 
brain  scan  shows  a "hoC’  spot  of  radioactivity  in 
the  midst  of  normally  ''cold’'  surrounding  brain 
parenchyma.  The  blood-brain  barrier  is  the  physio- 
logic mechanism  responsible  for  this  lack  of  uptake 
by  normal  brain  tissue.  This  barrier  is  probably 
the  result  of  tight  junctions  between  capillary  en- 
dothelial cells,  forcing  substances  to  pass  through 
the  endothelial  cell  wall  itself.  Certain  substances 
such  as  oxygen,  amino  acids,  and  some  elecrolytes 
can  easily  do  this.  Others  cannot  cross  this  barrier 

CHARLES  MANDELL,  M.D.,  of  Providence, 
Rhode  Island;  Department  of  Radiology  and  Nu- 
clear Medicine,  Rhode  Island  Hospital,  Providence, 
Rhode  Island 

This  is  the  second  in  a series  of  papers  describing 
the  methods  and  uses  of  Nuclear  Medicine. 


at  all.  Only  when  disease  has  altered  or  destroyed 
this  barrier  can  certain  of  these  substances,  includ- 
ing all  currently  used  brain  scan  radiopharmaceu- 
ticals, appear  in  brain  parenchyma.  This  altered 
permeability  appears  to  be  a nonspecific  response 
to  a wide  variety  of  insults.  Thus  positive  uptake 
may  be  seen  not  only  with  tumor,  but  also  with 
infarct,  hemorrhage,  abscess,  inflammation,  and 
other  focal  abnormalities. 

The  normal  brain  scan,  however,  does  exhibit 
certain  radiopharmaceutical  concentration.  This  is 
in  the  area  around  the  brain  known  as  the  “vascu- 
lar rim".  It  includes  the  coverings  of  the  brain, 
meninges  and  dura,  the  skull  itself,  venous  sinuses, 
and  the  scalp.  Abnormally  increased  activity  in  this 
region  may  be  the  result  of  either  increased  blood- 
flow  or  increased  volume  of  tissue  as  in  subdural 
hematoma. 

RADIO-NUCLIDE 

Because  there  has  not  yet  appeared  a radiophar- 
maceutical with  a specific  affinity  for  brain  par- 
enchyma, current  techniques  employ  a radioactive 
substance  which  remains  for  a considerable  time 
confined  to  the  extracellular  compartment.  Tech- 
netium pertechnetate.  a radiopharmaceutical  with 
a six  hour  half-life,  is  an  ion  quite  similar  to  iodide 
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in  structure.  Its  small  size  allows  it  to  pass  easily 
into  the  extravascular  space  in  the  tissues  outside 
of  the  brain.  When  the  blood-brain  barrier  is  dis- 
rupted, it  easily  moves  into  brain  parenchyma  it- 
self, identifying  through  its  gamma  ray  emissions 
any  abnormal  area  of  increased  uptake.  Where 
there  is  no  breakdown  of  the  blood-brain  barrier, 
as  with  an  aneurysm  or  arteriovenous  malforma- 
tion, locally  increased  blood  volume  may  account 
for  abnormally  high  radioactivity. 

PATIENT  PREPARATION  AND  TIME 

Because  the  pertechnetate  ion  is  similar  to 
iodide,  it  will  be  trapped  in  the  thyroid  and  other 
glands  of  the  neck.  To  prevent  this,  and  more  spe- 
cifically to  prevent  its  uptake  in  the  choroid 
plexus,  potassium  perchlorate  as  an  oral  solution 
or  capsule  is  administered  20  minutes  to  one  hour 
before  scanning.  Uptake  in  the  choroid  plexus  may 
be  confusing  in  interpretation  if  not  blocked  by 
this  agent.  This  premedication  is  all  that  is  re- 
quired of  the  patient  to  prepare  for  the  examina- 
tion. 

Following  the  intravenous  injection  of  the  Tc99" 
pertechnetate,  usually  in  a volume  of  1-3  ml,  the 
scan  is  routinely  performed  after  one  to  two  hours. 
Isotope  cerebral  angiography  may  be  instituted  at 
the  time  of  injection  with  a gamma  camera.  In 
some  institutions  this  is  done  only  in  specific  in- 
stances, in  others  it  is  a routine.  Occasionally,  de- 
layed scans  may  be  obtained  at  three  to  four  hours 
following  the  injection.  Four  views  are  routinely 
obtained,  but  specific  views  such  as  vertex  and 
angled  posterior  fossa  may  be  requested  by  the 
nuclear  physician.  The  patient  therefore  should 
expect  to  spend  a minimum  of  1 hours  in  the 
nuclear  medicine  department  and  up  to  three  hours 
in  some  cases.  As  with  all  scanning  procedures,  the 
patient  will  experience  no  specific  sensation  from 
the  injected  isotope,  and  there  will  be  no  after- 
effects. The  patient’s  retained  body  radioactivity 
will  not  be  dangerous  to  him  or  his  family. 

CEREBRAL  RADIONUCLIDE  ANGIOGRAPHY 

Cerebral  nuclide  angiography  is  the  gamma  cam- 
era examination  of  the  first  minute  of  radionuclide 
flow  into  the  head  following  an  intravenous  in- 
jection. This  initial  ‘‘scintiphoto’’  or  series  of  scin- 
tiphotas  may  be  recorded  with  Polaroid L film, 
transparent  film,  video  tape,  or  magnetic  tape.  A 
computer  may  be  used  to  analyze  the  number  of 
counts  appearing  in  each  hemisphere.  V hile  a 
large  number  of  people  have  statistically  signifi- 


cant differences  in  their  hemispheric  counts,  the 
clinical  significance  of  these  differences  remains 
questionable.  In  only  about  60  per  cent  of  cases 
does  the  “flow”  examination  correlate  with  the 
clinical  picture. 

In  other  clinical  situations  the  examination  is 
very  valuable.  It  may  be  the  only  test  to  reveal 
changes  in  early  subdural  hematoma,  and  is  criti- 
cal in  the  diagnosis  of  arterio  venous  (A-V)  mal- 
formations, and  aneurysms.  Diagnostic  patterns 
may  be  seen  in  occlusion  of  internal  or  external 
carotid  arteries  and  in  severe  degrees  of  vascular 
insufficiency.  The  early  pattern  is  also  very  help- 
ful in  differentiating  vascular  tumors  from  other 
masses  such  as  metastases  or  abscesses. 

RADIATION  DOSAGE 

The  radiopharmaceutical  technetium  pertechne- 
tate is  excreted  by  the  gastric  mucosa  and  remains 
for  a considerable  time  in  the  large  bowel.  The 
colon  is  therefore  the  target  organ  receiving  1-2 
Rads  absorbed  dose.  The  total  body  dose  is  0.2 
Rads.  This  is  approximately  the  same  dose  as  re- 
ceived from  one  abdominal  x-ray  film  exposure. 
The  six  hour  physical  half  life  of  technetium  means 
that  95  per  cent  of  the  activity  has  decayed  by  25 
hours  following  administration. 

INDICATIONS 

Virtually  any  type  of  suspected  focal  intracranial 
pathology  presents  a valid  indication  for  a brain 
scan.  The  procedure  is  safe,  simple,  and  well  toler- 
ated by  even  the  sickest  patients.  It  is  easy  to  per- 
form on  an  outpatient  basis.  Its  popularity  in  part 
results  from  the  fact  that  most  alternative  meth- 
ods of  investigation  are  invasive  and  are  associated 
with  some  morbidity.  The  rate  of  scan  detection 
of  specific  abnormalities  is  quite  high  in  cases  of 
tumor,  trauma,  and  congenital  malformations.  It 
is  somewhat  lower  in  vascular  and  inflammatory 
disease  but  still  very  acceptable  as  compared  to 
other  diagnostic  modalities. 

NEOPLASMS 

The  overall  accuracy  of  brain  scanning  in  tumor 
detection  has  been  80-85  per  cent.  The  false  nega- 
tive rate  therefore  is  still  significant,  and  a nega- 
tive scan  by  itself  cannot  exclude  neoplastic  dis- 
ease. The  clinician  should  carefully  consider  the 
patient's  symptoms,  history,  and  other  diagnostic 
tests  in  evaluating  the  brain  scan  interpretation. 

When  the  patient  has  a known  history  of  pri- 
( Continued  on  Next  Page) 
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Fig.  1.  NORMAL  BRAIN  SCAN.  The  radioactivity  is  confined  to  the  periphery  of  the  brain,  the  skull 
and  dural  sinuses.  Considerable  radioactivity  is  seen  in  the  facial  region  and  in  the  neck.  Normal  brain  tissue 
does  not  concentrate  the  radioisotope. 


mary  malignancy  and  metastases  are  suspected, 
multiple  abnormal  foci  on  brain  scan  should  be 
considered  strong  evidence  for  metastatic  disease. 
Up  to  40  per  cent  of  metastases,  however,  may 
present  as  a single  abnormality  on  scan.  The  clini- 
cian should  therefore  stress  the  history  of  malig- 
nant disease  in  his  request  to  the  nuclear  physi- 
cian, so  that  a clinically  useful  scan  interpretation 
may  be  made.  In  the  patient  with  a negative  past 
history,  a single  lesion  might  be  considered  a pri- 
mary tumor  or  vascular  accident.  It  cannot  be  em- 
phasized too  strongly  that  sufficient  clinical  in- 
formation must  be  communicated  in  every  case  to 
the  consultant  in  nuclear  medicine,  so  that  he  may 
properly  interpret  the  scan.  This  is  particularly 
important  in  brain  scanning  where  many  diagnostic 
approaches  may  be  employed  in  searching  for  a 
variety  of  diseases.  Tumors  of  the  posterior  fossa, 
for  example,  have  in  the  past  been  detected  in  only 
40-50  per  cent  of  cases.  Our  recent  experience  in- 
dicates this  can  be  raised  to  better  than  80  per 
cent  if  the  physician  in  nuclear  medicine  is  aware 
of  the  clinical  possibilities  beforehand  and  obtains 


specific  delayed  views  of  the  posterior  fossa.  The 
same  is  true  for  A-V  malformations,  where  specific 
views  shortly  after  injection  are  helpful. 

As  with  all  scanning  procedures,  the  visualiza- 
tion of  an  abnormality  depends  upon  the  radio- 
nuclide localization  in  the  abnormal  area.  In  the 
brain  this  depends  upon  the  size  of  the  lesion,  its 
alteration  of  capillary  permeability,  and  its  vas- 
cularity. Meningiomas  and  glioblastomas,  for  ex- 
ample, are  diagnosed  with  greater  than  90  per 
cent  accuracy.  Meningiomas  have  a rich  blood  sup- 
ply and  probably  a poor  blood-brain  barrier.  Glio- 
blastomas grow  rapidly,  distorting  their  blood  sup- 
ply, altering  the  capillary  barrier;  while  slower 
growing  gliomas  are  detected  only  60-70  per  cent 
of  the  time. 

Size  plays  a very  important  role  in  detectability. 
Over  90  per  cent  of  tumors  greater  than  2.5  cm  in 
diameter  are  detectable,  whereas  only  15  per  cent 
of  those  under  that  size  are  recognized.  These 
smaller  tumors  must  have  intense  uptake,  and 
therefore  usually  a very  rich  blood  supply,  to  be 
seen. 
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Fig.  2.  PRESENTING  APPEARANCE  OF  A VASCULAR  PRIMARY  BRAIN  TUMOR.  Note  the  in- 
creasing size  with  recurrence  months  later.  The  shape  and  distribution  of  the  radioactivity  indicate  a round 
mass  whose  blood  supply  crosses  the  usual  arterial  distribution  of  a single  vessel.  This  location  would  strongly 
favor  an  intrinsic  tumor  rather  than  a vascular  accident. 


Anatomic  location  is  also  very  important  as  in- 
dicated in  the  case  of  cerebellar  lesions.  Pituitary 
or  midline  tumors  are  very  difficult  to  identify, 
particularly  if  they  lie  close  to  the  base  of  the 
brain.  Unless  there  is  suprasellar  extension,  pitui- 
tary lesions  may  be  impossible  to  visualize  on  the 
brain  scan,  and  other  diagnostic  studies  should  be 
employed. 

VASCULAR  DISEASE 

As  with  tumors,  size  and  vascularity  play  an 
equally  important  role  in  the  detection  of  a cere- 
brovascular accident  (CVA).  The  initial  insult  of 
thrombosis,  embolus,  or  hemorrhage  probably  pro- 
duces interstitial  edema  and  reduction  of  the  micro- 
circulation.  The  scan  in  the  first  five  to  seven  days 
after  the  insult  is  therefore  normal,  reflecting 
probably  the  inability  of  the  isotope  to  reach  the 
abnormal  area.  After  this  lapse  of  time  the  inten- 
sity of  radionuclide  uptake  in  the  CVA  progres- 
sively increases,  reaching  a peak  at  three  weeks. 
Resolution  of  the  increased  uptake  is  slow,  the 


scan  returning  to  normal  over  several  weeks  to 
months.  While  the  extent  of  scan  abnormality  may 
correlate  well  with  the  extent  of  clinical  disease, 
there  is  no  correlation  between  the  resolution  on 
scan  and  the  clinical  picture. 

As  might  be  expected,  “avascular’’  CVAs,  i.e. 
thrombosis  and  embolization,  show  less  uptake  of 
isotope  than  hemorrhagic  “vascular”  CVAs.  At 
the  end  of  one  week  about  35  per  cent  of  the 
“avascular”  CVAs  will  show  a positive  scan,  and 
about  50  per  cent  of  the  “hemorrhagic”  CVAs.  By 
three  weeks  60  per  cent  of  the  “avascular”  scans 
are  positive  and  75  per  cent  of  the  “vascular”.  A 
normal  early  scan  which  later  becomes  abnormal 
is  very  good  evidence  for  a recent  vascular  acci- 
dent. The  presence  of  late  resolution  is  often  con- 
firmatory. 

CONGENITAL  AND  INFLAMMATORY  DISEASE 

Arteriovenous  malformations  may  be  diagnosed 
on  scan  because  their  prominent  blood  flow  con- 
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Fig.  3.  EVOLUTION  AND  ULTIMATE  RESOLUTION  OF  A POSTERIOR  TEMPORAL  LOBE  CVA. 
Note  that  the  maximum  concentration  of  radioactivity  occurs  at  approximately  three  weeks  following  the 
initial  insult. 


centrates  the  isotope  in  a small  area.  A gamma 
camera  is  the  best  instrument  for  the  diagnosis  of 
such  lesions,  since  it  allows  rapid  visualization  of 
the  early  flow  pattern  through  the  brain.  A de- 
layed scan  in  these  cases  may  be  completely  nor- 
mal. 

Abscesses  may  be  detected  by  scanning  in  80-90 
per  cent  of  cases.  They  are  best  seen  on  delayed 
views  at  1^4  to  2 hours  following  injection,  but 
they  will  also  be  detected  at  the  standard  time. 
Radionuclide  concentration  is  usually  in  the  wall 
of  the  abscess,  resulting  in  slow  accumulation  and 
occasionally  a diagnostic  “rim-’  sign.  Diagnosis  is 
not  difficult  given  the  proper  clinical  situation. 

TRAUMA 

Scanning  is  very  reliable  in  the  diagnosis  of  sub- 
dural hematoma  in  chronic  or  subacute  cases.  The 
isotope  accumulates  primarily  in  the  dural  mem- 
brane, and  the  scan  may  be  delayed  until  two  to 
three  hours  following  injection.  Again  the  clini- 
cian’s suspicion  will  allow  the  physician  in  nuclear 


medicine  to  obtain  a more  appropriate  examina- 
tion and  a more  accurate  interpretation. 

In  cases  of  suspected  acute  subdural  hematoma, 
scanning  is  not  very  useful  for  the  first  two  weeks 
because  the  dural  membrane  has  not  yet  formed. 
Echoencephalography  and  arteriography  should  be 
the  procedures  of  choice.  A newly  created  instru- 
ment, the  axial  tomographic  scanner,  promises  to 
be  very  helpful  in  these  situations. 

OTHER  CONDITIONS 

Virtually  any  abnormality  of  the  scalp,  skull, 
dura,  or  meninges  may  give  an  abnormal  scan. 
Most  of  these  can  be  correctly  localized  as  non- 
parenchymal,  but  occasional  problems  of  interpre- 
tation may  arise.  In  these  instances  skull  x-ray 
studies  may  be  recjuired  to  resolve  doubts  about  a 
suspicious  area.  In  post-craniotomy  cases  where 
recurrent  tumor  is  suspected,  the  differentiation 
of  a surgical  defect  from  recurrent  tumors  may 
be  very  difficult.  In  many  cases,  therefore,  a base- 
( Continued  on  Next  Page) 
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line  scan  is  recommended  1-2  months  after  sur- 
gery. The  use  of  additional  radiopharmaceutical 
agents  may  also  assist  in  the  differential  diagnosis 
of  these  abnormal  scans.  At  the  discretion  of  the 
physician  in  nuclear  medicine  ‘‘bone"  or  “tumor" 
seeking  agents  often  prove  helpful. 

LIMITATIONS  OF  INTERPRETATION 

Like  most  scanning  procedures,  brain  scans  are 
very  sensitive  but  frequently  nonspecific.  In  some 
instances  it  may  be  impossible  to  distinguish  be- 
tween the  abnormal  scan  appearance  of  a CVA 
and  a tumor.  Frequently,  however,  this  is  possible 
when  location,  configuration,  and  time  of  appear- 
ance are  carefully  considered.  A much  more  diffi- 
cult distinction  is  between  primary  and  metastatic 
tumors  and  abscesses.  Here  the  clinician’s  judg- 
ment plays  a vital  role.  False  negative  scans  are 
seen  in  only  about  15  per  cent  of  all  tumors,  but 
as  many  as  25-40  per  cent  of  vascular  accidents. 
False  positive  scans  occur  rarely  but  are  usually 
due  to  other  osseous  or  soft  tissue  abnormalities. 

Other  limitations  on  diagnostic  accuracy  include 
patient  inability  to  cooperate  for  all  possible  views 
(relatively  uncommon),  or  a suboptimal  examina- 


tion because  of  a communication  gap  between  re- 
ferring clinician  and  physician  in  nuclear  medicine 
(not  so  uncommon). 

CONCLUSION 

The  brain  scan  offers  a simple,  sensitive,  and 
atraumatic  evaluation  of  suspected  intracranial 
pathological  conditions.  Utilizing  a variety  of  diag- 
nostic approaches,  including  new  radiopharmaceu- 
ticals, the  physician  in  nuclear  medicine  is  fre- 
quently able  to  modify  the  technique  for  a par- 
ticular individual  problem.  With  proper  use,  the 
clinician  may  expect  the  scan  to  yield  a high  re- 
turn of  important  diagnostic  information. 


Table  I 

ACCURACY  OF  BRAIN  SCANNING 


Tumors  (all  types)  80-85% 

C.V.A 60-75% 

Abscess  80-90% 

Subdural  Hematoma 

(subacute  or  chronic)  0074 

A-V  Malformation  80% 


PERIPATETICS 

(Continued  from  Page  279) 

The  sponsor  of  the  local  Explorer  Post  in  Medi- 
cine in  Pawtucket  is  the  Pawtucket  Medical  As- 
sociation, not  Memorial  Hospital,  as  was  indicated 
in  a previous  item  in  Peripatetics. 

* * * 

Elected  president-elect  of  the  American  Psycho- 
somatic Society  at  its  annual  meeting  was  SIDNEY 
COBB.  Doctor  Cobb  will  assume  office  as  presi- 
dent in  March.  1975  at  the  society's  annual  meet- 
ing in  New  Orleans. 

* * * 

The  Herbert  E.  and  Daisy  A.  Stride  Memorial 
Foundation  board  of  trustees  met  recently.  This 
foundation  was  established  by  Mr.  Stride  of  New- 
port to  support  medical  research.  Named  medical 
director  of  the  foundation  was  FRANK  J.  LOG- 
LER.  CHARLES  P.  SHOEMAKER  and  ALAN 
R.  G.  WALLACE  were  named  trustees  with  Doctor 
Logler. 
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SEARCH  Seeks  An  Identity 


Goal  Is  The  Development  Of  A Health 
Statistics  Center  Responsive  To  Policy- 
Questions 


By  H.  Denman  Scott,  M.D. 


Two  years  ago  John  Tierney,  of  the  Rhode  Is- 
land State  Department  of  Health,  addressed  this 
joint  meeting  of  the  Rhode  Island  Chapters  of  the 
American  College  of  Physicians  and  the  American 
Society  of  Internal  Medicine.  At  that  time  he  re- 
ferred to  the  group  of  institutions  which  together 
created  a new  corporate  entity  called  Rhode  Island 
Health  Services  Research,  Inc.  (SEARCH).  He 
expressed  hopes  that  the  organization  could  play 
a worthwhile  role  in  the  health  affairs  of  Rhode 
Island  and  serve  to  encourage  constructive  inno- 
vation in  the  health  establishment.  Tonight  I want 
to  review  the  problems  and  accomplishments  of 
these  past  two  years  and  offer  some  thoughts  about 
the  future  role  of  SEARCH. 

THE  PROBLEM  OF  NEWNESS 
We  have  struggled  with  and,  I believe,  begun 
to  solve  two  fundamental  problems  both  related  to 
being  a new  organization.  The  first  is  ambiguity 
of  role  and  function.  Recently  we  have  spent  a 
considerable  amount  of  thought  and  energy  de- 
fining a role  for  SEARCH  which  will  be  highly 
useful  and,  in  time,  will  serve  the  interests  of  the 
public  and  professionals  alike  and  will  illuminate 
several  issues,  currently  being  addressed  in  often 
shrill,  heated  tones.  I will  have  more  to  say  about 

H.  DENMAN  SCOTT.  M.D.,  Executive  Director, 
Rhode  Island  Health  Services  Research,  Inc. 

Address  delivered  before  joint  meeting  of  the  Rhode 
Island  Chapters  of  American  College  of  Physicians 
and  American  Society  of  Internal  Medicine,  Provi- 
dence, R.  I.,  January  23,  1974. 

This  study  was  supported  in  part  by  the  Bureau  of 
Health  Services  Research,  Grant  No.  5-R18-H8- 
00720-03. 


the  role  and  function  of  SEARCH  in  a moment. 

The  other  problem  related  to  being  an  inchoate 
organization  is  the  need  to  establish  professional 
acceptability  and  credibility.  It  is  only  through 
repeated  capable  performance  that  trust  in  an  or- 
ganization’s ability  accrues.  While  we  have  stum- 
bled several  times,  I believe  that  SEARCH  has 
gained  a reputation  for  competence  by  what  it  has 
done,  particularly  in  recent  months.  Support  for 
this  claim  comes  from  a growing  number  of  invi- 
tations to  present  papers  or  participate  in  panels 
at  national  scientific  meetings  and  universities  and, 
locally,  from  numerous  requests  for  technical  as- 
sistance. -Also  of  significance  is  the  pending  asso- 
ciation, agreed  to  in  principle,  with  Brown  Uni- 
versity's Section  on  Community  Health.* 

To  assure  continued  and  improved  rigor  in  re- 
search design  and  data  analysis  we  are  in  the 
process  of  creating  an  independent  scientific  re- 
view board.!  Doctor  Pierre  Galletti,  Vice-President 
for  Biology  and  Medicine  at  Brown  University, 
will  chair  an  effort  to  develop  guidelines  and  re- 
cruit membership  for  this  group. 

THE  WORK  OF  SEARCH 

In  spite  of  the  past  ambiguity  of  role,  the  staff 
has  grown  in  size  and  expertise  in  a number  of 
disciplines.  The  staff  now  numbers  20  profession- 
als. Besides  Medicine  and  Nursing,  we  have  skills 
in  Demography,  Medical  Sociology,  Economics, 
Operations  Research  and  Management  Science, 

*The  Association  between  Brown  and  SEARCH  was 
agreed  to  on  May  15,  1974. 

|The  Professional  and  Scientific  Review  Board  had 
its  organizing  meeting  on  July  1,  1974. 
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Computer  Science,  and  Statistics.  Work  has  cen- 
tered around  deployment  of  a health  services  data 
system  and  the  development  and  support  of  demon- 
stration projects  in  the  organization  and  delivery 
of  health  care.  For  example,  in  addition  to  the 
survey  of  over  3,000  households  in  the  state,  which 
has  served  as  source  material  for  at  least  10  di- 
ferent  agencies  involved  in  planning,  evaluation, 
and  health  servioes  delivery,  SEARCH  has  com- 
pleted studies  on:  The  10-Hour  Shift  at  Roger 
Williams  General  Hospital,  Physicians’  Attitudes 
(under  the  direction  of  the  Rhode  Island  Medical 
Society),  Emergency  Room  Utilization,  Nurse 
Practitioners,  and  the  Flow  of  Health  Dollars  in 
Rhode  Island.  Staff  has  also  been  responsible  for, 
or  assisted  in,  the  development  of  proposals  for 
demonstration  or  evaluation  projects  in  the  areas 
of  Emergency  Medical  Services,  Nurse  Practi- 
tioner Training,  Prospective  Reimbursement,  and 
a number  of  other  smaller  projects. 

THE  CORE  FUNCTION: 

A HEALTH  STATISTICS  CENTER 

From  staff  experience  and  interaction  with  the 
Community  and  the  Trustees,  there  is  reason  to 
propose  that  SEARCH,  as  its  core  function,  be- 
come a Health  Statistics  Center  for  Rhode  Island. 
In  this  role  it  would  not  supplant  the  work  of  other 
groups  or  agencies  which  have  need  to  collect  and 
analyze  various  data  to  execute  their  programs. 
Rather,  it  would  bring  together  an  agreed-to  mini- 
mum set  of  data  which,  when  linked  to  a popula- 
tion of  known  size  and  composition,  can  produce 
a picture  of  the  entire  health  care  enterprise.  Such 
a systematic  description  has  been  largely  lacking 
in  the  past.  It  is  clear  that  health  professionals 
and  interested  lay  groups  have  approached  prob- 
lems categorically  in  terms  of  their  own  special 
interests.  There  are  those  interested  in  cancer,  or 
heart  disease,  or  kidney  disease;  others  represent 
individual  hospitals,  medical  schools,  insurance 
programs  for  the  poor  or  the  elderly.  All  of  this 
is  quite  natural  and  understandable.  Were  money 
plentiful  and  allocations  to  health  steadily  on  the 
rise,  the  categorical  approach  to  problem  solving 
would  continue  to  suffice.  However,  in  times  of 
very  limited  dollars,  a comprehensive  perspective 
of  the  enterprise  is  critical  as  we  seek  an  accept- 
able and  fair  distribution  of  available  resources. 
Dean  Robert  Ebert  of  Harvard  University  Medical 
School  speaks  to  this  same  point  in  his  discussion 
of  biomedical  research  policy.1  He  believes  that, 
as  a result  of  the  categorical  institutes  which  make 


up  the  National  Institutes  of  Health,  distortions 
of  investment  have  come  about  at  the  expense 
of  basic  research.  He  proposes  a single  institute 
to  help  redress  the  imbalances.  By  analogy  I am 
not  prepared  to  advocate  a single  agency  to  con- 
trol all  dollars  for  health  care;  such  a scheme  in 
my  view  is  not  desirable.  I do,  however,  very  much 
want  to  see  a statistical  apparatus  which  can  place 
all  the  categorical  claims  into  an  understandable 
framework.  The  picture  in  the  frame  will  begin  to 
describe  and  summarize  how  all  the  energy  poured 
into  health  care  is  deployed  in  terms  of  services, 
how  these  services  are  distributed  among  the  popu- 
lation, and  how  much  money  is  required  for  them. 

SOME  ISSUES  IN  NEED  OF  ILLUMINATION 

1.  Limited  Resources'.  As  already  alluded  to, 
it  is  evident  that  the  public,  through  a variety  of 
expressions,  is  approaching,  perhaps  has  even 
reached,  a limit  beyond  which  it  will  not  invest 
additional  funds  for  personal  health  services  un- 
less it  can  be  clearly  shown  that  life  will  be  pro- 
longed, its  quality  improved,  or  both.  Hence,  the 
health  sector  is  now  unequivocally  and  explicitly 
involved  in  the  political  process,  competing  for 
funds  with  other  spheres  of  social  concern.  This 
competition  is  seen  more  dramatically  in  Canada, 
which  has  a system  not  too  unlike  that  in  the 
United  States,  except  in  mode  of  financing. 

The  problem  of  limited  resources  has  seen  con- 
crete expression  with  passage  of  Certificate  of 
Need  Legislation  at  the  state  and  federal  levels 
and  with  the  review  and  comment  authority  given 
to  voluntary  planning  agencies.  Over  against  these 
forces,  aimed  mainly  at  containing  costs,  are  a 
host  of  providers  whose  responsibility  it  is  to  dem- 
onstrate the  need  for  new  programs  and  expansion. 
Even  without  a systemwide  inflationary  push, 
progress  in  biomedical  sciences  will  serve  in  many 
instances  to  increase  the  cost  and  exacerbate  the 
relative  investment  issues.  Those  advocating 
changes  and  program  expansion  will  need  to  have 
strong  justification,  at  least  some  of  which  can 
be  supplied  by  a good  data  system.  A carefully 
designed  data  system  has  the  potential  to  liberate 
proposers  of  new  programs  from  excess  reliance  on 
testimonial  statement  and  institutionally-based  in- 
formation. 

2.  Provider  Accountability.  Since  1966.  the 
health  system  has  entered  an  era  in  which  health 
professionals  and  provider  institutions  have  been 
increasingly  called  upon  to  document  the  neces- 
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sity  for,  and  quality  of,  sendees.  The  passage  of 
the  Professional  Standards  Review  Organization 
(PSRO)  legislation  is  symbolic  of  public  unwilling- 
ness to  permit  professionals  to  function  without 
regulation  or  established  standards  of  quality. 

Documenting  quality  of  services  will  not  be 
simple.  Moreover,  the  stakes  on  both  sides  are 
high.  The  technical  problems  in  designing  reason- 
able measures  for  review  will  require  substantial 
research  and  development  which,  if  not  handled 
with  care  and  sensitivity,  can  make  a mockery  of 
the  legislative  intent  and  create  an  administrative 
layer  which  does  little  to  assure  quality  or  enhance 
the  effectiveness  of  the  system.  To  spare  us  this 
fate,  at  least  to  minimize  it.  will  require  signifi- 
cant time  from  clinically  involved  physicians.  Find- 
ing this  time,  much  less  paying  for  it,  wall  not  be 
easy;  yet  in  my  judgment  it  is  critical. 

3.  Extension  of  Health  Insurance'.  As  we 
move  toward  universal  entitlement,  debate  will 
continue  to  focus  on  what  and  whom  to  cover  and 
how  much  of  the  bill  should  remain  out-of-pocket, 
wdth  transactions  taking  place  directly  between 
the  provider  and  consumer.  After  many  years’ 
experience  wdth  National  Health  Insurance  in  Brit- 
ain. Sweden,  and  other  industrial  nations,  there  is 
evidence  that  many  issues  relating  to  demand,  sup- 
ply and  the  effects  of  different  co-payment  or  co- 
insurance  schemes  have  not  been  resolved.  As  new 
technology  introduces  further  expense  into  the  sys- 
tem, further  budgetary  constraints  will  be  felt  in 
all  areas  and  the  questions  will  become  more 
urgent. 

An  annual  statement  of  health  expenditure  ac- 
counts and  periodic  surveys  of  consumer  utiliza- 
tion, demand,  and  spending  will  serve  as  important 
background  information  for  policy  issues  surround- 
ing a benefit  package  design.  In  addition,  such 
data  can  be  very  helpful  in  estimating  the  costs 
of  these  programs. 

THE  PLACE  OF  STATISTICAL  DATA 

For  most  issues,  certainly  for  those  I have  men- 
tioned thus  far,  statistical  information  never  stands 
alone;  it  is  enmeshed  in  a set  of  historical,  social 
and  economic  circumstances  wdiich  define  the  poli- 
tics of  an  era  and  which  determine,  to  a significant 
degree,  the  decisions  that  are  made.  It  is  essential 
that  we.  w'ho  seek  to  define  the  epidemiology  of 
health  care,  be  always  mindful  of  these  forces  and 
explicitly  acknowledge  our  awareness  of  them  as 
w^e  seek  to  show  health  planners,  administrators. 


and  providers  how  a statistical  system  can  be  of 
service. 

Furthermore,  the  data  system  should  not  be 
asked  to  solve  major  problems  or  make  policy  judg- 
ments; rather,  it  should  assist  in  defining  prob- 
lems by  raising  sharper  questions  with  some  quan- 
titative benchmarks  attached,  and  by  leading  to 
problems  which  require  in-depth  examination.  In 
other  words,  it  should  provide  intelligence  to  the 
policy-making  process.2 

PUBLIC-PRIVATE  SPONSORSHIP  AND  CONTROL: 

AN  ESSENTIAL  INGREDIENT 

SEARCH  is  sponsored  and  governed  by  both 
public  and  the  private  sectors.  There  are  a num- 
ber of  arguments  for  public  control  of  health  data 
collection  and  research  activities,  as  well  as  coun- 
terarguments for  private  control.  For  example, 
communicable  disease  reporting  and  vital  statistics 
have  traditionally  been  public  functions.  Also,  gov- 
ernment has  assumed  increasing  legal  responsi- 
bility to  assure  adequate  program  and  capital  de- 
velopment in  its  jurisdiction.  But  it  is  clear  that 
government  will  need,  in  order  to  carry  out  its 
mandates,  a data  capability  of  greater  power  and 
sophistication.  On  the  other  hand,  it  is  argued 
that  the  private  sector,  by  virtue  of  providing  the 
bulk  of  care,  is  the  source  of  much  of  the  health 
statistical  information  and  should  consequently 
have  a great  deal  to  say  about  w-hat  data  are  col- 
lected and  what  measures  and  criteria  are  used  to 
assess  care  and  evaluate  programs. 

In  recent  years  division  between  public  and  pri- 
vate in  the  field  of  health  care  has  become  increas- 
ingly blurred.  The  creation  of  PSROs  is  a classic 
example.  As  the  tentative  guidelines  suggest,  con- 
trol of  standards  will  remain  in  the  hands  of  pro- 
fessionals, yet  the  data  wall  be  subject  to  intensive 
public  scrutiny. 

Whatever  the  final  outcomes  of  the  current 
struggles  over  control  of  the  health  system,  private 
sanction  of  any  data  collection  activity  is  essential 
to  develop  and  sustain  a reliable  and  useful  data 
system.  Xo  amount  of  government  mandate  can 
assure  an  effective  system. 

These  considerations  are,  however,  indicative  of 
the  potential  for  conflict  on  proper  control  of 
health  data.  The  problems  will  not  disappear  as 
a result  of  any  organizational  maneuver;  interpre- 
tive problems  of  enormous  complexity  and  political 
antagonisms  will  persist  to  fuel  the  debate  on  who 
can  control  and  w7ho  can  analyze  the  data.  But  if 
SEARCH  as  an  organization  is  to  amount  to  any- 
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HEALTH  CAME  SYSTEM 


Figure  1 


thing  over  the  long  haul,  it  must  define  a role 
whereby  a central  core  of  health  data  can  be  joint- 
ly defined  and  controlled  and  the  interests,  needs, 
and  realities  of  both  the  public  and  the  private 
i sectors  are  considered.  The  staff  feels  that 
SEARCH  represents  a rare  arena,  in  which  it  may 
be  possible  to  complete  and  maintain  data  sys- 
tems and  conduct  research  studies  which  are  re- 
! sponsive  to  governmental  and  private  requirements, 
, and  yet  are  not  solely  determined  by  government. 

FILLING  IN  THE  PICTURE 
Now  I wish  to  turn  about  and  tell  you  where  we 
stand  in  the  process  of  constructing  a health  sta- 
tistics system.  The  major  purpose  of  the  diagram 
in  Figure  1 is  to  provide  a suggested  framework 
within  which  uniform  and  agreed-to  data  sets  can 
be  arranged.  From  this  scheme,  information  derived 
from  surveys  annd  summaries  of  office  visits  and 
hospital  episodes  can  be  associated  with  other  com- 
ponents such  as  the  census,  vital  events,  facilities, 
and  manpower.  Once  the  data  base  is  complete,  a 
picture  of  the  health  system  will  emerge  which 
permits  precise  comparisons  of  how  different  geo- 
j graphic  areas  and  population  groups  use  different 
services,  by  whom  and  where  they  are  cared  for, 
and  how  much  money  is  expended  by  various 
groups  and  populations.  Such  a perspective  will 
be  increasingly  important  to  future  decisions  in- 
volving health  dollar  allocations  and  in  document- 
ing the  strengths  and  weaknesses  of  professional 
I practice. 

To  provide  the  baseline  description  of  the  popu- 
lation, we  have  a computerized  file  of  1970  census 
data,  including  a number  of  variables  which  permit 
us  to  partition  the  population  into  ecologically 
similar  groupings.  Added  to  this  are  vital  events 


from  the  past  several  years,  all  of  which  are  coded 
to  the  census  tract  level.  It  is,  of  course,  the  rela- 
tive rates  of  births  and  deaths  to  which  many 
people  look  as  guidelines  for  judging  the  effective- 
ness of  health  care.  Parenthetically,  it  must  be 
noted  that  such  analyses,  while  yielding  important 
insights,  fail  to  account  for  the  relatively  unmeas- 
urable accomplishments  of  medicine:  relief  of  anx- 
iety and  pain,  promotion  of  well-being,  and  its 
preservation  through  preventive  practice  and  com- 
fort of  all  sorts.  Social  scientists  are  working  on 
“Health  Status  Indicators”,3  which  would  account 
for  the  positive  aspects  of  health  fostered  directly 
by  doctors,  nurses  and  their  associates.  Regret- 
tably, a practical  measure  which  would  somehow 
summarize  these  positive  outcomes  of  medical  care 
does  not  seem  near  at  hand.  Although  we  lack  such 
a tool,  we  can  still  learn  how  doctors  as  a group 
bring  their  wisdom  to  bear  on  the  medical  prob- 
lems of  a community.  This  occurs  when  we  relate 
the  spectrum  of  services,  noted  in  Figure  1,  di- 
rectly to  the  people  they  are  designed  to  serve. 
Let  me  illustrate. 

AMBULATORY  CARE 

Much  has  been  written  about  the  need  to  expand 
ambulatory  services  and  rely  less  on  the  expensive 
acute  hospital.  The  issues  here  are  intricate.  I do 
not  wish  to  explore  them  in  detail  except  to  note 
that  in  some  of  the  discussion  there  is  the  impli- 
cation of  frank  neglect  of  ambulatory  care.  The 
Rhode  Island  circumstances,  defined  in  the 
SEARCH  Household  Survey,  indicate  that  nearly 
80  per  cent  of  persons  see  a physician  in  the  course 
of  the  year  and  in  this  period  make  well  over  three 
million  visits.4  Most  of  this  care  is  concentrated 
in  the  doctor’s  office  (Table  1).  There  is  a clear 
gradient  from  low  to  high  income  groups  in  the 
designation  of  the  physician's  office  as  source  of 
care.  However,  there  is  much  greater  use  of  private 
physicians  among  the  poor  here  than  in  many 
metropolitan  areas  of  the  United  States,  where  up 
to  50  per  cent  are  dependent  on  hospital  clinics.5 
Does  usual  source  of  care  suggest  anything  about 
the  continuity  of  care?  Anyone  who  has  worked 
in  a large  hospital  clinic  knows  that  lack  of  con- 
tinuity in  this  setting  is  a serious  problem.  The 
Survey  (Table  2)  suggests  that  place  of  care  is 
strongly  associated  with  whether  one  sees  a par- 
ticular physician  or  simply  identifies  a place  with 
little  expectation  of  seeing  a particular  physician. 
(Respondents  to  the  survey  had  to  name  a specific 
physician  in  order  to  be  classed  as  having  a par- 
( Continued  on  Next  Page) 
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Tablo  1 

Usual  Place  of  Care  by  Famil>  Economic  Status  (FES): 
Rhode  Island:  1971-72 

Usual  Place  of  Care 


Dr’s  Hosp.  Hosp.  Other  Total 

FES  None  Off.3  ER  OPD  Clinicb  NHC  % (N) 


Poverty  6.7  75.9  2.4  5.3  2.3  7.3  100.0  ( 863) 

L°w  7.7  83.8  1.6  3.2  1.5  2.3  100.0  (1854) 

Mjddle  8.3  88.7  .8  1.1  .5  .5  100.0  (3080) 

High  6.9  89.4  1.1  1.1  1.4  — 100.0  (2477) 

Total  7.6  86.5  1.2  2.0  1.2  1.5  100.0  (8244) 


'Includes  Group  at  Private  Doctors 
bIncludes  clinics  at  work 


FES  N/A  = 734 

Usual  Place  N/A  = 44 

Military  = 361 

Table  N = 8244 

Total  N = 9383 


Table  2 

Usual  Place  of  Care  by  Type  of  Medical 
Affiliation:  Rhode  Island,  1971-72 

Medical  Affiliation  with: 


Usual  Place  Regular  Regular  Total 


of  Care 

Physician 

Place  Only 

% 

(N) 

Doctor’s  Office 

99.7 

.3 

100.0 

(7257) 

Crp.  of  Pvt.  Dr’s  85.0 

15.0 

100.0 

( 

480) 

Hosp.  ER 

.9 

99.1 

100.0 

( 

107) 

Hosp.  OPD 

17.5 

82.5 

100.0 

( 

189) 

NHC 

26.2 

73.8 

100.0 

( 

126) 

Clinic  at  work 

27.3 

72.7 

100.0 

( 

44) 

Other  Clinics 

74.6 

25.4 

100.0 

( 

59 ) 

Military 

10.0 

90.0 

100.0 

( 

361) 

Total 

90.5 

9.5 

100.0 

(8623) 

Usual  Place  N/ 

A 

= 

44 

Medical  Affiliation  N/A 

= 

5 

No  Medical  Affiliation 

= 

711 

Table  N 

- 

8623 

Tota'  N 

= 

9383 

ticular  doctor  as  his  or  her  usual  source  of  care.) 
You  should  know  that  Group  of  Private  Doctors-’ 
refers  principally  to  fee-for-service  arrangements. 
At  the  time  of  the  survey  ( Januarv-March.  1972) 
the  pre-paid  groups  in  the  state  were  still  very 
young  with  relatively  small  enrollments. 

By  linking  such  survey  data  to  a physician  man- 
power file,  we  have  significantly  augmented  our 
analytical  capacity.  We  now  can  determine  the  age, 
specialty,  medical  school,  or  other  specifications, 
of  the  physicians  whom  the  people  name  as  their 
usual  source  of  care.  (Table  3). 

Nearly  87  per  cent  of  those  who  named  a phy- 
sician indicated  that  their  usual  physician  was  one 
who  might  have  some  degree  of  primary  care  re- 
sponsibility, specifically  the  general  practitioners, 
internists,  pediatricians,  obstetricians,  and  osteo- 
pathic physicians.  It  is  significant  that  general 
practitioners  were  named  by  43.4  per  cent  of  re- 


spondents as  the  usual  physician.  Since  the  major- 
ity of  general  practitioners  are  over  the  age  of  50, 
it  is  not  immediately  evident  who  will  take  their 
place  in  the  Rhode  Island  community.  Pediatri- 
cians and  internists  will  fill  some  of  the  need; 
whether  these  sources  will  be  sufficient  with  in- 
creasing emphasis  on  subspecialization  and  hospi- 
tal-based practice  is  not  clear.  Moreover,  the  poor 
are  most  reliant  on  the  general  practitioner;  if  an 
adequate  replacement  is  not  found  for  him,  fur- 
ther dependence  on  the  hospital  clinic  and  Emer- 
gency Room  will  occur.  There  are  potential  solu- 
tions on  the  horizon:  The  Providence  Health  Cen- 
ters under  prepaid  practice,  and  The  Ambulatory 
Patient  Center  at  Rhode  Island  Hospital  are  both 
possible  sources  which  can  provide  a first-rate 
brand  of  ambulatory  care.  I am  not  prepared  to 
suggest  a satisfactory  resolution  tonight:  rather.  I 
am  here  to  help  clarify  the  problem  and  focus  the 
discussion  with  some  quantitative  information. 

POVERTY  AND  HEALTH 

There  is  now  considerable  literature  document- 
ing greater  ill-health  among  the  poor.  High  infant 
mortality  is  the  most  commonly  quoted  statistic. 
Lack  of  medical  care  has  been  cited  as  a factor 
in  the  association  between  poverty  and  ill-health. 
Our  data  base  tends  to  confirm  this  relationship. 
For  example,  as  shown  in  Table  4.  rates  of  gonor- 
rhea, tuberculosis,  and  low  birth  weight  infants 
are  disproportionately  concentrated  among  persons 
residing  in  low-income  areas. 

Under  these  circumstances  one  would  expect 
more  medical  care  to  be  delivered  to  the  poor.  Such 
is  the  case  in  Rhode  Island,  both  for  ambulatory 
care,  especially  for  those  over  18  (Figure  2),  and 
in-hospital  care  (Table  5).  The  decision  to  hos- 
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Table  3 

Family  Economic  Status  by  Type  of  Usual  Physician 
AGE  and  SEX  Standardized'  Rhode  Island,  1971-72 


Type  of 

Usual  Physician 

Total 

%b 

Family  General 

Economic  Prac- 

Status  titioner 

Specialist 

Osteo- 

pathic 

Physicians 

General 

Surgery 

Internal 

Medicine 

Pedia- 

trics 

Ob- 

Gyn 

Other 

Spec. 

Poverty 

51.0 

5.0 

11.7 

9.3 

4.2 

4.8 

13.9 

99.9 

Low 

42.9 

10.4 

16.2 

13.4 

3.4 

5.7 

7.9 

99.9 

Middle 

44.0 

8.2 

19.2 

14.5 

4.7 

4.8 

4.5 

99.9 

High 

40.6 

7.6 

21.7 

16.6 

4.0 

5.1 

4.4 

100.0 

Total 

Population 

43.4 

7.8 

18.7 

14.6 

4.3 

5.4 

5.8 

100.0 

“The  age  and  sex 

distribution  o f all  persons  with  an 

identified  usual  physician 

was  used 

as  the  standard 

popu- 

lation. 

bDifferences  from 

100.0% 

are  due  to  rounding. 

Tahlp  4 

Figure  2 MEAN  NUMBER  OF  PHYSICIAN  VISITS  BY  AGE  AND  FAMILY  ECONOMIC  STATUS 
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per  10,000  Population 

(Unadjusted) 

for  Rhode 
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Source : Rhode 

Island  Department 

of  Health 

1-5  6-17 

18-34 

AGE 

35  - 54  55  - 64 

65  ♦ 

Table  5 

Age-Adjusted  and  Population-Adjusted  Rates  of  Hospitalization 
By  Diagnostic  Categories  By  Census  Tract  Groupings 
Based  on  Socioeconomic  Status  (SES) 


14  Acute  Care  Hospitals,  Rhode  Island,  1972 


Dx 

SES  Group 

All 

Admissions 

Diabetes 

Bronchitis 

Trauma 

Appendix 

Cholecystitis 

High 

105.2 

1.07 

3.51 

3.94 

1.03 

2.24 

Hiddle 

115.2 

1.34 

3.79 

4.21 

1.12 

2.52 

Low 

125.2 

1.43 

5.21 

4.35 

1.00 

2.70 

Poverty 

157.8 

2.14 

7.71 

6.53 

1.18 

2.43 

I pitalize  often  reflects  factors  other  than  the  under- 
lying medical  condition:  social  situation,  patient 

perception  of  illness,  availability  of  beds,  and  other 
such  factors.  Thus,  hospital  rates  do  not  neces- 
sarily reflect  community  incidence  of  the  disease 

entity.  However,  it  is  clear  that  there  is  a higher 
hospitalization  rate  for  diaJbetes,  bronchitis,  and 
trauma  among  the  poor.  Whether  these  rates,  an 
end  product  of  medical  encounters  and  decisions, 
are  entirely  appropriate  we  cannot  know.  These 
trends  are  particularly  interesting  when  compared 
with  the  virtual  uniform  rate  of  admission  for  ap- 
pendicitis and  cholecystitis,  two  conditions  not 
known  to  have  marked  predisposition  for  a par- 


ticular socioeconomic  group.  This  suggests  to  me 
that  medical  decision-making  to  hospitalize  is  prob- 
a!bly  appropriate  in  the  vast  majority  of  cases. 

CONCLUSION 

I hope  you  will  view  these  data  and  associated 
commentary  as  vignettes  on  how  a statistical  pro- 
file of  health  care  can  be  put  together.  I inferred 
on  several  occasions  that  interpretations  of  selected 
data  told  us  much  about  particular  issues,  for  ex- 
ample, that  naming  a physician  suggests  that  a 
patient  has  continuity  of  care  superior  to  one  who 
named  only  a place  as  the  usual  source  of  care. 

(Concluded  on  Page  305) 


Search  Seeks  An  Identity 


297 


Laparoscopy  In  A Community  Hospital--An 
Initial  Experience 


Laparoscopy  Is  Useful  To  The  General 
Surgeon  Well  As  To  The  Gynecolo- 
gist And  Gastroenterologist 


By  Ramon  D.  Llamas.  M.D.  and  Francis  L.  Scar- 
paci,  M.D. 


Interest  in  viewing  the  abdominal  cavity  through 
an  optical  instrument  was  known  as  early  as  1901. 
There  was  only  sporadic  interest  in  laparoscopy 
for  several  decades  thereafter,  and  this  was  con- 
fined mainly  to  continental  Europe.  With  the  ad- 
vent of  fiber  optics  and  revolutionary  changes  in 
equipment,  there  was  a rebirth  of  enthusiasm  for 
this  endoscopic  procedure.  In  1964  the  First  Inter- 
national Symposium  on  Gynecologic  Endoscopy 
was  held  in  Italy. 

In  the  United  States  in  1968  Cohen  revived  in- 
terest in  this  procedure,  which  is  now  widespread 
in  this  country,  as  manifested  by  the  outstanding 
attendance  at  the  1973  meeting  of  the  American 
.Association  of  Gynecologic  Laparoscopists  in  Xew 
Orleans,  Louisiana. 

Laparoscopy  is  used  mainly  by  the  gynecologist 
and  the  gastroenterologist.  The  former  finds  it 
most  valuable  in  infertility  problems,  pelvic  pain, 
and  expeditious  tubal  sterilization.  The  latter  uses 
it  for  hepatobiliary  problems.  Injuries  from  blunt 
abdominal  trauma  can  also  be  readily  diagnosed. 

Due  to  the  many  advantages  and  versatility  of 

RAM  OX  D.  LLAMAS,  M.D.,  Surgeon,  Woon- 
socket Hospital,  Woonsocket,  Rhode  Island , and 
Fogartv  Memorial  Hospital,  Xorth  Smith  field, 
Rhode  Island. 

FRAXCIS  L.  SCARPACI.  M.D..  Surgeon,  Woon- 
socket Hospital,  Woonsocket,  R.  /. 


this  new  diagnostic  technique,  we  introduced  the 
procedure  at  the  Woonsocket  Hospital  in  April  of 
1973. 

MATERIALS  AND  METHODS 

The  salient  features  of  the  technic  are  as  fol- 
lows*: Patients  were  generally  admitted  on  the  day 
of  surgery  or  one  day  prior  to  surgery.  Subjects, 
studied  primarily  for  pelvic  pain,  abdominal  mass, 
oi  both,  had  preliminary  intravenous  pyelogram 
and  barium  enema  to  rule  out  obvious  pathology. 
Concomitant  laparotomy  for  the  observed  path- 
ology or  iatrogenic  complications  were  discussed 
preoperatively  with  each  patient.  Routine  pre- 
anesthesia orders  were  given.  Anesthesia  was  gen- 
eral endotracheal  with  continuous  cardiac  monitor- 
ing.. A total  of  36  patients  were  investigated  in 
this  study. 

RESULTS 

A total  of  36  laparoscopies  were  performed  by 
the  authors  over  an  eight  month  period.  A sum- 
mary of  the  indications  will  be  found  in  Table  I. 
.As  can  be  seen,  the  procedure  was  done  primarily 
for  diagnostic  purposes. 

Pelvic  pain  comprised  the  main  indication  for 

*The  instruments  used  in  the  study  were  the  CCL 
Pneu-Automatic  Insufflator  by  Semin;  Fiber  Optic 
Light  Projector  — Model  Eo-1000,  and  the  Martin 
Coagulator.  All  instruments  are  available  through 
ti  e Eder  Instrument  Company  of  Chicago,  Illinois. 
The  rest  of  the  instruments  and  the  technic  used 
were  those  of  Cohen. 
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Table  I 

LAPAROSCOPY 

36  Cases 


Ectopic  pregnancy  2 

Pelvic  pain  10 

Pelvic  ma  ,s  5 

Trauma  1 

Hepato-biliary  5 

Endometriosis  10 

Tubal  fulguration  and  division  3 


Table  II 
PELVIC  PAIN 

20  Cases 


Endometriosis  10 

No  pathology  4 

Pelvic  congestion  syndrome  2 

Alien-Masters  syndrome  1 

Hydroureter  Rt 1 

P.I.D 1 

Adhesions  1 


Table  III 
PELVIC  MASS 

5 Cases 


Pregnancy  + cyst  1 

Simple  cys*s  4 


3 aspirated 

Table  IV 

HEPATO-BILIARY  DISEASE 

5 Cases 


Malignancy  (metastatic)  1 

GBD  + CBD  Stones  1 

Liver  Atrophy  1 

Hepatitis  ( ? ) 2 


the  procedure  (Table  II).  Endometriosis  was  com- 
mon, found  in  50  per  cent  of  the  cases.  In  20  per 
cent  of  cases  no  pathology  was  found.  The  rest 
were  rarer  problems. 

Two  patients  were  considered  from  the  history 
and  physical  examination  to  have  ectopic  preg- 
nancy. These  were  unruptured  tubal  pregnancies. 

Five  pelvic  masses  were  seen  and  all  were  simple 
cysts  under  4-5  cms  (Table  III). 

There  were  five  cases  of  hepatobiliary  problems 
(Table  IV):  One  metastatic  malignancy,  one 
chronic  cholecystitis  with  common  bile  duct  stones, 
one  liver  atrophy,  and  two  with  questionable  hepa- 
titis. 

There  were  three  cases  of  tubal  fulguration  and 
division,  and  one  case  of  trauma  to  rule  out  bowel 
perforation.  To  date  no  complications  have  oc- 
curred.. 

DISCUSSION 

Improved  instrumentation  and  technique  have 
made  laparoscopy  a safe,  convenient,  and  informa- 
dve  procedure.  It  is  now  an  invaluable  adjunctive 
method  to  assist  in  occult  diagnosis.  The  outstand- 


ing benefits  of  the  new  sophisticated  techniques 
will  help  make  every  physician  a more  exact  diag- 
nostician than  ever  in  his  career. 

Its  multiple  uses  and  versatility  offer  a quicker 
and  more  efficient  solution  to  most  surgical  ab- 
dominal problems. 

Of  the  20  cases  with  pelvic  pain,  open  surgery 
was  done  in  four  (Table  II).  These  were  patients 
who  had  endometriosis.  They  were  in  their  early 
40s  or  had  completed  their  families.  Most  of  these 
patients  eventually  would  have  undergone  laparo- 
tomy as  a diagnostic  procedure. 

Laparoscopy  on  the  other  hand  may  be  both 
diagnostic  and  psycho-therapeutic  when  photo- 
graphs demonstrate  normal  anatomy  to  the  patient. 
Indeed  some  women  have  somatized  to  other  areas 
of  the  body  once  the  pelvis  was  eliminated  as  a 
locus  of  organic  disease.  The  procedure  is  less 
traumatic  both  physically  and  psychologically  than 
open  surgery. 

Endometriosis  was  the  most  common  finding  in 
patients  complaining  of  bona  fide  pelvic  pain.  This 
was  dealt  with  either  surgically  or  conservatively 
(Table  V).  Of  the  10  cases  of  endometriosis,  four 
had  formal  laparotomy,  and  total  abdominal  hys- 
terectomy and  bilateral  salpingo-oopherectomy 
were  frequently  performed.  One  patient  treated 
with  progestins  continued  to  have  pain  and  side 
effects  of  the  medication.  A second  look  by  lapa- 
roscopy was  performed  and  revealed  deddualiza- 
ticn  of  the  deposits,  but  beccuse  of  the  foimer  prob- 
lems, open  surgery  wyas  performed.  One  ovary  may 
be  left  if  the  patient  is  young,  such  as  in  this  case, 
provided  gross  endometriosis  is  extirpated  or  ful- 
gurated and  the  remaining  ovary  grossly  normal. 
In  four  cases  diagnosis  was  made  and  treatment 
with  progestins  initiated.  Two  cases  had  fulgura- 
tion at  laparoscopy  and  were  later  treated  with 
progestins.  It  is  felt  that  response  to  medical  treat- 
ment is  better  following  fulguration. 

Two  patients  were  found  to  have  unruptured 
tubal  ectopic  pregnancy.  Questionable  ectopic  ges- 
tation has  in  the  past,  as  in  the  case  of  question- 
able appendicitis,  resulted  in  laparotomy  even  when 


Table  V 

ENDOMETRIOSIS 

10  Cases 


Endo.  + surgery  4 

Endo.  + fulguration  2 

Endo.  + Dx  only  4 


(Continued  on  Next  Page) 
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Table  VI 
PELVIC  MASS 

5 Cases 


Pregnancy  + cyst  1 

Simple  cysts  4 


the  diagnosis  was  uncertain,  because  of  the  grave 
danger  to  the  patient  if  the  diagnosis  is  missed. 
Today,  at  least  in  the  case  of  questionable  ectopic 
pregnancy,  laparotomy  is  no  longer  a necessity. 
Laparoscopy  can  be  substituted  and  the  patient 
discharged  within  24  hours  in  cases  of  negative 
findings,  thus  minimizing  the  hospital  stay.  The 
number  of  patients  operated  on  for  unruptured  ec- 
topic pregnancies  will  also  increase.  Surgery  will 
therefore  be  performed  on  patients  who  do  not  have 
the  added  stress  of  intraperitoneal  hemorrhage, 
and  the  morbidity  and  mortality  will  be  lowered. 

There  were  five  cases  with  pelvic  mass  (Table 
VI).  Three  were  simple  cysts  under  4 cm  in  di- 
ameter, one  over  6 cm,  and  one  a corpus  lutem  of 
pregnancy.  In  the  latter  the  uterine  cannula  was 
not  inserted,  but  rather  a sponge  on  stick  was  used 
to  manipulate  the  uterus.  The  procedure  was  un- 
eventful. This  attested  to  the  fact  that  a normal 
pregnancy  may  not  be  disturbed.  Three  of  the 
cysts  were  aspirated  and  the  fluid  analyzed.  Xo 
malignancies  were  reported.  One  cyst  was  over  6 
cm,  and  a formal  laparotomy  with  ovarian  surgery 
was  performed.  Preliminary  laparoscopy  is  an  in- 
valuable procedure  in  obscure  pelvic  mass  so  that 
a proper  surgical  approach  can  be  planned.  Pelvic 
examination  is  at  times  ineffective  in  delineating 
the  true  nature  of  a pelvic  mass.  For  example, 
should  a pelvic  mass  turn  out  to  be  non-gyneco- 
logic  in  nature,  such  as  a diverticular  abscess  of 
the  colon,  a change  in  surgical  approach  is  obvi- 
ously in  order. 

Laparoscopy  was  also  employed  in  hepatobiliary 
problems  (Table  V).  In  one  case,  in  whom  malig- 
nant cells  were  found  in  the  right  pleural  cavity, 
laparoscopy  showed  the  liver  to  be  studded  with 
metastases.  and  a retroperitoneal  epigastric  mass 
was  found.  Biopsy  of  the  liver  under  direct  vision 
via  the  laparoscope  was  carried  out.  Pahtological 
examination  revealed  metastatic  disease  consistent 
with  pancreatic  origin.  This  patient  was  obviously 
saved  the  added  pain  and  morbidity  of  a formal 
laparotomy.  One  patient  had  chronic  cholecystitis 
and  common  bile  duct  stones.  Laparoscopy  was 
performed  because  of  very  high  serum  alkaline 
phosphatase  in  the  presence  of  normal  bilirubin. 
There  was  no  evidence  of  Paget's  disease.  Abdom- 
inal endoscopy  showed  normal  liver  and  a con- 


tracted, thickened,  gallbladder.  Formal  laparotomy 
was  done. 

One  patient  was  found  to  have  atrophy  of  the 
left  lobe  of  the  liver  and  a normal  right  lobe.  Bi- 
opsy of  each  lobe  was  easily  accomplished  under 
vision. 

In  two  patients  with  suspected  hepatitis,  laparo- 
scopy showed  grossly  normal  findings.  Biopsy  spe- 
cimens were  histologically  normal  but  for  fatty 
metamorphosis. 

Trauma  is  another  exciting  territory  where  lap- 
aroscopy is  useful.  The  only  trauma  case  in  which 
we  had  occasion  to  use  the  laparoscope  was  an 
elderly  lady  who  had  had  a possible  large  bowel 
perforation  following  a radiologic  procedure.  There 
was  copious  rectal  bleeding  and  torn  upper  rectal 
mucosa  which  had  been  repaired  transanally.  There 
was  doubt  as  to  whether  or  not  a through-and- 
through  laceration  had  occurred.  Laparoscopy 
failed  to  show  intraperitoneal  bleeding  or  presence 
of  barium.  Xo  further  surgery  was  carried  out. 

Laparoscopy  does  not  have  a place  in  trauma 
patients  in  shock  from  obvious  blood  loss.  How- 
ever, in  trauma  patients  admitted  for  observation 
it  is  valuable  as  a complement  to  negative  four- 
quadrant  abdominal  taps.  Presence  of  intraperi- 
toneal bleeding  can  be  ruled  out  expeditiously. 
Spilled  contents  of  a hollow  viscus  can  be  seen. 
Multiple  trauma  subjects  such  as  these  with  ortho- 
pedic or  neurosurgical  injuries  combined  with  pos- 
sible intra-abdominal  injury,  will  greatly  benefit 
from  abdominal  endoscopy.  Neurosurgical  patients 
may  be  too  obtunded  to  warrant  valid  serial  clin- 
ical examination  of  the  abdomen. 

The  average  hospital  stay  of  these  patients  is 
48  hours  if  diagnostic  and  minor  procedures  such 
as  cyst  aspiration  and  tubal  ligations  or  biopsies 
are  performed.  A great  majority  of  patients  may  be 
discharged  on  the  afternoon  of  surgery.  Patients 
complained  mostly  of  the  after  effects  of  general 
anesthesia,  such  as  nausea  and  vomiting  and  gen- 
eralized aches  from  the  muscle  relaxants.  In  com- 
parison. patients  undergoing  laparotomy  stay  5 to 
7 days  even  without  additional  procedures.  Inas- 
much as  laparoscopy  may  often  replace  exploratory 
laparotomy  usually  associated  with  a postoperative 
hospital  stay  of  several  days  the  procedure  can  be 
an  important  means  of  limiting  medical  costs.  Lap- 
aroscopy at  times  may  be  useful  when  it  is  crucial 
toschedule  surgery  before  too  much  blood  loss  oc- 
curs or  pertonitis  supervenes,  thus  reducing  the 
(Concluded  on  Page  304) 
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Editorials 


WELCOME  DOCTOR  SAMMONS 


The  American  Medical  Association  recently  an- 
nounced that  James  H.  Sammons.  M.D.,  a 47-vear 
old  Baytown,  Texas  family  practitioner,  has  been 
chosen  Executive  Vice  President-designate  of  the 
AMA.  Doctor  Sammons,  who  resigned  his  office  as 
chairman  of  the  AMA  Board  of  Trustees  in  order 
to  accept  this  new  position,  will  succeed  Ernest  B. 
Howard,  M.D.,  whose  formal  retirement  date  is 
March  1,  1975. 

Known  throughout  his  career  as  an  articulate 
spokesman  for  American  medicine,  Doctor  Sam- 
mons is  no  shrinking  violet.  On  the  contrary,  he  is 
a fighter  who  has  had  considerable  and  varied  ex- 
perience throughout  the  entire  spectrum  of  medical 
affairs. 

His  new  position  is  the  latest  in  a long  series  of 
medical  activities  in  which  he  has  distinguished 
himself.  He  has  held  all  of  the  offices  in  the  East 
Harris  County  Branch  of  the  Harris  County  Medi- 
cal Society  and  was  President  of  the  Texas  Medi- 
cal Association  in  1971-72.  Doctor  Sammons  served 


as  a delegate  from  Texas  and  vice  chairman  of  the 
Texas  delegation  to  the  AMA  House  of  Delegates. 
He  was  elected  to  the  AMA  Board  of  Trustees  in 
1970.  He  has  been  its  youngest  member  and  was 
elected  vice  chairman  in  June,  1972  and  chairman 
in  the  fall  of  1973.  He  was  also  a member  of  the 
Board  of  Directors  of  the  American  Medical  Politi- 
cal Action  Committee  (AMPAC)  and  chairman  in 
1969-1970.  He  holds  numerous  memberships  in  pro- 
fessional societies,  including  the  Southern  Medical 
Association  and  the  American  Academy  of  Family 
Physicians. 

Jim  Sammons-  understanding  of  the  AMA  fed- 
eration, his  intelligent  approach  to  problems,  his 
grasp  of  the  issues  confronting  medicine,  and  his 
energetic  and  articulate  bearing  will  stand  him  in 
good  stead  as  he  undertakes  the  responsibility  of 
providing  leadership  to  the  federation's  component 
and  constituent  societies  during  these  troubled 
times.  You  have  our  support  and  best  wishes.  Doc- 
tor Sammons. 


FROZEN  RED  CELLS 


Until  relatively  recently  hematologists  were  of 
the  opinion  that  the  use  of  frozen  red  cells  would 
be  limited  to  rare  blood  types  and  autotransfu- 
sions. The  clinical  advantages  of  frozen  red  cells 
for  a large  variety  of  specific  and  general  medical 
applications  are  now  becoming  evident  to  surgeons, 
pathologists,  and  hematologists. 

The  increasing  use  of  frozen,  thawed,  washed 
red  cells  has  revealed  a wide  range  of  patient  bene- 
fits. If  such  benefits  are  weighed  against  a higher 
cost  per  unit  (a  principal  objection  to  the  use  of 
frozen  red  cells)  it  appears  that  frozen  red  cells 
can  no  longer  be  considered  a luxury  but  rather 
a necessity  in  providing  the  best  possible  patient 
care  for  many  medical  problems  and  diseases. 

It  has  become  apparent  that  frozen,  washed  red 
cells  substantially  reduce,  or  perhaps  even  elim- 
inate, the  occurrence  of  posttransfusion  hepatitis. 
This  has  been  especially  evident  in  dialysis  serv- 
ices where  previously  an  unacceptably  high  inci- 
dence of  serum  hepatitis  was  reported  for  both 


patients  and  staff.  Although  the  extent  to  which 
freezing  and  washing  reduce  hepatitis  has  not  been 
statistically  documented,  blood  banks  and  hospi- 
tals continue  to  report  a marked  reduction  in  the 
incidence  of  this  disease  with  the  use  of  frozen 
red  cells. 

Another  major  advantage  of  using  frozen, 
washed  red  cells  is  the  substantial  reduction  of 
leukocytes  during  freezing  and  washing.  Current 
studies  indicate  that  frozen  red  cell  suspensions 
contain  an  insufficient  number  of  leukocyte  anti- 
gens to  stimulate  a tesponse  in  the  patient.  There 
is  further  evidence  that  leukocyte-borne  viruses 
also  are  removed  by  the  process.  The  transfusion 
of  frozen,  washed  red  cells,  which  are  essentially 
leukocyte  free,  becomes  especially  valuable  for 
patients  receiving  multiple  transfusions  and  for 
patients  on  dialysis  anticipating  kidney  transplan- 
tation. 

Plasma  antigens  and  antibodies  are  removed 
(Continued  on  Next  Page) 
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during  the  post-thaw  washing,  so  that  the  possi- 
bility of  adverse  reactions  in  patients  is  virtually 
eliminated. 

Frozen  red  cells  are  particularly  useful  in  alle- 
viating the  problems  of  supply  and  demand,  there- 
by peimitting  better  inventory  control.  At  times 
of  peak  collection,  frozen  red  cells  can  be  stock- 
piled for  use  during  periods  when  the  supply  of 
fresh  blood  is  inadequate.  Rare  types  of  blood  and 
blood  for  autotransfusion  can  also  be  stored  in- 
definitely. 

The  quality  of  red  cells  after  thawing  and  wash- 


ing appears  indistinguishable  from  that  prior  to 
freezing.  Blood  banks  and  hospitals  in  many  areas 
are  implementing  frozen  red  cell  capabilities  and 
increasing  progressively  the  number  of  units  that 
are  frozen.  While  frozen  red  cells  are  currently 
available  in  the  Rhode  Island  area  only  to  a 
limited  extent,  it  is  anticipated  that  the  service 
will  be  generally  available  in  the  not  too  distant 
future. 

This  promising  advance  is  a worthwhile  corol- 
lary to  the  iminent  reorganization  of  the  blood 
bank  system  in  the  United  States. 


& & & 

Editor’s  Mailbox 

VITAMIN  E AS  A THERAPEUTIC  AGENT 


To  the  Editor: 

Our  attention  has  just  been  called  to  a paper 
by  David  K.  Melhorn  entitled  Vitamin  E:  Who 
Needs  It?  III.  Or  Who  Doesn't?"  in  the  April 
1974,  issue  of  the  Rhode  Island  [Medical  Jour- 
nal, which  was  reprinted  from  the  December.  1973 
issue  of  the  Ohio  State  Medical  Journal. 

The  main  thesis  appears  to  be  based  on  the 
proposition  that  vitamin  E can  have  no  beneficial 
effect  on  any  pathological  state  unless  there  is  a 
proven  deficiency  of  the  vitamin.  The  fallacy  of 
this  argument  lies  in  the  complex  biochemical  func- 
tions of  vitamin  E,  including  its  antioxidant  ac- 
tion in  protecting  the  lipoprotein  membranes  of 
cells  and  intracellular  organelles  from  destructive 
lipid  peroxidation,  in  promoting  oxygen  utilization 
in  normal  metabolic  processes  through  its  inter- 
action with  enzymes  and  trace  minerals,  and  prob- 
ably other  functions  which  at  present  are  poorly 
understood. 

A vitamin  E deficiency  in  terms  of  an  inade- 
quate supply  is  only  a part  of  the  story.  There 
may  be  a relative  deficiency  in  certain  individuals 
which  would  be  difficult  to  measure,  due  to  an  in- 
ci eased  requirement  or  defective  utilization  from 
various  causes,  either  congenital  or  acquired.  De- 
fective absorption  may  also  result  from  several 
types  of  gastrointestinal  disturbances,  the  use  of 
frequent  laxatives  or  mineral  oil.  and  the  ingestion 
of  inorganic  iron  which  combines  with  and  in- 
activates vitamin  E.  Doctor  Melhorn  rejects  con- 


clusions based  on  induced  vitamin  E deficiency  in 
experimental  animals  in  spite  of  the  fact  that  mem- 
bers of  the  primate  family  (rhesus  monkeys)  were 
involved  in  some  of  the  experiments. 

Our  successful  treatment  of  a severe  case  of 
Darier’s  disease  with  a combination  of  vitamins  A 
and  E,  after  failure  with  vitamin  A alone,  was 
based  on  animal  experiments  by  Ames  who  showed 
that  the  serum  vitamin  A level  in  rats  on  a vitamin 
E deficient  diet  remained  low  regardless  of  how 
much  vitamin  A was  given,  but  became  normal 
after  adding  vitamin  E. 

There  are  many  favorable  reports  in  the  litera- 
ture including  four  international  symposia  dealing 
with  laboratory  and  clinical  investigations.  Some 
of  the  negative  clinical  reports  date  back  25  or  30 
years,  or  more,  and  may  be  related  to  grossly  in- 
adequate dosage,  or  inferior  products.  In  much 
the  same  way  that  corticosteroids,  through  their 
anti-inflammatory  action  are  helpful  in  such  di- 
verse pathological  states  as  rheumatoid  arthritis 
and  acute  contact  dermatitis,  it  is  reasonable  to 
anticipate  that  vitamin  E.  because  of  its  protective 
antioxidant  action  and  its  ability  to  promote  oxy- 
gen utilization  in  metabolic  processes,  could  also 
favorably  affect  diversified  disease  states. 

During  the  past  10  years  we  have  carried  out 
an  intensive  clinical  evaluation  of  vitamin  E in  a 
private  dermatological  practice  with  especial  refer- 
ence to  some  of  the  recalcitrant  dermatoses  of  un- 
( Continued  on  Page  303) 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INbtCATIONSrTfierapeut/cal/y*,  used  as  an  — , 

therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
. organisms,  asjn:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN  Ointment 


(POLYMYXIN  B-BACURACIN-NEOMYCIN) 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  % oz.  and  V32  oz.  (approx.)  foil  packets. 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respirai  , 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and 
possibility  should  be  considered  before  administering  Pro-Banthine.  -y  ,. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evident  ^ 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should  ^ 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcer# 

colitis-  j^ithir 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  n ■ f:  :o. 


Therapeutic  comparisons 
in  peptic  ulcer. 


iitacids 


have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 


)ro-Banthine‘  has  four. 

ropantheline  bromide 


itacids: 

acids  relieve  ulcer  pain  by  neutralizing  gastric 
[.This  action  is  relatively  short-lived  and  they  have 
pther  mode  of  action. 

D-Banthine: 

)-Banthine  suppresses  gastric  acid 
retion.  The  antisecretory  properties  of 
Banthlne  are  well  established.  By  effectively 
king  vagotonic  impulses  Pro-Banthine  suppresses 
ric  secretion  to  reduce  both  total  and  free  acid. 

)-Banthine  helps  relieve  pain. 

Banthlne  relieves  ulcer  pain  by  reducing  gastric 
etion  and  the  motility  and  spasm  of  the 
rointestinal  tract. 


Pro-Banthine  reduces  acidify  without 
subsequent  acid  rebound. The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthine  activity  lasts  about  six  hours. 
The  effect  of  a single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours.*  Pro-Banthine  PA.®, 
the  prolonged-acting  form,  is  active  from  8 to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

‘Innes,I.R.,and  Nickerson.  M„  in  Goodman,  L.S., and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company, 
1970,  p.537. 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


K as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
» se  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 

* mia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
te mpotence  and  allergic  dermatitis. 

■o  ge  and  Administration:  The  recommended  daily  dosage  for  adult 
fB  terapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 

* adjustment  to  the  patient’s  requirements  and  tolerance  must  be 

r<  lanthine  P.A.  — Each  tablet  of  Pro-BantHIne  RA.  (propantheline 
'0  de)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads;  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthine  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  therapy. 
Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceratioh.  Hyperkalemia  (>  5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used 
concomitantly  with  ‘Dyazide’,  check  serum 
potassium  frequently — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one.  recommended 
dosage  was  exceeded;  in  the  other,  serum  elec- 
trolytes were  not  properly  monitored).  Observe 
patients  on  ‘Dyazide’  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium 
(triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely 
ill  cirrhotics.  Thiazides  are  reported  to  cross  the 
placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili- 
rubinemia, thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  pares- 
thesias, icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

Subsidiary  of  SmithKhne  Corporation 

*Serum  Potassium  Level  Drops  During  Long-Term 
Exercise,  Medical  Tribune,  July  4,  1973. 
fNo  implication  that  ‘Dyazide’  is  useful  in 
preventing  K+  loss  in  athletes  is  intended. 


THE  MARATHON  WINNER 
LOSES  SERUM  POTASSIUM 

as  a result  of  intensive  physical  training  * 


MANY  HYPERTENSIVE  PATIENTS 
LOSE  POTASSIUM1 

from  therapy  with  potassium-wasting  diuretics. 


triamterene)  and  25  mg.  of  hydrochlorothiazide. 

SPARES  THE  HYPERTENSIVE 
PATIENT’S  POTASSIUM  AS  IT 
LOWERS  BLOOD  PRESSURE. 


DVAZ1DE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of 
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known  etiology,  with  highly  gratifying  results  in 
many  instances.  Due  to  the  rarity  of  some  of  these 
conditions  it  has  been  impossible  to  carry  out 
double-blind  studies.  Excellent  results  have  been 
obtained  in  epidermolysis  bullosa,  scleroderma, 
Raynaud’s  phenomenon,  granuloma  annulare,  yel- 
low nail  syndrome,  chronic  post-zoster  neuralgia, 
discoid  lupus  erythematosus,  chronic  benign  famil- 
ial pemphigus,  and,  combined  with  vitamin  A,  in 
Darier’s  disease  and  pityriasis  rubra  pilaris.  As 
an  incidental  observation,  we  have  found  vitamin 
E to  be  practically  specific  for  nocturnal  leg 
cramps,  “restless  legs”  syndrome,  and  exercise 
cramps,  and  to  be  of  marked  benefit  in  one  case 
of  polymyositis  after  total  failure  with  three  im- 
mu no-suppressive  drugs. 


We  can  furnish  on  request  a bibliography  of  24 
papers  and  communications  representing  our  per- 
sonal experiences  with  the  response  of  dermato- 
logic and  muscular  conditions  to  vitamin  E,  which 
were  published  during  the  past  five-and-a-half 
years. 

Vitamin  E is  obviously  not  a cure-all,  but  it  has 
a wide  range  of  usefulness  which  can  be  estab- 
lished, not  by  ridicule,  but  by  personal  experience 
and  a continuing  review  of  current  literature  on 
the  subject.  In  this  we  have  had  the  wholehearted 
cooperation  of  the  Los  .Angeles  County  Medical 
Library. 

Samuel  Ayres,  Jr.,  m.d. 

Richard  Mihan,  m.d. 

2007  Wilshire  Blvd.,  #904 
Los  Angeles,  CA  90057 
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calls.  We  ll  take  them 
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LAPROSCOPY  IN  A COMMUNITY 
HOSPITAL 

(Continued  from  Page  300) 
need  for  blood  transfusion  and  lowering  morbidity 
and  mortality.  The  result  is  a reduction  of  hospital 
cost  and  bed  occupancy. 

Laparoscopy  has  added  to  the  armamentarium 
not  only  of  the  gynecologist  and  gastroenterologist, 
but  also  most  appropriately  of  the  surgeon,  who 
has  a rightful  place  and  also  the  technical  know- 
how to  manage  unpleasant  complications  such  as 
bowel  perforation  and  bleeding  when  they  occur. 
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14Samuelsson  S,  Jjovall  A:  On  the  diagnostic  value 
of  laparoscopy  in  ovarian  endometriosis.  Acta  Ob- 
stet Gynec  Scand  47:350-60,  1968  Cit.  No.  3465760 
15Semm  K:  Gynecologic  pelvoscopy.  Obstet  Gynecol 
Digest  July  72,  p.  21-5 

1GSiegler  AM,  Berenyi  KJ:  Laparoscopy  in  gyne- 
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toneoscopy. A survey  of  1,455  examinations.  Gas- 
trointest  Endosc  14:178-80,  May  68 
19Wheeless  CR:  A rapid,  inexpensive,  and  effective 
method  of  surgical  sterilization  by  laparoscopy. 
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THE  NEWEST  POLITICAL  GAME 

(Continued  from  Page  285) 
our  best  in  this  new  political  game.  Further,  when 
we  are  wronged  we  must  not  lie  down.  \\  e must 
comment,  object,  both  to  the  administration  and 
to  Congress,  and  if  necessary  go  to  court. 

In  closing  I wish  to  express  my  appreciation  for 
being  asked  to  deliver  these  remarks.  It  is  truly 
an  honor.  Further  I know  that  the  man  we  are 
honoring  by  this  occasion  fully  understands  this 
political  game.  We  can  use  his  wise  counsel. 
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POSITION  WANTED 

Young  woman  with  B.A.  in  Microbiology 
(and  German)  seeking  full  time  position. 
Willing  to  train  as  Doctor's  Assistant,  Re- 
search, or  lab.  Versatile.  Resume,  tran- 
script, and  references  available. 

Call  or  Write: 

Ingrid  K.  Mayer 

4 Hillside  Rd.,  Lincoln,  R.l.  02865 
Phone  723-070 7 
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SEARCH  SEEKS  AN  IDENTITY 

(Continued  from  Page  297) 

While  probable,  these  interpretations  might  well 
be  challenged  by  other  workers  in  the  field.  Prob- 
lems of  research  methodology  and  interpretation 
will  always  exist.  They  must  not,  however,  thwart 
us  or  unduly  retard  us  in  our  efforts  to  work  to- 
wards a better  understanding  of  how  well,  or  how 
poorly,  we  are  doing  in  caring  for  people.  I firmly 
believe  that  evidence  of  this  sort  can  serve  a very 
important  role  in  meeting  the  public  demand  for 
an  accounting  of  our  collective  work,  while  serving 
to  highlight  strengths,  and  pointing  to  areas  which 
legitimately  need  improvement.  Moreover,  in  the 
process  we  can,  with  proper  approaches,  do  this 
with  no  harm  to  any  individual  patient  by  unwar- 
ranted disclosure  of  personal  information. 

REFERENCES 

^bert  RH:  Biomedical  research  policy:  A re-evalua- 
tion. N Engl  J Med  289:348-51,  16  Aug  73 
2White  KL,  Murnaghan  JH:  Health  care  policy  for- 
mation: Analysis,  information,  and  research.  Int  J 
Health  Serv  3:81-91,  Winter  73 
3Goldsmith  SB:  A re-evaluation  of  health  status  in- 
dicators. Health  Serv  Rep  88:937-41,  Dec  73 
4SEARCH  Reports  No.  5,  May  73 
5Piore  N,  et  al.:  A Statistical  Profile  of  Hospital 
Out-Patient  Services  in  the  U.S.  Present  Scope  and 
Potential  Role.  New  York,  Association  for  the  Aid 
of  Crippled  Children. 


ONE  SENTENCE  ESSAY 

It  must  be  from  a careful  attention  to  the  cases 
of  individuals,  and  from  an  observation  of  dis- 
eases, in  their  irregular  and  infrequent  forms,  as 
well  as  their  more  customary  ones,  that  true  and 
extensive  judgment  can  be  acquired. 

. . . Percival  Pott,  F.R.S. 


apply  for 

OFFICE  EXPENSE  INSURANCE 
(TAX  DEDUCTIBLE) 

ALL  R.I.M.S.  members  are  now  eligible  to 
to  pay  up  to  $3,500.00  monthly  Overhead 
Expenses  which  continue  during  DISABILITY. 

RATES  REDUCED  15%  because  of  good  ex- 
perience of  our  group  to  date.  Present  exper- 
ience and  increased  Member  participation  can 
earn  us  ail  another  10%  to  20%  next  year! 

Write  or  phone  the  Administrator  for  liter- 
ature and  information. 


ADMINISTRATOR: 

R.  A.  DEROSIER  AGENCY 

215  Waterman  Avenue 
East  Providence,  Rhode  Island 
Tel.  438-0660 


EAST  PROVIDENCE 

Elegant  office  suites  available  for  immedi- 
ate occupancy.  Formal  and  private  en- 
trances included.  Wall  to  wall  carpeting. 
Air  conditioned.  Ideally  located  in  a new 
modern  office  complex,  reasonably  priced 
and  well  suited  for  medical  and  industrial 
professions. 

Contact  ANDCO,  INC. 

100  Boyd  Ave.,  East  Providence,  R.  I. 

02914 

401-434-5900 


Bioequivalence  can  be  assured,  but  it  will  raise 
the  price  of  generic  drugs. 

. . . Editorial  in  Medical  Tribune. 


In  order  to  write  clearly,  one  must  have  some- 
thing that  needs  to  be  written,  and  the  willingness 
to  take  pains  in  its  writing. 

. . . Joseph  Garland,  M.D.  (1893-1973),  for- 
merly editor  of  the  New  England  Journal  of 
Medicine. 


SMALL  CLINICAL  BUILDING 
FOR  SALE 

It  consists  of  Reception  area;  Receptionist  Station; 
Laboratory;  Secretary's  Office;  2 Examining  Rooms; 
Doctor's  Private  Office;  Utility  Room;  Storage  and 
Toilet  Facilities.  Sale  Price:  $40,000.00.  Taxes:  Under 
$500.00. 

Jamestown  is  an  island  community  of  3,000  popula- 
tion, doubling  in  the  Summer.  There  is  a full-time 
G.P.  here.  There  are  two  hospitals  in  the  immediate 
area,  at  Newport  and  Wakefield.  Kent  is  about  25 
minutes  away.  There  are  available  a town  ambulance 
and  an  emergency  wagon. 

Contact:  MEREDITH  & CLARKE,  INC. 

PO  Box  316 
Jamestown,  R.  I.  02825 
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Use  Of  Physician’s  Name  In  Commercj^f^^ertising 

AUG  1 1 1974 

NEW  YORK  ACADEM' 

OF  MEDICINF 


rrom  time  to  time  in  the  past  physicians  have 
permitted  the  use  of  their  names  in  commercial 
advertisements.  It  was  not  a widespread,  frequent 
or  accepted  practice. 

At  this  time  the  Council  sees  definite  evidence 
of  a break  with  ethical  tradition.  Commercial  ad- 
vertisements carrying  the  name,  photograph  and 
professional  appointments  of  physicians  are  con- 
spicuous in  both  public  and  professional  periodicals. 

Regardless  of  disclaimers  and  alleged  educational 
claims  for  the  ad.  the  intent  of  using  a physician's 
name  and  photograph  in  an  advertisement  is  simply 
to  draw  attention  to  the  ad.  The  physician  who 
permits  his  name  and  photograph  to  be  so  used 
is  permitting  himself  and  his  profession  to  be  ex- 
ploited. 

The  Judicial  Council  has  previously  stated  that 
it  is  demeaning  to  the  medical  profession  for  the 
physician  to  permit  the  use  of  his  name  and  pro- 
fessional status  in  the  promotion  of  commercial 
enterprises.  Out  of  respect  for  his  profession,  a 
physician  should  not  allow  his  name  or  the  prestige 
of  his  professional  status  as  a physician  to  be  used 
in  the  promotion  of  commercial  enterprises. 

To  the  extent  that  the  facts  of  a particular  case 
indicate  that  the  honor  and  dignity  of  the  profes- 
ssion  are  denigrated  then  charges  of  conduct  con- 
trary to  Section  4 of  the  Principles  of  Medical 


Ethics  should  be  brought  before  and  fully  re- 
viewed by  the  ethics  committee  of  the  physician’s 
component  medical  society. 

Circumstances  will  suggest  and  facts  disclose 
whether  some  consideration  of  value  was  given  the 
physician  for  the  use  of  his  name  and  photograph 
by  the  advertiser.  Circumstances  wall  indicate  the 
purpose  of  the  advertisement. 

In  view  of  the  proliferation  of  advertising  of 
this  nature,  the  Judicial  Council  reaffirms  its 
opinion: 

It  is  demeaning  to  the  medical  profession  for 
a physician  to  permit  the  use  of  his  name  and 
professional  status  in  the  promotion  of  commer- 
cial enterprises.  A physician  may  freely  engage 
in  business  ventures  outside  the  practice  of  medi- 
cine. However,  out  of  respect  for  his  profession, 
he  should  not  allow  his  name  or  the  prestige  of 
his  professional  status  as  a physician  to  be  used 
in  the  promotion  of  commercial  enterprises. 

In  conclusion,  the  Council  condemns  as  unethical 
the  action  of  the  physician  w-ho  is  found  to  place 
personal,  selfish,  financial,  or  venal  interests  ahead 
cf  the  high  ideals  of  the  medical  profession.  The 
Council  wishes  to  call  this  reaffirmation  of  its 
opinion  to  the  attention  of  all  physic. ans  and  to 
all  ethical  medical  publications. 

. . . AMA  Judicial  Council,  April  28,  1973. 


PREPARATION  OF  A MANUSCRIPT 


Manuscripts  for  publication  and  correspondence 
relating  to  them  should  be  sent  to: 

Editor,  Rhode  Island  Medical  Journal 

106  Francis  Street 

Providence,  Rhode  Island  02903 

Manuscripts  should  be  typewritten  on  one  side 
of  the  paper  only,  double-spaced,  and  writh  liberal 
margins.  References  should  be  placed  at  the  end 
of  the  article  and  should  be  listed  according  to  the 
order  in  which  they  are  cited  in  the  text. 

References  should  be  based  on  the  form  used  in 


INDEX  MEDICUS  giving  author  (co-authors  up 
to  three;  et  al.  for  more  than  three)  with  initials, 
title  of  article  omitting  all  but  first  capital.  title 
of  journal,  volume,  first  and  last  pages,  month 
(week),  year  (e.g.,  Doe  J,  Blank  RS:  New  ap- 
proaches to  . . . Rhode  Island  Med  J 92:100-110, 
Feb  80).  Journal  titles  should  be  listed  as  they 
existed  at  the  time  of  publication. 

References  to  books,  monographs,  and  pam- 
phlets should  indicate  the  author(s).  title,  pub- 
lisher’s name,  place  and  date  of  publication,  edi- 
tion, and  page  number  of  the  reference. 


306 


Rhode  Island  Medical  Journal 


Before  prescribing,  please  consult 
omplete  product  information,  a summary 
f which  follows: 

Indications:  Relief  of  anxiety  and 
iansion  occurring  alone  or  accompanying 
arious  disease  states. 

Contraindications:  Patients  with  known 
lypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
ossible  combined  effects  with  alcohol  and 
ther  CNS  depressants.  As  with  all 
NS-acting  drugs,  caution  patients 
gainst  hazardous  occupations  requiring 
omplete  mental  alertness  (e.g.,  oper- 
ting  machinery,  driving) . Though  physi- 
al  and  psychological  dependence  have 
arely  been  reported  on  recommended 
oses,  use  caution  in  administering  to 
ddiction-prone  individuals  or  those  who 
light  increase  dosage;  withdrawal  symp- 
oms  (including  convulsions),  following 
iscontinuation  of  the  drug  and  similar 

0 those  seen  with  barbiturates,  have  been 
eported.  Use  of  any  drug  in  pregnancy, 
station,  or  in  women  of  childbearing 

ge  requires  that  its  potential  benefits 
e weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit  to 
mallest  effective  dosage  (initially  10 
ng  or  less  per  day)  to  preclude  ataxia  or 
versedation,  increasing  gradually  as 
ieeded  and  tolerated.  Not  recommended 

1 children  under  six.  Though  generally 

iot  recommended,  if  combination  therapy 
Ivith  other  psychotropics  seems  indicated, 
:arefully  consider  individual  pharmaco- 
ogic  effects,  particularly  in  use  of  poten- 
iating  drugs  such  as  MAO  inhibitors 
ind  phenothiazines.  Observe  usual  precau- 
ions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac- 
ions  (e.g.,  excitement,  stimulation  and 
scute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
:hildren.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
mpending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
lecessary.  Variable  effects  on  blood 
:oagulation  have  been  reported  very  rarely 
• n patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
iot  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric' patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium?1  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N J 07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

1 1 nv*ll  I m UP to  100  m9  daily  in 
kll^l  Ivl  I I severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


ig 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physician- 
patient  rapport  and,  on  occasion, 
making  it  easierforthe  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

<“>  Librium  10-ma  capsules 

(chlordiazepoxide  HCI) 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  freqi  k 
and/or  severity  of  grand  mal  seizure;  < 
require  increased  dosage  of  standard  I 
convulsant  medication;  abrupt  withdr  < 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  o, 
seizures.  Advise  against  simultaneou:  • 
gestion  of  alcohol  and  other  CNS  dep- 
sants.  Withdrawal  symptoms  (similar 
those  with  barbiturates  and  alcohol)  h< 
occurred  following  abrupt  discontinue 
(convulsions,  tremor,  abdominal  and 
cle  cramps,  vomiting  and  sweating).  I* 
addiction-prone  individuals  under  can 


According  to  her  major 
mptoms,  she  is  a psychoneu- 
>tic  patient  with  severe 
lxiety.  But  according  to  the 
ascription  she  gives  of  her 
elings,  part  of  the  problem 
ay  sound  like  depression, 
lis  is  because  her  problem, 
though  primarily  one  of  ex- 
ssive  anxiety,  is  often  accom- 
mied  by  depressive  symptom- 
ology.  Valium  (diazepam) 

- n provide  relief  for  both— as 
i ; excessive  anxiety  is  re- 
] ved,  the  depressive  symp- 
i ns  associated  with  it  are  also 
iten  relieved. 

There  are  other  advan- 
t *es  in  using  Valium  for  the 
i magement  of  psychoneu- 
; :ic  anxiety  with  secondary 
cpressive  symptoms:  the 
f /chotherapeutic  effect  of 
' lium  is  pronounced  and 
)id.  This  means  that  im- 
f wement  is  usually  apparent 
i:  :he  patient  within  a few 
d /s  rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  B W,  et  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
11 :438-441,  Sept-Oct  1970. 


f S|I 

Vdium' 

(diazepam) 

2-mg,5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


s /eillance  because  of  their  predisposi- 
Tl  to  habituation  and  dependence.  In 
Pinancy,  lactation  or  women  of  child- 
b ring  age,  weigh  potential  benefit 
a inst  possible  hazard. 

P rautions:  If  combined  with  other  psy- 
cl  tropics  or  anticonvulsants,  consider 
:■  ifully  pharmacology  of  agents  em- 
o ed;  drugs  such  as  phenothiazines, 
n.  ;otics,  barbiturates,  MAO  inhibitors 
ar  other  antidepressants  may  potentiate 
t;  ction.  Usual  precautions  indicated  in 
y<.  snts  severely  depressed,  or  with  latent 
Jf  ession,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 
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THE  FUTURE  OF  MEDICAL  EDUCATION  IN  THE  UNITED  STATES 


The  structure  of  medical  education  will  continue 
to  change  drastically  in  the  next  decade.  Certainly 
the  last  ten  years  have  seen  revisions  in  educational 
philosophy  and  priorities  which  were  not  dreamed 
of  in  the  early  1960’s.  The  dichotomy  between  the 
practice  of  medicine  on  the  one  hand  and  the  edu- 
cation of  physicians  on  the  other,  which  prevailed 
two  decades  ago,  has  largely  disappeared.  The 
evolution  and  character  of  formal  medical  educa- 
tion can  no  longer  be  regarded  as  the  concern  solely 
of  educators  and  matriculating  medical  students 
since  it  affects  inevitably  the  practice  of  medicine. 

In  late  spring  of  this  year,  the  Council  of  Deans 
of  United  States  medical  schools  was  surveyed  by 
the  Association  of  American  Medical  Colleges  in 
order  to  achieve  some  perspective  regarding  the 
role  of  the  academic  medical  center  in  the  nation’s 
health  care  system  in  the  1980’s.  A surprisingly 
large  number  of  Deans  participated  actively  in  this 
survey  (111  of  the  123  schools  in  North  America). 

While  the  directions  and  concerns  expressed  by 
these  forecasts  are  obviously  of  a speculative  na- 
ture, it  might  be  useful  to  present  a summary  of 
these  collective  thoughts  and  projections.  From  the 
many  excursions  into  the  future,  the  following  were 
the  consenses  reached  by  the  Deans. 

1.  Medical  Students : The  number  of  students 
in  the  United  States  Medical  Schools  will  be  no 
more  than  20  percent  greater  in  number  than  the 
present  student  population.  Women,  however,  will 
make  up  at  least  30  percent  of  the  future  matricu- 
lating body,  in  the  opinion  of  the  deans.  (The  per- 
cent of  women  enrolled  in  the  United  States  medi- 
cal schools  in  1964-65  was  7.7%,  and  in  1972-73, 
was  12.8%.)  Thus  women  will  fill  most  of  the  new 
positions  in  medical  schools. 

Students  will  continue  to  be  selected  primarily 


on  the  basis  of  their  academic  achievement  and  sci- 
entific capabilities,  rather  than  by  non-competitive 
criteria  (e.g.,  by  region  of  origin). 

2.  The  Undergraduate  Program : The  six  year 
B.S.-M.D.  programmatic  model  will  not  predominate 
in  the  American  Medical  Schools  despite  the  cur- 
rent interest  in  accelerated  schedules.  The  seven  or 
eight  year  sequence,  in  the  opinion  of  the  respond- 
ents, will  continue  to  prevail.  However,  there  is 
little  likelihood  of  a return  to  the  more  traditional 
approach  to  basic  science  teaching  of  the  kind 
which  characterized  formal  medical  education  25 
years  ago. 

3.  Graduate  Medical  Education : The  Academic 
Medical  Center  will  assume  the  responsibility  fer 
graduate  and  continuing  medical  education,  to  a 
greater  degree  than  presently  exists. 

4.  Faculty  Policies : Voluntary  teaching  may  be 
disappearing.  Many  deans  thought  that  it  would  be 
desirable  to  pay  all  teachers.  The  future  prospect 
of  the  tenure  concept  for  medical  faculty  was 
viewed  dimly. 

5.  Health  Care  System:  Most  of  the  deans  (87 
percent)  felt  that  the  most  likely  single  change  in 
the  next  decade  will  be  the  inauguration  of  a com- 
prehensive National  Health  Insurance  system  exert- 
ing a massive  impact  upon  the  nature  of  medical 
education.  There  also  was  consensus  that  the  num- 
ber of  medical  specialists  in  any  particular  disci- 
pline will  be  controlled  by  means  of  a coordinated 
national  system  governing  the  number  and  distri- 
bution of  residency  training  positions. 

6.  The  Academic  Medical  Center:  Such  a cen- 
ter will  be  part  of  a regionalized  system  for  pro- 
viding health  services.  That  it  will  have  an  im- 
portant influence  on  the  system  is  regarded  as  in- 

( Continued  on  next  page) 
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evitable  but  the  extent  to  which  it  would  dominate 
the  system  was  not  clear.  Xor  was  it  clear,  from  the 
collective  speculations,  as  to  whether  such  a center 
would  be  involved  in  the  care  of  the  rural  and  dis- 
advantaged populations.  The  development  of  aca- 
demic medical  centers  separate  from  established 
universities  was  regarded  as  unlikely. 

7.  Funding : An  increase  in  tuition  to  bear  the 
cost  of  medical  education  was  regarded  as  undesir- 
able and  of  marginal  probability.  The  states  were 
identified  as  playing  a larger  role  in  the  financing  of 
future  medical  education.  In  a nearly  unanimous 
view,  the  deans  expressed  the  opinion  that  a great- 

& 


er  public  accountability  of  the  goals  and  fiscal  oper- 
ation of  the  medical  schools  will  take  place. 

8.  Further  changes  considered  by  the  deans  as 
desirable  included  a greater  involvement  of  medical 
school  lescurces  in  the  teaching  of  problems  of  pub- 
lic health  and  preventive  medicine;  public  education 
in  the  use  of  the  health  care  system;  a renewed 
appreciation  of  basic  research;  more  effective  means 
for  the  evaluation  both  of  students  and  of  physi- 
cians in  the  performance  of  their  respective  learn- 
ing and  teaching  tasks;  and  public  accountability 
thus  forcing  an  improved  management  of  the  aca- 
demic medical  centers. 

Stanley  M.  Aronson,  M.D. 

Dean  of  Medical  Affairs 
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Triaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501  bs-rd 


Health  And  Welfare  Legislation  Enacted  By  The 
Rhode  Island  General  Assembly,  January,  1974 

J 7 J 7 


ABORTION 

The  General  Assembly  passed  and  Governor  Xoel 
signed  a bill  which  would  protect  physicians  and 
other  hospital  employees  from  disciplinary  meas- 
ures as  a result  of  their  refusal  to  participate  in 
abortion  or  sterilization  procedures  on  moral  or 
religious  grounds. 

ABUSED  CHILDREN 

A bill  to  revise  the  Child  Abuse  Act  specifies 
that  any  physician  treating  an  abused  child  shall 
have  the  right  to  keep  the  child  in  the  custody  of 
the  hospital  for  no  longer  than  72  hours  with  or 
without  the  consent  of  his  parents  or  guardian 
pending  the  filing  of  an  ex  parte  petition  to  the 
Family  Court. 

Another  bill  adopted  calls  for  the  Family  Court 
upon  the  filing  of  that  petition  to  immediately  take 
any  action  which  it  deems  necessary  or  appropriate 
for  the  protection  of  the  child  or  children  sus- 
pected of  being  abused  including  the  removal  of 
the  children  or  child  from  the  custody  of  the 
parents  or  stepparents  or  legal  guardian.  A hearing 
on  the  ex  parte  petition  would  be  held  within  48 
hours  of  the  filing. 

A third  companion  bill  pertaining  to  child  abuse 
would  permit  the  filing  of  photographs  by  a physi- 
cian which  could  substantiate  the  physical  injury 
or  injuries  sustained  by  the  abused  child. 

ACUPUNCTURE 

The  legislators  passed  an  acupuncture  proposal 
which  permits  registered  physicians  and  acupunc- 
ture technicians  to  carry  out  this  procedure  only 
in  accordance  with  such  rules  and  regulations  as 
may  be  promulgated  by  the  Director  of  the  De- 
partment of  Health.  Under  this  legislation,  an 
acupuncture  technician  is  construed  to  mean  an 
individual  who  has  been  duly  trained  and  certified 
by  a recognized  institute  of  acupuncture  and  moxi- 
bustion  and  who  has  a minimum  of  two  years  of 


college  training  and  at  least  five  years  experienc 
in  acupuncture. 

ALCOHOL 

A resolution  asking  for  an  appropriation  o'  i 
825,000  for  Talbot  House,  a center  for  alcoholics 
was  reduced  to  85.000  and  this  bill,  after  approva 
of  both  Houses,  was  signed  by  the  Governor. 

In  a companion  matter,  the  General  Assembly 
adopted  legislation  which  removed  mandatory  sec 
tences  passed  upon  court  conviction  of  drivin. 
while  intoxicated  from  the  Registry  of  Motor  Ye 
hides  and  make  it  discretionary  with  the  court.  Tht 
court  was  given  specific  authority  to  provide  b\ 
preliminary  sentence  that  anyone  convicted  or 
pleading  guilty  or  nolo  of  driving  while  intoxicated 
to  attend  a special  course  on  drunk  driving  and  tc 
report  back  to  the  court  after  the  conclusion  oi 
such  court  and  such  further  action  as  the  court 
may  deem.  The  court  would  have  authority  to  re- 
quire a payment  of  up  to  825  toward  the  cost  of 
the  course. 

BLOOD 

The  Rhode  Island  General  Assembly  enacted 
resolutions  appropriating  83.000  for  the  American 
Legion  Bloodmobile.  82.000  for  the  Veterans  of 
Foreign  War  Bloodmobile,  and  81.000  for  the 
Knights  of  Columbus  Bloodmobile. 

BOARD  OF  PSYCHOLOGY 

A bill  which  eliminated  the  requirement  that 
persons  appointed  to  the  Board  of  Psychology  with- 
in the  State  Department  of  Health  have  had  such 
qualifications  as  a doctorate  in  psychology,  at  least 
two  years  of  experience  and  have  passed  an  exam- ; 
ination  given  by  the  board  to  certify  them  as  psy- 
chologists won  the  favor  of  both  Houses  and  was 
signed  into  law  by  the  governor. 

CATASTROPHIC  HEALTH  INSURANCE 

Early  in  1973  the  governor  established  a task 
(Continued  on  page  314) 
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Wealth 

can  sometimes  be 
a real  headache. 


Money  solves  many 
problems. 

But  only  you,  with  sub- 
stantial assets  are  truly 
aware  of  the  burdens  that 
accompany  wealth. 

After  all,  the  more  you 
have,  the  more  you  could 
stand  to  lose ...  to  inflation, 
a lackluster  stock  market,  or 
high  taxes. 

So  if  you  think  you’ve 
reached  the  point  in  life 
when  money  is  no  problem, 
think  again.  You  may  now 
be  facing  the  problem  of 
protecting  your  assets  and 
making  them  work  effi- 
ciently for  you. 

And  in  times  like  these 
that’s  a job  in  itself. 

Realizing  the  complex 
problems  you  face,  we  at 
Unionmutual  Management 
Corporation  have  created  a 


new  service  designed  to 
help  manage  some  of  the 
daily  burdens  that  accom- 
pany financial  success. 

But  after  analyzing 
services  offered  by  others  in 
this  field,  we  decided  to 
take  what  we  feel  is  a more 
realistic  and  personal 
approach  in  building  our 
Individual  Asset  Manage- 
ment Service. 

We  felt  that  before  mak- 
ing any  investment  deci- 
sions on  a client’s  behalf,  it 

INDIVIDUAL/fll 

ASSET™ 

MANAGEMENT 


was  our  obligation  to  fully 
understand  his  particular, 
and  often  unique  lifestyle. 

His  needs,  goals  and 
ambitions. 

It’s  this  in-depth,  “life- 
style” approach  that  allows 
our  team  of  professional 
money  managers  to  make 
the  day-to-day  investment 
decisions  required  to  help 
maintain  your  way  of  life, 
and  to  assist  you  in  achiev- 
ing your  plans  for  the  future. 

If  you  have  assets  of 
$50,000  or  more,  and  would 
like  more  information  on 
our  new  service,  please  call 
or  write: 

Andrew  Colby 

Second  Vice  President 
Unionmutual  Management 
Corporation 

One  Bulfinch  Place 
Boston,  Massachusetts  02114 
(617) 523-5135 


A Unionmutual  Management  Corporation  Service. 
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force  0:1  health  finar.c?.  After  several  tevisions  of 
a draft  proposal,  this  bill  was  introduced  into  the 
General  Assembly  where  the  Senate  He  l.h.  Edu- 
cation and  W'el.aie  Committee  conducted  public 
hearings.  Dr.  Joseph  E.  Caiuolo.  Chai.nun  of  the 
Deliveiy  of  Medical  C— e Committee  of  the  Rhode 
Island  Medical  Society,  presented  the  Society’s 
views  cn  the  bill.  At  e.  adoption  by  the  Senate, 
the  bill  was  forwarded  to  the  House  where  it  was 
passed.  Governor  Xcel  then  signed  the  proposal 
when  it  reached  his  desk. 

DRUGS 

The  Society’s  Committee  on  Drug  Abuse  chaired 
by  Dr.  John  E.  Farley,  Jr.,  played  a significant 
role  in  the  State’s  translation  of  the  law  enacted  by 
the  Cong.ess  known  as  the  “Comprehensive  Drug 
Abuse  P.evention  and  Control  Act  of  1970.’’ 

As  early  as  1971.  the  Rhode  Isl  nd  General 
Assembly  had  at  least  three  bills  which  attempted 
to  translate  the  fede.al  act  of  1970  into  congru- 
ent state  law.  All  such  attempts  at  enactment  at 
that  time  proved  unsuccessful.  The  following  year 


FOR  SALE 


3M  "209“  Automatic  Copier.  Desk-top  model 
capable  of  copying  both  books  and  single 
sheets.  Used  by  the  L.brary  and  the  Executive 
Office.  Good  condition  but  inadequate  for  our 
present  needs.  We  are  open  to  offers:  33 1 - 
3208  or  331-3207. 


no  comprehensive  drug  bill  was  reported  out  of 
committee. 

.As  a result  of  this  legislative  effort,  the  Society's 
Drug  Abuse  Committee  prepared  a draft  bill  which 
was  submitted  to  the  administration  in  1973.  After 
several  revisions  and  modifications,,  the  bill  H 6369 
passed  the  House  of  Representatives  but  in  the 
closing  days  of  the  session  was  killed  by  the  Senate 
Judiciary  Committee. 

This  year  the  task  of  reviewing  the  Rhode  Is- 
land Controlled  Substances  Act  fell  to  the  Com- 
mission to  Study  Criminal  Procedures,  chaired  by 
State  Senator  Joseph  W.  Walsh  who  is  also  a 
member  of  the  senate  Judiciary  Committee.  Much 
of  the  spadework  for  reviewing  and  modifying  the 
bill  was  accomplished  by  this  committee.  In  con- 
junction with  his  appearance  before  the  commission 
on  March  4.  1974,  Doctor  Farley  worked  indefa- 
tigably  with  the  representatives  of  the  Governor's 
office  and  from  the  Division  of  Drug  Control  of  the 
Department  of  Health  to  assure  that  this  compre- 
hensive drug  bill  was  in  the  interest  of  the  people 
of  Rhode  Island. 

The  Uniform  Controlled  Substances  bill  passed 
by  both  chambers  of  the  General  Assembly  and 
was  signed  by  the  Governor  on  May  9th.  The 
bill  systematizes  the  classification  of  dangerous 
substances  into  five  categories  in  line  with  the 
federal  law  and  adjusted  the  penalty  structure 
for  some  violations,  including  a first  offense  for 
possession  of  marijuana  as  a misdemeanor  carry- 
ing a maximum  penalty  of  a year  in  prison  and  a 
S500  fine. 

EMERGENCY  MEDICAL  TRANSPORTATION 

The  General  Assembly  approved  an  Emergency 
Medical  Transportation  proposal  which  created  a 
13 -member  ambulance  board  which  will  establish 
a plan  for  providing  acceptable  emergency  services 
and  medical  transportation  throughout  the  state. 
Included  in  the  bill  is  a provision  that  the  board 
shall  plan  and  coordinate  programs  for  training 
ambulance  drivers  and  attendants  and  other  per- 
sons who  provide  emergency  medical  services.  The 
Ambulance  Service  Coordinating  Board  consists  of 
13  members,  one  of  which  will  be  a representative 
of  the  Rhode  Island  Medical  Society. 

Adopted  by  the  General  Assembly  was  a bill 
which  requires  that  any  law  enforcement  official 
who  finds  a person  in  a semi-conscious  or  uncon- 
scious state  attempt  to  determine  if  such  person  is 
suffering  from  some  illness  such  as  epilepsy,  diabetes 
(Continued  on  page  316) 
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Dx:  Duodenal  ulcer... 

Rx:  Maalox. 

Why  do  people  develop  duodenal  ulcers? 

No  one  knows  with  certainty. . .yet.  Competitiveness? 
Perhaps.  Stress?  Aggressiveness?  All  probably  play  their  parts. 

But  one  thing  is  certain:  in  a disease  characterized  by  a 
gastric-acid  output  that  may  be  four  times  normal,  antacid  therapy 
is  a vital  adjunct  to  effective  clinical  management. . 

That’s  where  Maalox  comes  in.  It’s  Amerioa’s  number 
one  antacid.  And  has  been  for  years.  The  reasons? 

Maalox  does  precisely  what  an  antacid,  ideally,  is 
intended  to  do.  It  works  fast.  It  neutralizes  effectively.  It  doesn’t 
constipate.  And  its  pleasant  taste  is  well  tolerated— definitely  a 
major  consideration  in  long-term  therapy. 

In  any  ulcer  regimen,  as  you  know,  there  are  many 
factors  to  consider.  But  the  inclusion  of  Maalox,  as  the  antacid  of 
choice,  gives  you  and  your  patient  one  less  thing  to  worry  about. 


Maalox®Suspension 

(12  fl.  oz.  and  5 fl.  oz.  [plastic  bottle]). 

Maalox®  No.  1 Tablets  (o.4Gm.) 

—no  sugar  and  low  in  sodium. 

Maalox®  No.  2 Tablets  <o.s  Gm.) 

the  “chew”  tablet  with  double  antacid  action. 


IMaalox* 

i (a  balanced  combination  of 
magnesium  and  aluminum  hydroxides) 

the  number  one  antacid 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa.  19034 
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or  some  other  illness.  This  measure  provides  for  a 
criminal  penalty  for  any  misrepresentation  as  to 
the  cause  of  unconsciousness.  The  bill  also  provides 
that  a person  is  authorized  to  wear  an  identification 
bracelet  with  the  person’s  name,  type  of  illness, 
physician’s  name  and  medication  required  im- 
printed on  it. 

MARATHON  HOUSE 

A resolution  asking  for  an  appropriation  of 
$50,000  for  Marathon  House  was  amended  by  a 
reduction  of  the  amount  to  $20,000.  This  bill 
passed  both  Houses  and  was  signed  by  Governor 
Noel. 

MENTAL  HEALTH 

The  Governor  introduced  a bill  modernizing  the 
state’s  Mental  Health  law.  The  bill  had  been  re- 
viewed by  the  Mental  Health  Committee,  chaired 
by  Dr.  Hugo  A.  Taussig;  several  constructive 
amendments  were  suggested  by  that  group.  Under 
its  terms,  the  mentally  ill  would  be  protected  against 
violation  of  rights  through  judicial  proceedings  and 
the  right  of  treatment  would  be  established  and 
maintained.  Certain  personal  rights  will  guide  and 
will  protect  individuals  and  those  rights  can  be 


ATTENTION: 

Doctors  and  Nurses 

Here's  a way  to  preserve  any  picture,  di- 
ploma, certificate,  etc.  forever.  Just  by  calling 
or  writing  to: 

LAMINATING  UNLIMITED 

1492  Park  Avenue 
Cranston,  R.  I.  02920 
(401)  943-1884 


modified  only  after  a thorough  review  with  fully 
justifiable  reasons.  One  significant  innovation  is  the 
creation  of  the  Office  of  Mental  Health  Advocate 
who  would  review  hospital  procedures,  insurance, 
patient's  rights,  review  complaints,  and  conduct 
investigations  in  the  interest  of  the  individual. 
I nder  this  Mental  Health  bill,  the  governor  will 
name  the  Mental  Health  Advocate  with  the  con- 
sent of  the  Senate  from  a list  of  candidates  pre- 
pared by  the  Rhode  Island  Bar  Association  and 
mental  health  groups.  Only  those  candidates  with 
at  least  five  years  experience  in  the  practice  of  law 
wrould  be  eligible  by  appointment. 

In  another  matter,  the  General  Assembly  reduced 
from  $10,000  to  $5,000  the  request  of  the  Rhode 
Island  Association  of  Mental  Health  for  the  pur- 
pose of  operating  its  summer  camp. 

NURSES 

The  Rhode  Island  General  Assembly  endorsed  a 
proposal  amending  the  Nurse  Practice  Act  by 
changing  the  composition  and  method  of  appointing 
the  board  and  the  qualifications  of  board  members. 
The  new  proposal  provides  that  the  Director  of 
Health,  with  the  approval  of  the  governor  shall 
appoint  a board  consisting  of  7 nurse  members  to 
constitute  a board  of  nurse  registration  and  nursing 
education. 

OPTOMETRY 

On  the  last  night  a bill  slipped  through  concern- 
ing the  participation  of  optometrists  in  any  medical 
plans  which  involved  the  expenditure  of  state  funds. 
The  bill  stated  that  ‘‘Notwithstanding  any  pro- 
vision of  a policy  or  contract  of  group  accident, 
group  health  or  group  accident  and  health-  insurance 
w'ritten  by  any  profit  or  nonprofit  organization, 
and  whenever  such  policy  or  contract  provides  for 
reimbursement  for  an  optometric  service  which  is 
within  the  lawful  scope  of  practice  of  a duly  li- 
censed optometrist,  a subscriber  to  such  group  ac- 
cidents, accident,  group  health  or  group  accident 
and  health  insurance  policy  or  contract  shall  be 
entitled  to  reimbursement  for  such  service,  whether 
the  said  service  is  performed  by  a physician  or  duly 
licensed  optometrist.”  An  attempt  to  have  the  bill 
vetoed  failed. 

PATIENT  BILL  OF  RIGHTS 

The  General  Assembly  adopted  a bill  of  rights 
for  patients  based  upon  a statement  prepared  by 
the  American  Hospital  Association  in  recent  years. 
In  the  closing  days  of  the  session,  the  proposal 
was  amended  ‘‘to  recognize  established  legal  prece- 
dents” in  relation  to  the  care  of  patients  in  hos- 
pitals. 

(Continued  on  page  318) 

Rhode  Island  Medical  Journal 


316 


Kids’  Stuff 


Sy*up  ™ 

°T®'  N»»al  Decong*®'^ 
and  runfiM  ^ 


Triaminic  Syrup 
me  orange  medicine  from  Dorsey 


Division  of  Sandoz-Wander,  Inc. 
LINCOLN.  NEBRASKA  68501 


BLSD 


k 


FINAL  LEGISLATIVE  REPORT 

(Continued  from  page  316) 

PHYSICIAN  EDUCATION 

This  bill,  adopted  by  the  General  Assembly  and 
signed  by  Governor  Xoel.  permits  American  citizens 
who  attend  foreign  medical  schools  to  obtain  a 
license  to  practice  medicine  without  having  obtained 
a certificate  from  the  Education  Council  for  Foreign 
Medical  Graduates.  This  legislation  would  permit 
these  students  to  serve  a year  of  supervised  clinical 
clerkship  in  the  United  States  rather  than  in  a 
country  where  they  attend  medical  school. 

PUBLIC  ASSISTANCE 

Abolished  by  the  General  Assembly  was  the  ad- 
visor}- commission  of  public  assistance  within  the 
Department  of  Social  and  Rehabilitative  Services. 

RIGHT  TO  LIFE  RESOLUTION 

The  legislature  passed  a resolution  which  me- 
morializes the  Rhode  Island  national  representa- 
tives to  support  a mandatory  human  life  amend- 
ment to  the  Constitution  of  the  United  States  that 
will  ensure  the  right  to  life  of  even,-  American  from 
conception  until  death. 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all  -quickly,  reliably  and  at 
moderate  cost 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryomc  Antigen  (CEA) 

Test  Combinations? 

We  offer  a variety  of  useful  profiles, 
all  designed  to  provide  a maximum  of 
information  at  minimum  cost 

For  detailed  information  and  complimentary 
supplies  please  write  or  call 


LEARY 

LABORATORY,  INC. 


A Smith  Kline  Clinical  Laboratory 

Serving  New  England  and  the  Nation  Since  1929 


Providence.  R.I.,  Laboratory  Locations: 

655  Broad  Street  1 89  Governor  Street 

(401)421-1138  (401)3514900 


1 1 1 Plain  Street 
(401)  421-9403 


Central  Laboratory  4 3 Bay  State  Road  Boston  Mass 
Telephone  (617)536-2121 


SIGHT 

The  General  Assembly  favors  a $2,000  appropri- 
ation for  use  by  the  Rhode  Island  Sight  Founda- 
tion. 

STERILIZATION 

A bill  which  would  make  the  unnecessary  sterili- 
zation of  a person  under  18  years  of  age  a felony 
won  the  favor  of  the  General  Assembly.  The  bill 
provides  that  unless  such  sterilization  is  incidental 
to  or  is  rendered  necessary  or  unavoidable  by  some 
other  medical  treatment  or  procedure  required  to 
preserve  life  or  health  of  such  person,  the  violation 
of  the  statute  would  consist  of  punishment  of  up  to 
five  years  imprisonment  and  a fine  of  up  to  S5.0C0 
or  both. 

STUDY  COMMITTEES 

The  General  Assembly  adopted  a bill  to  study 
the  use  of  Physicians  Assistants  after  a proposal 
to  establish  a Board  of  Approval  and  Certification 
of  Physician  Assistant  Programs  was  considered. 
The  board  would  have  been  comprised  of  nine 
members,  two  of  whom  would  have  been  members 
of  the  comprised  nine  members,  two  of  whom  would 
have  been  members  of  the  medical  profession,  and 
one  of  the  two  physicians,  a member  of  the  Rhode 
Island  Medical  Society.  The  Board  would  have 
issued  certificates  of  approval  of  programs  for  the 
education  and  training  of  physicians  assistants 
which  meet  standards  created  by  the  board. 

Dr.  Peter  Mathieu,  Jr.,  President  of  the  Provi- 
dence Medical  Association,  presented  testimony  on 
the  original  proposal  before  the  Senate  Health. 
Education  and  Welfare  Committee.  Doctor  Mathieu 
recommended  that  if  that  Senate  Committee  were 
to  adopt  legislation  regarding  Physicians'  Assist- 
ants. that  the  bill  recognize  in  the  Rhode  Island 
Medical  Practices  Act  the  physicians'  right  to  dele- 
gate tasks  to  a trained  assistant.  Doctor  Mathieu 
said  that  of  32  states,  fifteen  had  enacted  this  form 
of  general  delegatorv  authority  statute. 

The  General  Assembly  also  created  a study  com- 
mittee of  seven  members  to  review  the  willful  kill- 
ing of  an  unborn  quick  child.  This  study  group 
will  consist  of  three  persons  to  be  named  by  the 
Speaker  ar.d  three  to  be  appointed  by  the  Lieuten- 
ant Governor.  The  director  of  health  or  his  desig- 
nee will  also  sit  on  this  committee. 

Also  created  was  a study  committee  to  review 
unfair  compilation  of  personal  data.  Another  com- 
m'ttee  established  was  on  handgun  control. 

BILLS  NOT  PASSED 

Three  health  related  bills  were  vetoed  by  Gover- 
( Continued  on  page  350) 
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We  help 
you  to  invest 
in  yourself 


When  you’re  busy  taking  care  of  other 
people,  it’s  hard  to  find  time  to  take  care 
of  yourself.  That’s  where  we  come  in. 


We’re  experts  in  the  field  of  financial  planning 
for  physicians.  We've  done  a lot  of  it  for  physicians 
like  yourself.  In  short,  we  have  the  experience  and 
know-how  to  help  you  achieve  your  own  personal  goals 
...thru  sound,  intelligent,  professional  counseling. 

Whether  it  involves  incorporation,  estate  or  financial  planning, 
profit  sharing  or  pension  plans,  Keogh  plans,  tax  shelter  ideas, 
investments,  life  insurance  or  other  financial  concepts,  our  staff 
has  the  scope  and  capacity  to  analyze  your  personal  situation ; 
recommend  the  right  investment  programs;  and  tie  it  all 
together  for  you. 

Want  more  information? 

Give  us  a call,  and  we’ll  arrange  a personal  conference  at  your 
convenience. 

New  England  Physicians 
Advisory  Services,  Ine. 

One  Wells  Avenue,  Newton,  Mass.  021 59 
Tel:  (617)  965-5100 

Financial  planning  for  physicians. 

Retirement  Planning  (Keogh,  Pension,  Profit  Sharing) 
endorsed  by  the  Council  of  the 
New  England  State  Medical  Societies. 


New  England  Physicians 
Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  02159 
Tel:  (61 7)  965-5100 

I would  like  to  learn  more  about  how  I can  invest  in  myself. 
Name 


Address 
City 


State 


Home  □ 


Office  □ 


Hospital  □ 


Date  of  Birth 


Use  this  telephone  number: 


R 1-8 


Annual  Golf  Tournament  and  Dinnc 

of  the 

Providence  Medical  Association 

WEDNESDAY,  SEPTEMBER  25,  1974 


GOLF  TOURNAMENT:  At  the  RHODE  ISLAND  COUNTRY  CLUB  (Barringli; 

Starting  time:  1 p.m. 

KICKER'S  HANDICAP— V aluable  golf  prizes  (and  also  tji 
prizes  at  the  dinner).  Plan  your  foursome  (guests  may  j 
ticipate)  and  indicate  on  reservation  envelope  names  it 
your  preferred  starting  time.  MAIL  BEFORE  SEPTEM11 


18th. 


Please  indicate  on  the  envelope  whether  you  wish  to  reserve  a cart  (il). 
We  must  reserve  them  in  advance  and  cancellations  must  be  made  by  ip 
tember  24.  In  order  to  facilitate  this  arrangement,  please  enclose  a cei 
for  $10  per  gasoline  cart  and  advise  the  executive  office  (331-3207,  331-3 1) 
by  September  24  if  you  find  it  necessary  to  cancel  it. 

Pull  carts  are  allowed  on  the  course  but  are  not  available  at  the  Club,  st 
of  the  area  schools  will  be  open  on  September  25  so  that  there  will  bew 
caddies. 


MEALS:  Luncheon  available  at  the  Club.  A cash  box  will  be  avail;  1* 

at  the  10th  tee  for  those  who  wish  to  purchase  hamburg*. 
soft  drinks,  etc. 

DINNER  will  be  at  7:00  p.m*  Dinner  reservations  niuslit 
made  in  advance.  Use  special  envelope  enclosed. 

(Note:  The  Annual  dinner  is  for  members  of  the  Association  and  custn- 
arily  it  has  not  been  open  for  wives  of  members). 

TELEPHONES:  RHODE  ISLAND  COUNTRY  CLUB  golf  shop-245-7: 0 

Evening— 245-5'i  0 

Facilities  available  for  those  who  may  wish  to  play  cards 

• 

IT’S  ALWAYS  A GREAT  PARTY  AT  THE  ANNUAL  GOLF  TOURNAMENT  AD 
DINNER  OF  THE  PROVIDENCE  MEDICAL  ASSOCIATION 

Remember— Golf  reservations  for  starting  time  close  on  Wednesday,  September  18 
Dinner  reservations  close  on  Monday,  September  23. 


Doctor  tested 


Taken  as  directed, 

Unionmutuai 
provides  fast,  permanent  relief  from 

occasional  income  protection  irregularity. 


The  relief  is  permanent  because  Unionmutual’s  income  protection  policy 
is  non-cancellable.  And  that  means  you  never  have  to  worry 
about  premiums  going  up.  Or,  even  worse,  unexpected  cancellation. 

We’ll  even  insure  your  specialty.  Which  means  you  can 

continue  working  in  medicine  — in  the  event  you  are  unable  to  work 
in  your  specialty  — and  s till  receive  full  benefits. 

So  if  you  sometimes  suffer  from  income  protection  irregularity, 
take  doctor  tested  Unionmutuai  and  feel  better  fast. 

For  more  information,  consult  your  Unionmutuai  representative. 


Norman  D.  Erickson,  C.L.U. 
General  Agent  — Unionmutuai 
187  Westminster  Street 
Providence,  Rhode  Island  02903 
(401)  274-3370 


Unionmutuai 

We're  good  medicine. 


0 1574  Union  Mutual  Life  Insurance  Company.  Subsidiaries  Unionmutuai  Stock  Life  Insurance  Co.  of  America: 
monmutual  Stock  Life  Insurance  Company  of  New  York:  Unionmutuai  Management  Corporation 


Report  Of  The  House  Of  Delegates 


.4  Summary  Of  The  Report  Of  The  Meeting  On  March  6,  1974 


RECOMMENDATIONS  FORM  THE  COUNCIL 
Stephen  J.  Hoye,  M.D.,  Secretary 

1.  Slate  of  Officers  and  Standing  Committees 

In  accordance  with  the  bylaws  of  the  Society,  the 
Council  submits  with  the  recommendation  of  adop- 
tion a slate  of  nominees  of  officers  and  standing 
committees  to  serve  the  Society  from  the  annual 
meeting  in  1974  until  the  annual  meeting  in  1975. 

2.  The  Council  endorsed  the  Accreditation  Man- 
ual prepared  by  the  Society’s  Continuing  Medical 
Education  Committee  and  recommends  its  adop- 
tion by  the  House  of  Delegates. 

3.  The  Council  accepted  the  recommendation 
of  the  Continuing  Medical  Education  Committee 
that  the  Society  participate  in  a cooperative  effort 
with  Brown  University  and  the  Rhode  Island 
Health  Science  Research  Council  in  developing  post- 
graduate continuing  medical  programs  with  the 
understanding  that  the  CME  Committee  Chairman 
report  back  in  one  year  with  a progress  report. 

4.  The  Council  approved  oif  the  following  state- 
ment regarding  hospital  staff  contracts  and  recom- 
mends its  adoption  by  the  House:  it  is  the  opinion 
of  the  Council  of  the  Rhode  Island  Medical  Society 
that  physicians  have  a right  to  engage  in  hospital 
contractual  agreements  and  it  is  recognized  that  the 
state  allegedly  has  the  right  of  access  to  some  of 
them,  but  these  inquiries  should  not  be  of  an  ir- 
relevant nature  and  their  activity  should  be  fully 
justified;  furthermore,  the  cost  of  these  contracts 
is  so  insignificant  when  compared  to  the  total  cost 
of  the  hospital  operations,  that  it  is  immaterial. 

5.  The  Council  approved  negotiation  of  a pos- 
sible arrangement  with  the  appropriate  representa- 
tives of  the  Rhode  Island  Society  of  Osteopathic 
Physicians  and  Surgeons  whereby  its  members  can 
purchase  the  Rhode  Island  Medical  Journal  on  a 
regular  basis  for  the  regular  subscription  price  of 
$5. CO. 

BALLOT 

THE  BYLAWS  OF  THE  SOCIETY  PROVIDE 
THAT  THE  COUNCIL  SHALL  ACT  AS  A NOM- 
INATING COMMITTEE  AND  SHALL  PRE- 
PARE A LIST  OF  CANDIDATES  FOR  OFFI- 
CERS AND  ELECTED  COMMITTEEMEN. 


OTHER  NOMINATIONS  MAY  BE  MADE 
FROM  THE  FLOOR  OF  THE  HOUSE  BY  ANY 
VOTING  MEMBER  OF  THE  HOUSE.  ALL 
ELECTIONS  SHALL  BE  MADE  BY  BALLOT 
AND  A MAJORITY  OF  THE  VOTES  CAST 
SHALL  BE  NECESSARY  TO  ELECT. 

>jc  :j<  5|c 

The  following  nominations  for  officers  and  stand- 
ing committees  of  the  Rhode  Island  Medical  So- 
ciety to  serve  from  the  annual  meeting  in  1974 
to  the  annual  meeting  in  1975  is  submitted  by  the 
Council  to  the  House  of  Delegates.  (Please  bring 
this  ballot  with  you  to  the  meeting  so  it  may  be 
turned  in  if  necessary,  when  the  vote  is  taken.) 

Nominees  for  Officers  for  1974-75 

Nathan  Chaset,  M.D.,  President 
John  P.  Grady,  M.D.,  Vice-President 
Stephen  J.  Hoye,  M.D.,  President-Elect 
Charles  B.  Round,  M.D.,  Secretary 
Frank  W.  Sullivan,  M.I).,  Treasurer 

STANDING  COMMITTEES 

(President  and  Secretary,  ex  officio  members  of 
all  Standing  Committees) 

COMMITTEE  ON  OCCUPATIONAL  HEALTH 

George  F.  Monahan,  Jr.,  M.D.,  Chrm.  (Kent) 
Thomas  J.  Dolan,  M.D. 

Philip  J.  Lappin,  M.D.  (Pawt.) 

John  E.  Murphy,  M.D.  (Kent) 

Dugald  H.  Munro,  M.D. 

Byron  R.  Quinn,  M.D.  (Pawt.) 

Mendell  Robinson.  M.D. 

Robert  P.  Sarni,  M.D. 

Howard  Sturini,  M.D. 

LIBRARY  COMMITTEE 

Thomas  Perry,  M.D.,  Chrm. 

Irving  A.  Beck,  M.D. 

George  V.  Coleman,  M.D. 

Judith  Eaton,  M.D.  (Wash.) 

Mary  Lekas,  M.D. 

Vincent  MacAndrew,  M.D. 

Jay  M.  Orson,  M.D. 

Francesco  Ronchese,  M.D. 

Guy  A.  Settipane,  M.D. 
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SPEAKER  AND  VICE  SPEAKER 

Herbert  F.  Hager,  M.D.,  Speaker 
Thomas  F,  Head,  M.D.,  Vice  Speaker 

COMMITTEE  ON  MEDICAL  ECONOMICS 
Kenneth  Liffmann,  M.D.,  Chrm. 

Edmund  Billings,  M.D.  (Pawt.) 

Andrew  S.  Blazar,  M.D. 

Martin  E.  Felder,  M.D. 

Edward  J.  Gauthier,  M.D. 

Frank  D.  E.  Jones,  M.D. 

Charles  E.  Millard,  M.D.  (Bristol) 

John  D.  Pinto,  M.D.  (Wash.) 

Henry  S.  Urbaniak,  M.D. 

COMMITTEE  ON  PUBLIC  LAWS 
F.  Bruno  Agnelli,  M.D.,  Chrm.  (Wash.) 

John  J.  Cunningham,  M.D.  (Pawt.) 

Carl  F.  DeLuca,  M.D. 

John  E.  Farley,  M.D. 

Thomas  F.  Head,  M.D. 

Thomas  C.  McOsker,  M.D. 

Richard  Perry,  M.D.  (Kent) 

William  R.  Thompson,  M.D. 

George  L.  Young,  M.D.  (Kent) 

COMMITTEE  ON  PUBLICATIONS 
John  F.  W.  Gilman,  M.D.,  Chrm. 

Stanley  M.  Aronson,  M.D. 

Bertram  H.  Buxton,  Jr.,  M.D. 

John  A.  Dillon,  M.D. 

Herbert  Fanger,  M.D. 

Charles  Hall,  M.D.  (Newpt.) 

Peter  L.  Mathieu,  Jr.,  M.D. 

Jay  M.  Orson,  M.D. 

Guy  A.  Settipane,  M.D. 

COMMITTEE  ON  SCIENTIFIC  WORK  AND 
ANNUAL  MEETING 
Mendell  Robinson,  M.D.,  Chrm. 

Paul  Calabresi,  M.D. 

Robert  P.  Davis,  M.D. 

Frank  G.  DeLuca,  M.D. 

Milton  W.  Hamolsky,  M.D. 

Henry  T.  Randall,  M.D. 

Robert  W.  Reimer,  M.D. 

Charles  B.  Round,  M.D.  (Kent) 

A.  A.  Savastano,  M.D. 

Hugo  Taussig,  M.D. 

COMMITTEE  ON  PUBLIC  POLICY  AND 
RELATIONS 

Nathan  Chaset,  M.D. 

Stephen  J.  Hoye,  M.D. 

Charles  B.  Round,  M.D. 

Robert  V.  Lewis,  M.D. 

Edmund  T.  Hackman,  M.D. 

(Continued  on  next  page) 


Half  a 
Century  of 
Service  to 
the  Medical 
Profession 


eastern  scientific  company 

267  PLAIN  STREET 

PROVIDENCE,  RHODE  ISLAND  02905 


ONE  CALL! 

Your  complete 
source  of  all 
medical,  surgical 
laboratory 
needs 


YOU'RE  INVITED  TO  VISIT  OUR 
NEWLY  EXPANDED  MEDICAL  & 
SURGICAL  SUPPLY  DEPARTMENT 

WOULD  YOU  LIKE  OUR  NEW 
MEDICAL  SUPPLY  CATALOG? 


Call  421-4600 


August,  1974 
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COMMISSIONERS 

Melvin  D.  Hoffman,  M.D.,  Commissioner  on  Public 
Health. 

Richard  P.  Sexton.  M.D.,  Commissioner  on  Com- 
munity Relations 

Thomas  F.  Head.  M.D.,  Commissioner  on  Health 
Programs. 

Leonard  S.  Staudinger,  M.D.,  Commissioner  on  Pro- 
fessional Relations. 

Kenneth  Liffmann,  M.D.,  Commissioner  on  Socio- 
Economics. 

COMMITTEE  ON  DIABETES 

During  the  past  year,  several  members  of  the 
Committee  on  Diabetes  have  been  involved  with 
diabetes  screening  in  cooperation  with  the  Rhode 
Island  Department  of  Health  and  the  Diabetes 
Association  of  Rhode  Island,  Inc.  The  following  are 
some  of  the  activities  in  which  members  partici- 
pated: 

Statistics  from  the  Division  of  Chronic  Diseases 
of  the  Rhode  Island  Department  of  Health  show  the 
following  results  for  Fiscal  year  1972-1973: 

A total  of  13,767  persons  were  screened,  which 
resulted  in  384  positive  findings,  of  which  74  have 
been  diagnosed  as  new  diabetics.  These  totals  in- 


apply for 

OFFICE  EXPENSE  INSURANCE 
(TAX  DEDUCTIBLE) 

ALL  R.I.M.S.  members  are  now  eligible  to 
to  pay  up  to  $3,500.00  monthly  Overhead 
Expenses  which  continue  during  DISABILITY. 

RATES  REDUCED  15%  because  of  good  ex- 
perience of  our  group  to  date.  Present  exper- 
ience and  increased  Member  participation  can 
earn  us  all  another  10%  to  20%  next  year! 

Write  or  phone  the  Administrator  for  liter- 
ature and  information. 

ADMINISTRATOR: 

R.  A.  DEROSIER  AGENCY 
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East  Providence,  Rhode  Island 
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dude  2.397  screenings  performed  by  physicians  and 
dentists  in  their  private  office. 

On  November  3-4,  1973,  a Diabetes  Health  Fair 
was  sponsored  by  the  Diabetes  Association  of  Rhode 
Island  which  was  attended  by  over  5,000  people. 
Diabetes  screening  was  done  on  1,310,  including 
164  known  diabetics  with  a yield  of  11  positive 
cases  and  6 newly  diagnosed  diabetics. 

During  National  Diabetes  Week  November  12 
to  19,  1973,  the  Department  of  Health  conducted 
diabetes  screening  in  the  lobby  of  the  Department 
of  Health  building  at  which  411  people  were  ex- 
amined with  the  following  results: 

Three  positives,  and  three  new  cases  of  diabetes. 
During  the  same  week,  industries  throughout  the 
State  requested  drypacks  and  the  following  num- 
bers resulted.  Of  6,462  drypacks  distributed  there 
were  2,116  returned  and  examined  yielding  67 
positives,  and  9 new  diabetics. 

It  has  been  announced  that  the  Rhode  Island 
Department  of  Health  will  no  longer  furnish  dia- 
betes screening  kits  as  of  May  1,  1974  and  the 
Division  of  Chronic  Diseases  will  discontinue  dia- 
betes screening  at  health  fairs,  housing  projects, 
industries,  etc.  This  is  a result  of  changing  program 
priorities  and  financing. 

Respectfully  submitted: 

Jean  M.  Maynard,  M.D.,  M.P.H. 

Chairman 

STATE  PEER  REVIEW  COMMITTEE 

The  Peer  Review  continues  to  hold  frequent  meet- 
ings with  excellent  attendance.  Surprisingly  we  have 
reached  very  few  cases  referred  from  Medicare. 
Most  of  our  work  has  been  mainly  confined  to 
referrals  from  the  Claims  Committee  of  the  Blue 
Shield.  It  is  felt  that  this  Committee  is  functioning 
efficiently  and  it  is  our  intent  to  broaden  our  scope 
in  the  next  year. 

Respectfully  submitted: 

Alton  M.  Paull,  M.D. 

Chairman 

LIBRARY  COMMITTEE 

February  26,  1973  — February  15,  1974 

The  one  meeting  of  the  Library  Committee  was 
held  on  February  5,  1974  at  the  Rhode  Island 
Medicsl  Society  Library.  The  meeting  was  called 
to  order  at  7:45  p.m.  Present  were  Doctors  Richard 
Sexton  (Commissioner  on  Community  Relations), 
George  Coleman.  Vincent  MacAndrew,  Jay  Orson, 
Thomas  Perry,  Francesco  Ronchese,  and  Mrs.  De- 
Jong.  the  Librarian. 
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The  first  item  on  the  agenda,  a report  on  the 
status  of  our  Grant  request  to  the  Rhode  Island 
Foundation,  was  discussed  at  length.  Our  proposal 
will  be  considered  by  the  Foundation  on  February 
22.  In  the  event  that  it  is  turned  down,  the  Chair- 
man was  authorized  to  take  the  matter  to  the  Coun- 
cil and  suggest  that  the  Society  find  a way  to  fund 
the  renovation  of  the  stack  area  on  a piecemeal 
basis.  Also,  the  Librarian  was  instructed  to  look  into 
the  possibility  of  federal  funding. 

After  the  stacks  were  cleaned  this  summer  the 
windows  were  covered  on  the  inside  with  poly- 
ethelyene  in  the  hope  that  the  area  can  be  kept 
reasonably  clean  until  such  time  as  the  windows 
can  be  sealed. 

The  Committee  authorized  the  Chairman  to  ask 
the  Council  for  an  appropriation  of  $125.  a year 
to  pay  tuition  costs  for  Miss  Simpson  at  URI 
Graduate  Library  School.  We  are  also  writing  the 
National  Library  of  Medicine  about  funds  for 
education. 

Excerpts  were  read  from  an  unpublished  manu- 
script by  James  Henry  Eldredge  on  the  “Medical 
History  of  East  Greenwich.”  We  believe  that  this 
was  given  at  the  Annual  Meeting  of  the  Society 
June  26,  1850.  Doctor  Eldredge  was  President  of 
the  Rhode  Island  Medical  Society  from  1858-1860. 

The  members  of  the  Committee  considered  lists 
of  books  for  purchase  for  the  Library  and  author- 
ized Mrs.  Dejong  to  order  the  approved  titles. 

Respectfully  submitted: 

Thomas  Perry,  Jr.,  M.D. 

Chairman 

REPORT  OF  THE  LIBRARIAN 

To  paraphrase  John  Donne,  “No  (library)  is 
an  Hand,  intire  of  it  selfe;  every  (library)  is  a 
peece  of  the  Continent,  a part  of  the  maine.”*  This 
is  a fortunate  circumstance  for,  after  a heady  period 
of  funds  available  and  growth  apparently  unlimited 
libraries  are  back  in  their  usual  state  of  small  bud- 
gets and  small  staffs.  The  local  group  of  medical 
librarians  started  cooperating  with  each  other  in 
1953,  some  time  before  the  terms  “area”  and  “re- 
gional” systems  were  in  use.  Now  it  seems  that  out- 
interest  in  cooperative  acquisitions,  sharing  of  in- 
formation and  expertise,  and  pooling  of  resources, 
has  paid  off  for  we  can  continue  to  give  good  service 
to  the  scientific  community  through  our  “you 
scratch  my  back,  I’ll  scratch  yours”  arrangements 

* Donne  J:  Devotions  LTpon  Emergent  Occasions. 
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even  though  we  re  all  having  to  cut  back  on  pur- 
chases. 

Your  Library  specializes  in  material  pertaining 
to  the  practice  of  medicine  including  socioeconomics, 
legal  medicine,  ethics,  the  publications  of  state 
and  county  societies  and  the  American  Medical 
Association,  as  well  as  basic  clinical  texts  and 
journals.  Books  and  pamphlets  are  available  for 
our  general  readers  and  we  have  a large  collection 
of  historical  material.  It  is  fortunate  that  so  many 
of  these  older  titles  survived  being  moved  hither 
and  yon  before  finding  a permanent  home  in  1912, 
lor  students  and  researchers  seeking  “the  original 
article”  find  it  here. 

How  much  do  the  Fellows  of  the  Society  use 
their  Library?  Frequently,  according  to  our  cir- 
culation figures,  though  not  always  in  person.  Of 
the  635  articles  xeroxed  for  individuals,  3 71  were 
for  members.  Of  the  1,299  copied  for  other  institu- 
tions (mainly  hospitals),  at  least  2/3  were  for  our 
members  who  find  it  convenient  to  take  advantage 
of  interlibraiy  communication.  We  photocopied 
1,864  articles,  totalling  11,871  pages.  Circulation  of 
actual  material  totalled  187  textbooks,  1,057  jour- 
nals, and  32  items  from  our  archives  and  pamphlet 
collections  sent  through  messinger  to  other  libraries. 

(Continued  on  next  page) 
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Physicians  borrowed  120  books.  506  periodicals. 
Bibliographies  resulting  from  our  127  literature 
searches  were  mailed  to  members  and  the  desired 
citations  were  sent  to  them  from  our  collection  or 
through  interlibrarv  facilities.  We  borrowed  13 
books,  8 journals,  and  1 microfilm  roll,  and  re- 
ceived 103  xeroxed  copies.  Three  instruments  are 
on  loan  to  the  Smithsonian  Institution. 

Other  statistics  are:  663  journals,  47  books,  and 
18  pamphlets  given  from  our  duplicates;  456  books 
added  through  purchase,  gift,  exchange,  and  re- 
view; 562  journals  culled  from  the  many  gifts  re- 
ceived. Our  patrons  number  1,900  (743  physicians; 
1,157  laymen).  The  number  of  telephoned  requests? 
— - Astronomical. 

Four  books,  missing  when  Doctor  Davenport  gave 
us  his  collection  in  1927,  were  recovered  by  Doctor 
Irving  Beck  at  a local  secondhand  bookstore.  One 
of  the  volumes  contained  a letter  to  Doctor  Daven- 
port from  the  author,  making  this  a particularly 
valuable  find. 

Our  Medical  Library  Resource  Grant  terminated 
May  31,  1973,  at  the  end  of  the  five  year  period. 
We  have  803  volumes  of  journals  on  microfilm. 
488  periodicals  were  bound,  and  we  own  a Micro- 
film Reader /Printer  as  a result  of  these  govern- 
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ment  funds.  The  microfilming  released  138  feet  of 
sorely  needed  shelf  space  in  the  stacks. 

And  speaking  of  the  book  stacks,  ours  were 
thoroughly  cleaned  this  summer  with  every  book 
and  journal  dusted  by  hand  and  every  shelf  wiped. 
This  was  the  first  time  that  the  second  tier  had 
been  cleaned  since  1942.  We  have  started  to  put  the 
volumes  back  in  order  and,  with  a little  help  from 
our  friendly  volunteers,  James  Bobick  and  his 
wife,  and  some  rainy  weekends,  we  hope  to  make 
an  A-Z  1 -infinity  order  out  of  the  chaos  which  the 
cleaning  crew  added  to  that  already  in  existence! 
Mr.  Bobick,  the  Reference  Librarian  at  the  Scien- 
ces Library,  has  been  helping  us  with  the  evalua- 
tion of  our  rare  book  collection.  We  both  regard 
checking  the  auction  records  and  dealers’  cata- 
logues as  a fine  course  in  medical  history. 

In  addition  to  this  gift  of  time  and  labor,  we 
have  been  the  recipient  of  so  many  splendid  dona- 
tions from  the  Fellows  and  Friends  of  the  Library 
that  these  will  have  to  be  listed  separately  on  an 
Accession  List. 

Mr.  Farrell's  retirement  in  June  brought  to  an 
end  a long  and  friendly  association  of  thirty-eight 
years.  We  thank  him  for  the  help  he  has  given  us 
and  for  his  support  of  the  Library.  As  in  previous 
years,  we  say  ‘ thank  you”  to  the  members  of  the 
Executive  Office  Staff,  Tim,  Ted,  Mary,  Libby, 
Lou,  and  Connie.  I,  all  of  whom  have  helped  in 
times  of  need. 

Miss  Catherine  Sleicher  was  added  to  the  Library 
staff  as  a part-time  employee  this  year  and  Miss 
Connie  Simpson  finished  her  second  year  as  Assis- 
tant Librarian.  With  their  excellent  assistance  in 
library  routines,  it  may  be  possible  to  implement 
some  of  the  plans  in  mind  for  1974  and  1975. 

Respectfully  submitted: 
Helen  E.  DeJong 
Librarian 

COMMITTEE  ON  THE  MEDICAL  ASPECTS 
OF  SPORTS 

The  Committee  on  the  Medical  Aspect  of  Sports 
has  scheduled  a two-day  meeting  on  the  Medical 
Aspects  of  Sports,  which  will  be  co-sponsored  by 
the  Rhode  Island  Medical  Society  and  the  LTniver- 
sity  of  Rhode  Island  Department  of  Intercollegiate 
Athletics  at  Kingston,  Rhode  Island,  on  July  18  and 
19,  1974.  Invitations  have  been  extended  to  many 
nationally-known  persons  in  the  field  of  sports 
Medicine,  most  of  whom  have  already  accepted 
the  invitation  to  take  part  in  the  meeting.  The 
(Continued  on  page  341) 
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Welcome  to 
Portland,  Oregon 
for  the  28th 
Clinical  Convention 


November  30-December  4,  1974 


“In  this  age  of  specialization,  there’s 
a vital  need  for  discussion  of  the 
broader  implications  of  new-found 
knowledge.  The  28th  AMA  Clinical  is 
designed  for  that  purpose. . .to  bring 
together  physicians  of  the  various 
specialties  to  study  and  discuss  the 
broader  aspects  of  medicine  as  they 
apply  to  their  practices.” 

Huldrick  Kammer,  M.D.,  Chairman 

Council  on  Scientific  Assembly 


For  further  details,  write: 

Circulation  & Records  Dept. 
American  Medical  Association 
535  North  Dearborn  Street 
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Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


“I  may  be  prejudiced,  but  h 
very  much  in  favor  of  the  detail  an 
I meet.  Most  of  them  are  knowleje- 
able  about  the  drugs  they  promc 
and  can  be  a great  help  in  acquatt- 
ing  me  with  new  medication.” 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as ' 
do  about  the  detail  man.  Overthl » 
years  I have  gotten  to  know  mos’ ; 
the  men  who  visit  me  regularly  a!l  1 
they  in  turn  have  become  aware 
my  particular  interests  and  the  r 
ture  of  my  practice.  They,  there- 
fore, limit  their  discussion  as  min 
as  possible  to  the  areas  of  intere 
to  me.  Since  I usually  see  the  sartt 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to  1 1 
supply  me  with  the  most  honest  i 
factual,  as  well  as  up-to-date 
information  about  his  products.  . 


“In  the  total  picture  of  deal  31 
with  health  problems  in  this  couin 
there  is  a potential  for  detail  mer  I 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representaA 
tives  and  salesmen  of  the  pharm.  : 
ceutical  industry  is  the  type  ofcoi 
tact  that  people  in  a medical  cerri 
research  people,  and  academic  , 
people  have  and  that’s  in  all  likeliif 
on  a somewhat  different  level  fro  I 
that  of  the  practicing  physician.  ,] 

Let  me  touch  on  how  I persoj 
ally  perceive  the  role  of  the  sales  | 
representative.  These  men  reach  | 
large  numbers  of  health  profes-  j 
sionals.  Thus  they  could  be— ancl 
at  times  actually  are— dissemina, I 
tors  of  useful  information.  They  . 
could  consistently  serve  a real  ed-j 
cational  function  in  their  ability  to  j 
discuss  their  products. 

At  present  they  do  distributf 
printed  material,  brochures  and 
pamphlets— some  of  it  scientific 
ally  sound  and  therefore  truly  use 
ful  — as  well  as  some  excellent  filr 
produced  by  the  pharmaceutical  d 
industry.  When  they  function  in  tl 


, ; a Source  of  Information? 

Yes,  with  certain  reservations, 
h average  sales  representative 
a 3 great  fund  of  information 
a jt  the  drug  products  he  is  re- 
yisible  for.  He  is  usually  able  to 
iver  most  questions  fully  and 
it  ligently.  He  can  also  supply 
joints  of  articles  that  contain  a 
'I  t deal  of  information.  Here, 
k exercise  some  caution.  I usu- 
bccept  most  of  the  statements 
upinions  that  I find  in  the 
3 >rs  and  studies  which  come 
: the  larger  teaching  facilities, 
aes  without  saying  that  a physi- 
c should  also  rely  on  other 
Mcesfor  his  information  on 
t macology. 

■;  ling  of  Sales  Representatives 

Ideally,  a candidate  for  the 
Mtion  as  a sales  representative 
pharmaceutical  company 
Mid  be  a graduate  pharmacist 
' has  a questioning  mind.  I don’t 
i < this  is  possible  in  every  case, 
i so  it  becomes  the  responsibility 

ilicity  they  are  indeed  useful; 
licularly  in  the  fact  that  they 
laminate  broadly  based  educa- 
»l  material  and  serve  not  just 
rushers”  of  their  drugs. 

DtherSideof  the  Coin 

Obviously,  the  pharmaceuti- 
ompanies  are  not  producing  all 
material  as  a labor  of  love  — 

: are  in  the  business  of  selling 
: ucts  for  profit.  In  this  regard 
; imbitious  and  improperly  moti- 
i d sales  representative  can 
t a negative  influence  on  the 
i ticing  physician,  both  by  pre- 
linga  one-sided  picture  of  his 
uct,  and  by  encouraging  the 
jtitioner  to  depend  too  heavily 
rugs  for  his  total  therapy.  In 
e ways,  the  salesman  has  often 
prted  objective  reality  and 
i^rmined  his  potential  role  as  an 
bator. 

Industry  Responsibility 

Since  the  detail  man  must  be 
iformation  resource  as  well  as 
iresentative  of  his  particular 
maceutical  company,  he 
Jld  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce— information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
at  first  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
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The  Impact  Of  Myocardial  Infarction 


Attention  To  The  Psychological  Factors 
Which  Induce  Depression  Will  Facili- 
tate Convalescence 


By  Thomas  P.  Hackett,  M.D.  and  Ned  H. 

Cassem,  M.D. 

The  psychological  impact  of  myocardial  infarc- 
tion (MI)  begins,  of  course,  long  before  the  patient 
arrives  at  the  hospital.  It  starts  with  his  first  per- 
ception of  being  ill  — - which  is  usually  in  the  form 
of  pressure  sensations  or  pain  in  the  chest. 

What  is  the  first  response  to  severe,  crushing 
chest  pain  that  lasts  over  five  minutes?  The  an- 
swer may  surprise  you.  In  our  study  and  those 
of  two  other  groups  as  well,1’  2>  3 the  majority  of 
patients  do  not  think  of  a heart  attack.  They  think 
of  indigestion  and  reach  for  a Brioschi®  or  Alka- 
seltzer.®  When  the  antacid  fails  to  help  they  look 
elsewhere  for  relief.  They  may  try  a heating  pad 
or  lying  down,  taking  a walk  or  taking  a drink, 
sometimes  alcohol,  sometimes  coffee,  but  the  end 
result  is  a dangerous  delay.  In  our  study  delay 
ran  to  an  average  of  3.9  hours  between  the  onset 
of  chest  pain  and  arrival  at  the  hospital.  This  fig- 
ure has  been  replicated  in  two  other  studies.  Sixty- 
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five  per  cent  of  the  patients  arrived  for  help  by 
the  end  of  six  hours.  But  after  six  hours  the  rate 
abruptly  fell.  Since  half  of  all  coronary  victims 
are  believed  to  be  dead  within  four  hours  of  symp- 
tom onset,  the  factors  that  contribute  to  a prompt 
or  a tardy  response  within  this  critical  cluster  of 
hours  are  essential  to  identify. 

We  were  interested  in  finding  out  whether  or 
not  certain  variables  could  be  correlated  with  delay 
time.  For  example,  could  age,  sex,  socio-economic 
status,  education,  a history  of  prior  myocardial 
infarction,  or  the  type  of  presenting  symptoms  in- 
fluence the  time  of  delay.  Did  the  wealthy  and 
the  wise  respond  more  swiftly?  At  the  end  of  a 
thorough  statistical  analysis  we  found  that  delay 
times  did  not  differ  significantly  between  private 
and  ward  patients.  There  was  no  difference  be- 
tween educational  categories;  there  was  no  signifi- 
cant relationship  between  delay  and  age  or  sex 
or  even  the  history  of  a.  previous  MI.  We  had 
originally  thought  that  a presenting  complaint  of 
dyspnea  might  shorten  the  delay  time,  but  this 
did  not  turn  out  to  be  true.  We  did  find  that  the 
time  of  delay  tended  to  decrease  as  the  subjective 
severity  of  the  symptoms  mounted.  In  other  words, 
the  more  the  patient  complained  of  pain,  the  more 
apt  he  was  to  respond  quickly.  However,  it  is  im- 
portant to  point  out  here  that  the  relation  between 
the  severity  of  the  disease  as  measured  by  the  Peel 
score  and  the  time  of  delay  is  not  significant. 

In  summary,  what  this  means  is  that  level  of 
(Continued  on  next  page) 
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education,  social  position,  or  familiarity  with  the 
symptoms  of  myocardial  infarction  do  not  in  them- 
selves appear  to  hasten  many  patients  with  acute 
chest  pain  to  the  doctor. 

PSYCHOLOGICAL  FACTORS  IMPORTANT  IN 
DELAY 

Delay  in  seeking  help  is,  by  all  odds,  due  to 
psychological  rather  than  practical  matters.  In 
other  words  the  four  hours  between  symptom  onset 
and  arrival  at  the  hospital  is  not  composed  of  time 
in  getting  an  ambulance,  or  starting  the  car.  or 
waiting  in  traffic,  or  being  kept  waiting  at  the 
hospital.  Studies  are  in  agreement  that  90  per 
cent  of  the  time  taken  to  arrive  at  the  hospital 
is  consumed  by  making  the  decision  to  go.  Ten 
per  cent  of  the  time  is  spent  in  transportation.  The 
older  the  person  is,  the  longer  it  takes  to  decide 
to  go  to  the  hospital.  Women  take  twice  as  long 
as  men.  Deciding  to  go  takes  three  times  longer 
on  weekends  and  generally  longer  when  the  symp- 
toms occurred  during  the  day  as  opposed  to  the 
night. 

There  are  a few  factors  which  correlate  with  a 
more  swift  response  in  seeking  medical  help.  If 
the  patient  acknowledges  that  the  source  of  the 
symptoms  is  his  heart,  he  is  less  apt  to  delay.  We 
found  that  the  presence  of  a second  party  was 
invaluable  in  accelerating  the  speed  of  the  patient's 
response.  Thus,  if  a person  developed  his  chest 
pain  at  work  and  reported  to  a nurse,  the  patient 
was  insured  of  getting  to  the  hospital  swiftly.  Simi- 
larly, if  the  patient  collapsed  on  the  street  and 
the  policeman  was  summoned,  he  would  be  as- 
sured a quick  entrance  to  the  hospital.  As  the 
relationship  of  the  second  party  to  the  patient 
became  more  intimate,  the  influence  of  this  party 
in  helping  the  patient  to  make  the  decision  de- 
creased. For  example,  a good  friend  was  less  ef- 
fective than  a policeman  but  more  effective  than 
a wife.  Of  all  the  second  parties,  the  one  who  had 
the  least  influence  in  getting  the  patient  to  the 
hospital  swiftly  was  the  spouse,  whether  male  or 
female. 

There  are  a number  of  excuses  given  for  the 
delay.  Some  patients  fear  angering  their  doctors 
by  calling  them  at  night.  Others  claim  they  simply 
could  not  believe  they  were  having  a heart  attack. 
Perhaps  the  most  worrisome  rationalization  we 
found,  one  which  must  be  corrected,  is  that  of 
patients  who  felt  that  if  it  were  their  heart,  there 
was  no  sense  in  getting  help  because  survival  would 
mean  being  a cardiac  cripple.  It  therefore  wasn't 


worth  taking  the  effort  to  go  to  the  hospital.  There 
is  an  extensive  mythology  about  coronary  disease 
in  this  country,  and  the  prototype  of  the  cardiac 
patient  is  one  whose  life  is  so  severely  restricted 
he  can  no  longer  function  as  a man.  This  miscon- 
ception must  be  set  right.  One  of  the  avenues 
by  which  the  correction  is  being  made  has  been 
pioneered  by  Dr.  H.  K.  Hellerstein,4- 5 who. 
through  the  use  of  exercise  and  conditioning  pro- 
grams. has  been  a pacesetter  in  coronary  rehabili- 
tation. 

EFFECT  OF  HOSPITAL  ENVIRONMENT 

Xow  I would  like  to  go  onto  the  second  phase 
of  the  psychological  impact,  which  has  to  do  with 
the  impression  made  upon  the  patient  by  the  hos- 
pital. The  majority  of  patients  with  an  infarct 
are  taken  into  the  examining  room  immediately 
upon  presenting  themselves  to  the  desk  clerk  in 
the  emergency  care  area.  In  other  words  they  are 
not  kept  waiting.  There  are  two  principle  sources 
of  stress  we  have  investigated  in  the  emergency 
ward.  The  first  is  being  left  alone,  which  rarely 
occurs,  and  the  second  is  being  given  the  last  rites.6 
Early  in  our  work,  back  in  1967,  we  made  a spe- 
cial study  of  the  effect  of  the  sacrament  of  the 
sick  on  patients  and  observed  a rather  interesting 
although  expected  occurrence.  The  majority  of 
Catholics  who  had  the  sacrament  of  the  sick  ad- 
ministered felt  comforted  by  the  rite,  but  all 
agreed  it  depended  almost  entirely  upon  the  man- 
ner of  the  priest.  If  the  priest  presented  the  ritual 
as  routine,  stating  that  everybody  with  a possible 
heart  attack  receives  it.  and  went  about  his  busi- 
ness in  a calm  and  relaxed  way,  there  was  more 
apt  to  be  comfort  in  the  procedure  than  distress. 
Women  seemed  to  respond  more  positively  than 
men,  private  patients  more  so  than  ward  patients. 
Those  to  whom  religion  was  important  in  pre- 
morbid  life  were  the  best  responders. 

An  example  of  how  last  rites  should  not  be  per- 
formed occurred  with  one  of  our  patients.  He  was 
a 72-year  old  boiler  rocm  worker  admitted  with 
his  first  MI.  As  he  told  it:  "The  priest  comes  in 
and  tells  me,  'I  come  in  a rush,’  he  says.  'They 
just  called  me  up  and  told  me  they  got  you  in  here 
so  I come  to  anoint  you.'  ‘What  do  you  mean,’  I 
says,  'anoint  me?  Anoint  me  for  what?’  He  says. 
'For  death,  of  course,  'cause  we  can’t  be  too  care- 
ful. Anybody  with  a heart  attack  can  shuffle  out 
in  no  time.’  I laughed,  he  was  so  nervous.  We 
joked  about  it  for  a few  minutes  then  went  through 
the  formalities  and  I bid  him  gcodbye.'  ” Both  the 
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patient  and  his  wife  who  had  been  present  agreed 
that  the  priest’s  presentation  could  have  been  im- 
proved. 

MONITORING  AS  A CAUSE  OF  STRESS 

Once  in  the  coronary  unit,  the  principle  sources 
of  psychological  stress  are  three.7  The  first  is  being 
monitored,  the  second  is  witnessing  a cardiac  ar- 
rest, and  the  third  is  undergoing  a cardiac  arrest. 
In  units  with  private  rooms,  of  course,  the  second 
stress,  namely  witnessing  an  arrest,  is  seldom  a 
problem.  Let  us  begin  with  the  first  stress. 

Originally,  when  we  began  to  work  with  cor- 
onary care  unit  (CCU)  patients  back  in  the  late 
1950's  I regarded  being  monitored,  particularly  by 
the  primitive  electrodvne  instruments,  as  a highly 
stressful  experience.  However,  as  our  data  began 
to  come  in,  patient  after  patient  expressed  a strong 
positive  attachment  toward  the  monitor,  and,  in- 
deed, a number  of  them  had  a kind  of  weaning 
response  when  they  were  transferred  out  of  the 
CCU.  It  resembled  the  weaning  reaction  seen  in 
respiratory  patients.  This  surprised  me  until  I 
learned  that  the  chief  nurse  was  introducing  the 
electrodyne  as  a ‘‘mechanical  guardian  angel.”  She 
went  on  to  say  that  “as  long  as  you're  attached 
to  it,  you  couldn't  die  if  you  wanted  to.”  In  a popu- 
lation largely  Irish  Catholic  such  an  invocation 
is  apt  to  be  highly  effective.  However,  in  our  en- 
suing w'ork  with  other  religions  represented,  wTe 
found  that  being  monitored  is  nonstressful;  in  fact, 
many  report  it  to  be  a comforting  experience.  If 
the  machine  is  presented  to  the  patient  in  a rou- 
tine way,  if  its  function  is  explained,  the  artifacts 
on  the  screen  pointed  out,  if  false  alarms  are  an- 
ticipated by  removing  a lead  so  the  patient  knows 
the  alarm  sound,  then  monitoring  holds  little  ter- 
ror. In  our  series  of  well  over  1,000  patients  we 
followed  through  the  CCLT  it  is  rare  to  find  one 
who  objects  to  being  monitored.  Even  when  the 
sound  is  turned  up,  the  bleeping  does  not  seem  to 
bother  patients  nearly  as  much  as  it  does  visitors. 
In  fact  the  equipment  in  the  unit  is  a source  of 
tension  much  more  to  visitors  than  to  the  patient. 

It  is  curious  that  in  viewing  the  patients’  re- 
sponses to  the  instrumentation  of  intensive  care 
such  as  pacemakers,  respirators,  and  monitoring 
systems  we  have  never  heard  anyone  express  the 
fear  of  mechanical  failure.  Whether  this  would  be 
true  in  a less  mechanically  oriented  culture  is  un- 
known, but  Americans  seem  to  be  able  to  put  their 
trust  in  instruments  with  great  ease,  General  [Mo- 
tors not  withstanding. 


WITNESSING  CARDIAC  ARREST 

The  second  source  of  stress  is  witnessing  cardiac 
arrest.  Next  to  suffering  a cardiac  arrest  itself,  wit- 
nessing it  in  another  is  regarded  as  the  most  poten- 
tially shattering  of  all  experiences  in  the  CCU.  To 
avoid,  such  a confrontation,  there  is  a trend  in  the 
design  of  the  newer  coronary  units  to  supplant  the 
open  w’ard  with  a series  of  cubicles  to  insure  visual 
isolation.  Of  those  patients  in  our  series  who  wit- 
nessed a fatal  cardiac  arrest,  about  30  per  cent 
openly  admitted  being  frightened  by  the  sight.  The 
others  claimed  not  to  have  been.  The  initial  re- 
sponse to  watching  the  arrest  was  anger  and  an- 
noyance at  the  patient  affected.  This  seemed  to 
us  a particularly  uncharitable  response,  until  we 
examined  it.  As  you  may  know  from  personal  ex- 
perience, one  of  the  best  ways  to  reduce  anxiety 
or  fear  is  through  anger.  If  the  child  who  is  in- 
timidated and  frightened  by  the  teacher  becomes 
angry  at  him  his  anxiety  generally  decreases  or 
disappears.  I think  the  same  thing  applies  in  the 
coronary  patient  witnessing  an  arrest.  He  can 
utilize  anger  because  he  is  angry  at  being  fright- 
ened, and  the  arresting  patient  is  the  source  of  that 
fright  and  therefore  the  source  of  the  anger. 

After  anger  the  next  response  is  to  be  reassured 
by  the  speed  wdth  which  the  arrest  drill  team  re- 
sponds. Patients  were  also  impressed  by  the  amount 
of  time  spent  on  each  resuscitation.  As  one  patient 
said,  “They  tried  over  and  over  and  over  again 
until  they  finally  woke  her  up.”  A young  man  who 
witnessed  the  vitalization  of  an  elderly  woman  said 
that  he  wasn’t  worried  about  himself  after  seeing 
this  because  he  claimed  “She  was  an  old  lady  and 
if  they  did  that  much  for  her,  think  of  how  much 
longer  they'd  spend  on  me.” 

Although  empathy  for  the  victim  was  expressed 
by  most  patients  witnessing  arrest,  only  a small 
number  identified  with  the  patient.  In  other  words 
they  did  not  see  themselves  in  the  same  position. 

The  response  of  these  patients  to  witnessing  a 
cardiac  arrest  offers  a good  example  of  how  pa- 
tients can  grasp  the  most  comforting  meaning  of 
an  event  while  denying  the  more  threatening  as- 
pects. Even  when  the  patient  who  had  experienced 
arrest  was  of  the  same  age  as  the  witness,  some 
reason  was  always  found  to  differentiate  the  on- 
looker’s condition  from  that  of  the  victim.  If  death 
occurred,  the  staff  quickly  reassured  the  survivor 
that  the  heart  of  the  deceased  was  much  worse 
than  his  own.  Xo  matter  how  obvious  the  excuse, 
most  patients  seemed  to  accept  it  without  ques- 
( Continued  on  next  page) 
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tion  or  reservation.  The  tendency  was  to  extract 
from  the  situation  only  those  elements  that  could 
bolster  denial  and  thus  restrain  fear. 

There  is,  however,  reason  to  believe  that  watch- 
ing an  arrest  is  more  stressful  than  our  data  dis- 
close. There  have  been  reports  by  others  that  there 
is  an  increase  in  anxiety  and  systolic  blood  pres- 
sure in  patients  who  viewed  an  arrest.8  Some  of 
our  nurses  report  that  more  requests  for  tranquil- 
izers and  pain  medication  occur  following  an  ar- 
rest. Another  reason  to  believe  that  watching  an 
arrest  takes  an  emotional  toll  has  to  do  with  room 
selection.  We  asked  all  patients  whether  they  would 
prefer  to  be  in  a single  room  or  a four  bed  ward 
should  they  require  hospitalization  in  the  future. 
All  of  those  in  a four  bed  ward  chose  a four  bed 
ward,  except  those  who  had  witnessed  an  arrest. 
This  unobtrusive  measure  tells  its  own  story. 

SURVIVING  CARDIAC  ARREST 

The  third  source  of  stress  is  survival  of  a cardiac 
arrest.  We  have  interviewed  and  followed  a sizable 
number  of  people  wTho  have  survived  cardiac  arrest. 
The  majority  had  difficulty  remembering  any  of 
the  events.  Some  recall  vaguely  being  thumped  on 
the  chest  and  hearing  voices.  One  woman's 
response  is  typical  of  many.  She  was  unsure 
whether  what  she  reported  had  happened  or  took 
place  in  a dream,  “a  funny  experience  — a hand 
down  my  throat  squeezing  my  heart  — I felt  it 

was  happening but  I didn't  know  if  it  happened 

in  a dream."  The  most  complete  account  was  given 
by  a young  teacher.  He  was  brought  into  the  emer- 
gency ward  by  his  fiancee  after  having  been 
stricken  wTith  severe  chest  pain.  While  being  ex- 
amined in  the  emergency  ward  he  suffered  arrest. 
After  resuscitation  he  recounted  a vivid  dream.  In 
it  he  found  himself  on  a conveyor  belt  heading 
towrard  the  checkout  counter  of  a supermarket.  He 
was  trussed  up  like  a package  of  meat.  As  he  got 
closer  to  the  cashier  he  said  to  himself,  and  then 
aloud,  ‘‘Oh  no,  oh  no  they  don’t.  They're  not  going 
to  check  me  out.”  He  woke  with  a start  after  being 
defibrillated.  Looking  around  and  finding  himself 
surrounded  by  men  in  white  he  said,  “Christ, 
there’s  a lot  of  clerks  in  this  butcher  shop.”  Every- 
body laughed  and  then  his  doctor  explained  what 
had  happened.  If  he  had  not  been  told,  this  man 
would  probably  have  had  no  clear  recollection  of 
the  event’s  significance.  It  may  have  been  remem- 
bered only  as  a bad  dream. 

Some  years  ago  a report  came  out  of  Columbia 
University  describing  the  survivors  of  cardiac  ar- 


rest as  being  similar  to  the  walking  dead.9  The 
term  Lazarus  syndrome  was  used  to  describe  them. 
They  suffered  from  a traumatic  neurosis  which 
gave  them  nightmares,  chronic  anxiety,  and  de- 
pression and  made  them  feel  apart  and  different 
from  their  fellow  men.  As  a matter  of  fact  the 
situation  described  was  so  bad  one  wondered 
whether  it  was  worth  the  time  and  trouble  of  re- 
suscitating arrested  patients.  As  other  studies  have 
come  cut,  these  original  observations  from  Colum- 
bia have  not  been  supported.  Why  this  is  so  we 
don't  know,  but  we  have  a suspicion  that  the  doc- 
tors did  not  tell  the  patients  what  had  happened 
in  any  direct  or  reassuring  way.  They  may  have 
left  the  job  to  the  patient’s  wife.  It  is  certainly 
true  that  many  of  the  wives  as  described  in  that 
group  were  religious  people,  and  some  used  the 
fact  that  their  husbands  had  indeed  died  and  been 
resurrected  as  an  argument  to  get  them  to  change 
their  ways. 

Certainly  in  our  series  and  in  the  patients  de- 
scribed by  Dobson  and  his  colleagues  in  Great 
Britain,10  there  is  no  persistent  traumatic  neurosis. 
There  are  some  nightmares  reported,  but  these 
were  transient.  Interestingly  enough,  the  night- 
aares  are  generally  of  the  patients  being  caught  m 
a fire.  Although  some  patients  do  feel  somewhat 
different  because  they  have  “died”  and  oome  back 
to  life,  they  have  not  used  this  as  a means  of 
separating  them  from  their  fellow  man.  One  pa- 
tient, for  example,  who  had  been  in  the  astronaut 
program,  but  had  been  unable  to  complete  it,  had 
an  MI  and  suffered  arrest.  When  told  what  had 
happened,  he  felt  that  his  experience  was  just  as 
good  as  going  to  the  moon.  Most  individuals  take 
the  arrest  in  stride.  They  do  not  make  more  of  it 
than  should  be  made,  and  their  psychological  ad- 
justment is  in  no  way  impaired  by  their  arrest.  Pos- 
sibly the  main  reason  for  this  is  that  as  evidence 
has  accumulated  it  has  been  found  that  the  arrest 
itself  does  not  change  the  patient’s  prognosis. 

LEAVING  THE  CCU 

The  psychological  stresses  of  the  coronary  care 
unit  are,  in  our  opinion,  overshadowed  by  those 
that  follow.  The  real  stresses  commence  after  the 
patient  leaves  the  unit.  The  transfer  out  of  the 
CCU,  although  regarded  by  a majority  of  people 
as  a graduation,  a demonstration  that  the  heart 
is  well  enough  to  stand  on  its  own,  is  nonetheless 
a period  of  some  hazard.  The  incidence  of  arryth- 
mias,  reinfarction,  extensions  of  infarct,  seem  to 
cluster  around  the  time  the  patient  is  transferred 
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out.  Studies  have  been  carried  out  which  demon- 
strate a rise  in  anxiety  and  also  a rise  in  cate- 
cholamine excretion  on  the  day  of  transfer  out  of 
the  unit.11  This  being  the  case,  the  patient  should 
be  told  beforehand  that  a transfer  is  going  to  take 
place.  It  should  be  anticipated  that  he  will  be  a 
bit  more  anxious,  and  additional  tranquilizers 
should  be  ordered  for  the  first  day  or  two  on  the 
new  ward. 

We  lack  the  time  to  discuss  the  psychological  im- 
pact of  convalescence  and  rehabilitation  in  cardiac 
patients.  This  is  the  area  of  real  challenge,  one 
that  is  just  beginning  to  open  up.  The  major  psy- 
chological problem  is  that  of  depression. 

Much  of  the  depression  suffered  by  the  post- 
coronary patient  centers  around  the  fear  of  not 
being  able  to  resume  work  or  lead  an  active  life. 
Most  patients  have  little  or  no  idea  of  what  they 
will  face  during  convalescence,  and  most  are  dogged 
by  outmoded  stereotypes  which  equate  heart  dis- 
ease with  automatic  and  permanent  invalidism.  Re- 
minding them  that  many  national  and  community 
leaders  have  sustained  heart  attacks  yet  continue 
to  function  normally  points  their  thinking  in  the 
right  direction.  One  should  then  go  on  to  specify 
individuals  known  to  the  patient  who  have  suc- 
cessfully completed  convalescence  and  returned  to 
work.  The  fact  that  Presidents  Lyndon  B.  John- 
son and  Dwight  D.  Eisenhower  sustained  coronary 
occlusions  without  leaving  the  mainstream  of  life 
provides  an  encouraging  framework  for  the  future. 
The  information  that  eight  of  the  runners  who 
completed  a recent  Boston  Marathon  had  previ- 
ously sustained  an  MI  is  heartening  news  for  the 
man  in  the  CCU  who  is  mourning  what  he  regarded 
as  the  loss  of  his  active  life. 

PHYSICAL  CONDITIONING 

Aside  from  correcting  misinformation  and  edu- 
cating the  patient,  the  best  antidote  for  depression 
is,  in  our  opinion,  a program  of  physical  condition- 
ing.12’ 13  Some  hospitals  start  patients  in  such  a 
program  on  the  third  CCU  day.14  Most  reports  to 
date  indicate  that  both  anxiety  and  depression  are 
less  troublesome  when  the  patient  is  actively  en- 
gaged in  physical  conditioning.  These  programs 
give  the  patient  a sense  of  participating  in  his 
riecovery  as  well  as  offering  something  to  fill  long 
stretches  of  vacant  hours.  They  also  restore  confi- 
dence by  demonstrating  that  activity  is  possible. 

Tranquilizers,  particularly  the  benzodiazepine 
group  (chlordiazepoxide,  diazepam,  and  oxazepam) 
are  important  constituents  in  the  management  of 
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anxiety  as  well  as  providing  for  sleep  during  con- 
valescence. The  patient  should  be  told  that  remain- 
ing calm  is  an  important  feature  of  adjusting  to 
a heart  attack.  Tranquilizing  medications  should 
be  accorded  just  as  important  a role  in  treatment 
as  cardiac  drugs.  If  one  wants  to  avoid  using  bar- 
biturates, doubling  the  sedative  dose  of  a benzo- 
diazepine will  often  produce  a night  of  sleep.  The 
phenothiazines  should  not  be  used  for  sedation, 
because  sudden  death  and  conduction  disturbances 
have  been  reported  in  conjunction  with  their  use.15 
Unfortunately  the  tricyclic  antidepressants  cannot 
be  given  safely  in  acute  coronary  disease  because 
of  the  high  incidence  of  cardiac  irregularities,  in- 
cluding sudden  death,  reported  with  their  use.16 
Since  the  monoamine  oxide  (MAO)  inhibitors  can 
cause  fatal  hypertensive  crises  unless  a tyramine 
free  diet  is  adhered  to  rigidly,  they  are  seldom 
used  in  patients  with  cardiovascular  disease. 

Since  we  cannot  depend  upon  drugs  to  control 
the  post-MI  depression,  we  are  left  with  the  use 
of  exercise  or  activity  programs  and  with  the  hope 
and  enlightened  optimism  that  we  can  generate  in 
our  patients.  The  latter,  after  all,  has  been  the 
substance  of  the  doctor-patient  relationship  for  a 
good  many  years;  it  is  more  than  enough  for  sus- 
tenance. 
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Acute  Bone  Marrow  Suppression  Following  One  Day 
Oral  Administration  Of  Methotrexate 


Case  Report  Illustrates  The  Dangers  Of 
Immunosuppressive  Drugs 


By  Michael  G.  Pierik.  M.L). 


Methotrexate  is  a cytoxic  agent  currently  under 
investigation  in  the  therapy  of  conventional  rheu- 
matoid arthritis. 

Its  value  in  psoriatic  arthritis  appears  to  be  es- 
tablished.1 The  rationale  of  such  treatment  appears 
to  lie  in  suppression  of  the  human  immune  mech- 
anism. However,  this  may  lead  to  severe  lifethreat- 
ening  side  effects  which  are  dose  related.  The  grav- 
est of  these  are:  (1)  bone  marrow  suppression  with 
secondary  sepsis:  and.  (2)  gastrointestinal  mucosal 
alterations.  Hence  this  drug  should  be  used  only 
following  failure  of  conventional  therapy  in  pa- 
tients without  demonstrable  abnormalities  of  renal, 
hepatic,  adrenal,  hematologic,  or  immunologic  sys- 
tems. 

CASE  REPORT 

The  following  case  history  illustrates  the  fact 
that  such  reactions  may  occur  with  minimal  dosage 
in  patients  with  no  deficiencies  detectable  in  the 
above  mentioned  systems.  W.H.,  a 52-vear-old 
white  male,  suffered  from  severe,  progressive,  rheu- 
matoid arthritis.  He  resided  in  a rural  part  of 

MICHAEL  G.  PIERIK,  M.D.,  of  Providence, 
Rhode  Island;  Senior  Physician,  St.  Joseph’s  Hos- 
pital, Providence,  R.  I. 


Rhode  Island.  Previous  therapy  of  salicylates,  oral 
and  parenteral  steroids,  and  courses  of  aurothioglu- 
cose  had  failed  to  control  his  disease.  Close  moni- 
toring of  renal,  hematologic,  and  hepatic  systems 
during  gold  salt  therapy  had  disclosed  no  abnor- 
malities. The  current  medication  had  been  limited 
to  salicylates.  The  patient  was  admitted  to  an  out- 
of-state  hospital  to  determine  suitability  for  im- 
munosuppressive therapy.  Clinical  and  laboratory 
evaluation  of  multiple  organ  systems  disclosed  no 
abnormalities.  A liver  biopsy  was  included.  Fol- 
lowing these  studies  the  patient  received  a total 
oral  dose  of  15  mg.  of  methotrexate  over  a one 
day  period  and  was  discharged  four  days  later. 
That  afternoon,  following  discharge,  the  patient 
began  to  experience  gradually  increasing  nausea, 
oral  soreness,  dysphagia,  generalized  weakness,  and 
diarrhea.  His  symptoms  progressed.  Three  days 
later  he  was  seen  by  his  local  physician  and  im- 
mediately hospitalized. 

On  admission,  blood  pressure  was  120/80;  tem- 
perature was  102 °F  (38.5  CC)  orally.  The  pulse 
was  100  and  regular,  but  thready  and  weak.  The 
patient  was  extremely  ill,  dehydrated,  febrile,  pale, 
and  lethargic.  The  lips,  tongue,  oral  mucosa,  and 
oropharynx  showed  ulcerated  lesions,  but  gingival 
surfaces  were  spared.  Swallowing  was  impossible 
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due  to  severe  substernal  pain.  The  heart  was  en- 
larged to  the  left  by  percussion,  with  a triple 
rhythm  and  a Grade  II  apical  systolic  murmur. 
There  were  advanced  rheumatoid  deformities  of  the 
hands,  knees,  wrists  and  ankles,  but  these  joints 
were  not  clinically  inflamed..  Abnormal  laboratory 
findings  included  an  initial  hemogram  showing  a 
hemoglobin  of  7.6  g per  100  ml,  with  a total  leuko- 
cyte count  of  3400.  The  differential  smear  was 
normal  and  showed  adequate  platelets.  An  initial 
urinalysis  showed  3+  bacteria  and  2+  albuminuria, 
but  cultures  proved  sterile.  A smear  of  the 
mouth  lesions  revealed  numerous  pus  cells,  gram 
positive  cocci,  and  fusiform  bacteria.  No  yeast 
cells  were  noted.  Culture  of  these  lesions  grew 
out  Staphylococcus  al'bus,  ooagulase  negative.  A 
stool  culture  revealed  Candida  albicans.  Electro- 
lyte abnormalities  included  a CO2  combining  power 
of  23  meq  liter.  The  blood  urea  nitrogen  was  28 
mg  per  cent.  The  total  protein  was  6.3  g per  cent 
with  an  albumin  fraction  of  2.7  g.  Sternal  aspira- 
tion revealed  a hypercellular  marrow  with  myeloid 
maturation  inhibition.  A chest  x-ray  film  revealed 
early  pneumonic  infiltration  in  the  right  lower 
lobe.  An  electrocardiogram  showed  sinus  tachy- 
cardia with  non-specific  T-wave  changes  across 
the  precordium.  Normal  studies  included  Coombs 
test  (direct  and  indirect);  SOOT,  SGPT;  alka- 
line phosphatase;  thymol  turbidity;  bleeding,  clot- 
ting, and  prothrombin  times;  serum  iron;  vitamin 
A and  C levels;  T3  and  Ti;  and  repeated 
brood  cultures.  Adrenal  challenge  by  intramuscular 
adrenocorticotrophin  showed  a normal  rise  in  17- 
ketosteroids  and  1 7-hvdroxycorticosteroids.  Serial 
hemograms  showed  a progressive  fall  of  the  leuko- 
cyte count  to  a low  of  840  by  the  eighth  hospital 
day  with  reduction  in  platelets  to  18,000  per  cmm. 
The  hemog'obin  remained  at  a level  of  7.5  to  8 gm 
Following  therapy  there  was  gradual  improvement 
in  the  hemograms.  At  discharge  on  the  16th  hos- 
pital day,  the  hemoglobin  was  9.7  gm  and  the  leuko- 
cyte count  was  7600  with  a normal  differential. 
The  platelet  count  was  243,000  per  cu.mm. 

Treatment  included  parenteral  fluids  and  vita- 
min replacement,  intramuscular  penicillin,  repeated 
whole  blood  transfusions,  immune  gammaglobulin, 
leucovorin,  intermittent  corticotrophin  administra- 
tion, and  general  supportive  measures  with  reverse 
barrier  precautions.  There  was  a gratifying  gradual 
improvement  of  gastrointestinal  symptoms  and  ul- 
cerations coincident  with  return  of  the  hemogram 
to  normal.  The  arthritis  remained  in  excellent  re- 
mission throughout  this  period.  Follow-up  exam- 


ination one  month  after  discharge  disclosed  no 
clinical  or  laboratory  abnormalities  of  the  gastro- 
intestinal, hepatic,  renal,  or  hematologic  systems. 

SUMMARY 

This  case  report  demonstrates  severe  toxic 
changes  in  two  major  organ  systems  following  an 
initial  one  day  oral  dose  of  15  mg  of  methotrexate. 
The  acute  onset  of  symptoms  prevented  recognition 
of  rapidly  developing  toxicity.  It  is  not  clear  wheth- 
er this  represents  a true  idiosyncrasy  to  the  drug  or 
whether  minimal  undetectable  renal  or  hepatic 
disease  was  present.  The  unfortunate  delay  in 
treatment  emphasizes  the  necessity  of  added  cri- 
teria in  patient  selection.  These  are:  First,  careful 
screening  as  to  reliability  for  follow-up  evaluation ; 
second,  actual  physical  availability  for  immediate 
examination  at  first  signs  of  toxicity.  This  latter 
may  be  difficult  to  ensure  for  severely  debilitated 
patients  living  in  remote  or  rural  areas. 
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Providence  Medical  Association 
Conference  on 

HMOs 

The  Health  Maintenance  Organization  Act 
of  1973  provides  for  an  alternative  to  existing 
health  care  systems.  The  law  authorizes  over 
$375  million  to  be  spent  over  a five  year 
period  to  encourage  the  organization  and  im- 
plementation of  HMOs. 

WHAT  WILL  BE  THE  IMPACT  OF  THE  HMO  LAW 
ON  RHODE  ISLAND? 

WHAT  IS  AN  HMO? 

HOW  COMPREHENSIVE  MUST  AN  HMO  BE? 

For  answers  to  these  questions  and  others, 
plan  to  attend  an  HMO  Conference,  sponsored 
by  the  Providence  Medical  Association  on 
Wednesday,  October  30,  1974  at  7:30  p.m.  at 
the  Rhode  Island  Medical  Society  Auditorium, 
106  Francis  Street,  Providence. 

Panelists  will  include  representatives  from 
HEW  in  Washington,  D.C.,  Blue  Shield,  and 
another  insurance  company  involved  in  HMOs. 


August,  1974 
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Ljfe  Should  Be  Safeguarded  And  Pro- 
moted At  All  Levels  No  Matter  What  Its 
Condition 


By  Rev.  Joseph  L.  Lennon,  O.P. 


Case  1.  A baby  was  admitted  to  the  hospital 
on  the  first  day  of  life  because  of  multiple  con- 
genital anomalies.  On  examination  the  baby  was 
found  to  have  no  opening  for  either  the  anus  or 
vagina.  There  was  bilateral  absent  radii  with  short 
(“flipper”)  arms  bilaterally.  There  was  a loud 
murmur.  The  child  had  severe  congenital  heart  dis- 
ease, most  probably  irremediable  (single  ventricle). 
After  consultation  with  the  father  it  was  elected 
to  perform  no  surgery.  The  infant  died  22  hours 
later. 

Case  2.  One  aged  patient  in  Boston,  crippled 
by  arthritis,  deaf  and  having  lost  his  sense  of  taste, 
prayed  to  die.  He  had  dropsy  resulting  from  heart 
and  kidney  failure.  He  had  been  snatched  from 
death  repeatedly.  He  dreaded  the  large  needles  used 
for  his  daily  injections  of  iron  and  was  weary  of 
being  scolded  for  failing  to  take  all  the  17  tablets 
per  day  prescribed  for  him. 

REV.  JOSEPH  L.  LENNON,  O.P.,  Vice  President 
for  Community  Affairs,  Providence  College,  Provi- 
dence, Rhode  Island. 

Presented  as  part  of  a panel  discussion  on  “Medical 
Dilemmas”  at  a Tufts  University  Medical  School 
Alumni  weekend  in  Newport,  Rhode  Island,  April 
27,  1974. 


These  cases  illustrate  a vexing  dilemma  con- 
fronting modern  medicine:  should  lives  of  retarded 
infants  or  those  with  multiple  birth  defects  be 
prolonged  — ■ at  a great  cost  in  manpower,  money, 
and  anguish  — especially  if  the  life  that  is  pre- 
served will  almost  certainly  be  one  of  pain  or 
merely  vegetable-like  existence?  Should  we  pro- 
long the  lingering  death  of  the  elderly  or  continue 
to  sustain  their  flickering  life  (a  process  which 
has  come  to  be  known  as  “medicated  survival”) 
by  wonder  drugs,  machine  resuscitation,  surgery, 
or  other  methods  used  to  prolong  the  process  of 
dying? 

This  dilemma  of  who  should  live  or  how  long 
should  we  sustain  the  life  of  the  dying  was  tele- 
vised to  the  American  public  last  January  when 
the  ABC  television  network  presented  a program 
titled,  “News  Closeup:  The  Right  to  Die.”  Two 
extremes  was  voiced:  one  was  represented  by  a 
physician  wrho  insisted  that  everything  possible 
must  be  done  to  sustain  even  minimal  life;  the 
other  extreme  was  defended  by  a woman  who  ex- 
plained how  she  helped  her  husband  cut  his  wrists 
when  his  terminal  cancer  was  worsened.  A middle 
position  was  also  proposed  when  a physician  said: 
“The  closest  rule-of-thumb  we  have  is  something 
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expressed  by  Pope  Pius  XII  to  the  effect  that  it 
was  not  obligatory  to  use  extraordinary  means  to 
keep  a hopeless  patient  alive.”  In  attempting  to 
resolve  these  dilemmas  it  may  be  helpful  to  ex- 
pose briefly  the  traditional  ethical  teaching  re- 
garding life. 

THE  RIGHT  TO  LIFE 

The  right  to  life  is  the  most  fundamental  among 
man’s  rights,  for  there  can  be  no  further  rights 
or  duties  unless  man  first  exists,  unless  he  is  and 
moves,  and  has  being.  From  the  very  nature  of 
man  and  from  his  status  as  a creature,  it  follows 
that  the  right  to  life  is  an  inalienable  right,  that 
it  is  also  a duty,  that  life  is  a gift  with  definite  re- 
strictions or  responsibilities  attached. 

Though  God  by  the  natural  law  [gives  rights  to 
man,  there  are  some  rights  God  cannot  give,  for 
by  their  very  nature  they  are  exclusively  God’s. 
One  of  these  is  the  direct  dominion  (sovereignty, 
ownership,  proprietorship)  over  the  human  per- 
son, the  compound  of  body  and  soul.  What  God 
gives  to  man  is  an  indirect  dominion  of  his  person 
(of  use  and  stewardship),  but  no  direct  dominion, 
no  right  for  a human  to  destroy  his  person.  This 
direct  dominion  is  so  exclusively  God’s  that  if  he 
were  to  give  it  away,  he  would  abdicate  his  position 
as  supreme  ruler  of  the  universe.  In  short,  God 
cannot  give  complete  authority  over  human  life 
to  a creature  without  ceasing  to  be  God. 

Therefore,  man  is  obliged  to  live  out  his  life 
to  the  end  of  its  natural  span.  In  a very  real  sense, 
God  owns  both  man  and  his  works  and  has  a right 
to  both.  The  actual  performance  of  these  works 
God  has  put  under  man’s  stewardship,  to  be  guided 
by  man’s  free  will,  but  the  final  approval  of  these 
works  in  quantity  and  quality  rests  with  God  alone. 

The  right  to  life  is  a non-renounceable  right,  not 
only  in  the  sense  that  no  one  may  lawfully  take 
it  away  from  a person,  but  also  even  the  person 
himself  may  not  give  it  u,p.  Those  who  argue  for 
suicide  (the  taking  of  one’s  own  life)  or  for  mercy 
killing  (the  giving  of  an  easy  painless  death  for 
one  suffering  from  an  incurable  or  agonizing  ail- 
ment) or  infanticide  (the  killing  of  an  infant  who 
is  severely  deformed)  do  so  on  the  plea  that  “no 
injury  is  done  to  one  who  is  willing”  or  who  would 
be  willing  if  he  knew  what  a painful,  deformed, 
or  vegetable  kind  of  life  he  would  have  to  live. 

This  kind  of  reasoning,  however,  takes  no  ac- 
count of  God’s  rights  or  of  man’s  last  end  or  of 
the  value  of  patience  in  acquiring  merits  for  the 
next  life.  It  is  a practical  denial  of  God’s  provi- 


dence and  the  fact  that  God  cannot  allow  a person 
to  be  tried  beyond  his  strength.  It  appeals  to  senti- 
ment and  is  based  on  the  untenable  principle  that 
“the  end  justifies  the  means”  — the  end  being 
the  relieving  of  suffering,  the  means  being  the  di- 
rect killing  of  the  individual.  “Hard  cases  do  not 
make  good  law,”  but  it  is  not  unusual  for  those 
moved  by  a mistaken  humanitarianism  to  cite 
cases  of  misery,  anguish,  pain  and  suffering  which 
would  be  relieved  by  the  injection  of  air  in  the 
vein  or  by  a fatal  overdose  of  drugs. 

OBLIGATION  TO  SUSTAIN  LIFE 

Just  as  a person  cannot  directly  take  life,  so 
also  he  is  obliged  to  sustain  life  by  reasonable 
care.  This  does  not  mean  he  should  become  a 
health  fanatic,  but  he  must  use  the  ordinary  means 
of  keeping  healthy.  By  “ordinary  means”  I refer 
to  proper  food,  clothing,  and  shelter;  due  modera- 
ton  in  work  and  exercise:  the  avoidance  of  foolish 
risks  and  dangers;  taking  the  usual  remedies  in 
sickness;  seeking  and  following  medical  advice 
when  necessary. 

Man,  however,  is  not  obliged  to  preserve  life 
and  health  by  extraordinary  means,  for  no  one  is 
obliged  to  do  what  is  practically  impossible  or 
disproportionately  difficult.  A man  in  moderate 
circumstances  is  not  obliged  to  undergo  a serious 
and  oostly  operation,  to  break  up  his  home  and 
move  to  another  climate,  or  to  adopt  some  regimen 
that  would  prevent  him  from  earning  a living  and 
make  him  a burden  to  others.  Health  must  be  pre- 
served, but  not  at  all  costs.  Whether  a means  is 
extraordinary  or  not  must  be  judged,  not  abso- 
lutely, but  relatively  to  the  person.  A form  of  life 
tolerable  to  one  man  would  be  quite  unbearable  to 
another.  Hence  a person’s  subjective  attitude  must 
be  considered  here  as  well  as  his  social  and  finan- 
cial condition. 

Doctors  must  go  to  all  reasonable  lengths  to 
keep  a man  alive,  if  there  is  hope.  But  the  distinc- 
tion between  ordinary  and  extraordinary  means  is 
measured  humanly  rather  than  scientifically.  A 
treatment  may  be  common  medical  practice  or 
involve  standard  hospital  equipment,  yet  for  this 
particular  person  the  cure  may  be  worse  than  the 
disease.  Unless  the  patient  or  his  family  want  it, 
there  is  no  point  in  prolonging  life  regardless  of 
trouble  and  expense  for  a few  more  days  of  tor- 
ment or  coma.  Doctors  have  legal  and  professional 
responsibilities  to  consider,  but  neither  doctor  nor 
patient  has  a moral  obligation  to  go  beyond  ordi- 
( Continued  on  next  page) 
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nary  care,  especially  in  terminal  cases.  It  is  often 
better  to  let  nature  take  its  course  so  that  the 
patient  can  die  in  peace. 

PASSIVE  EUTHANASIA 

‘‘To  let  nature  take  its  course’'  in  treating  a 
terminally  ill  patient  is  commonly  called  “passive 
euthanasia”.  To  administer  a fatal  dose  of  some 
normally  beneficent  drug  would  be  to  commit  “ac- 
tive euthanasia”.  In  virtually  all  western  coun- 
tries, that  act  is  still  legally  considered  homicide 
(though  juries  rarely  convict  in  such  cases). 

Withholding  surgery,  cutting  off  the  machines 
— • or  avoiding  their  use  at  all  — is  indeed  passive 
euthanasia.  It  is  an  ethical  decision  — not  murder 
or  any  other  crime  in  any  legal  oode.  This  is  tradi- 
tional moral  teaching.  On  several  occasions  Pius 
XII  enunciated  the  principle  that  life  need  not  be 
prolonged  by  extraordinary  means.  But  Pius  in- 
sisted, as  have  most  other  moralists,  that  life  must 
be  maintained  if  it  is  possible  to  do  so  — by  or- 
dinary means  — that  is,  feeding,  usual  drug  treat- 
ment, care,  and  shelter. 

The  question  in  passive  euthanasia  is:  “Who 
decides  to  refuse  surgery  or  call  off  more  surgery"? 
When  do  you  cease  to  give  or  increase  drug  dos- 
age? Who  pulls  the  plug  or  turns  off  the  machine 
and  when?  The  patient  himself?  His  family?  The 
physician?  Does  the  doctor  have  to  make  the  de- 
cision alone?  One  American  Medical  Association 
administrator  asserts  that  doctors  should  have  help 
in  formulating  a general  policy.  He  proposes  a 
commission  of  laymen,  clergy",  lawyers,  and  physi- 
cians. 

This  desire  to  share  the  responsibility  is  reason- 
able, but  it  is  unlikely  that  any  commission  could 
write  guidelines  to  cover  adequately"  all  situations. 
In  individual  cases,  of  course,  doctors  consult  the 
patient  or  his  relatives.  But  the  patient  may  be 
comatose,  and  the  family  is  most  likely  to  be 
heavily  influenced  by  the  physician’s  prognosis. 
More  often  than  not,  it  must  be  a lonely  decision 
made  by  one  or  two  doctors. 

In  coming  to  this  decision,  conscientious  physi- 
cians may  not  even  be  certain  when  they  have 
resorted  to  active  or  passive  euthanasia.  With  the 
growth  of  medical  technology  and  the  increasing 
use  of  extraordinary  measures,  the  occasions  for 
passive  euthanasia  are  becoming  more  frequent. 
The  question  of  whether  terminal  suffering  can  be 
shortened  by  active  or  passive  means  is  often 
highly  technical  — depending  on  the  type  of  ail- 
ment. 


PRINCIPLE  OF  DOUBLE  EFFECT 

In  seeking  to  unravel  the  moral  complexities  of 
human  decision  and  for  cases  where  the  line  is  un- 
clear between  ordinary  and  extraordinary  means, 
traditional  ethics  employe  what  is  known  as  the 
“principle  of  double  effect”.  This  principle  may 
be  stated  in  this  fashion:  One  may  never  directly 
intend  to  do  what  is  inherently  evil,  but  one  may, 
for  a proportionate  reason,  perform  an  act  having 
evil  consequences  which  are  not  directly  desired. 
Applying  this  principle,  it  is  possible,  for  example, 
for  a physician  to  administer  sedating  drugs  to  a 
terminally  sick  patient  which,  although  they7  will 
alleviate  the  pain,  also  will  as  a consequence 
shorten  the  patient’s  life  expectancy.  The  effect 
of  hastened  death  is  foreseen  by  those  administer- 
ing the  drug,  but  it  is  not  the  reason  the  drug  is 
administered.  Hastened  death  is  an  evil  that  is 
tolerated,  not  directly  intended,  for  the  patient 
is  not  aided  because  his  life  is  shortened,  but  be- 
cause the  drug  tranquilizes  his  pain.  Earlier  death 
is  a consequence  of  this  act;  it  is  not  a means  to- 
ward achieving  it. 

This  simple  example  of  a highly  nuanced  prin- 
ciple (for  the  good  accomplished  must  always  bear 
some  reasonable  proportion  to  the  evil  which  is 
tolerated)  illustrates  what  moralists  have  com- 
monly referred  to  as  “indirect  killing”.  Administra- 
tion of  the  same  kind  of  drug  in  a perhaps  signifi- 
cantly larger  dosage  with  the  intention  of  putting 
the  patient  into  a coma  from  which  he  foreseeably 
will  be  unable  to  emerge,  would  exemplify  what  is 
meant  by  the  term  “direct  killing”.  This  act  does 
not,  of  course,  preclude  feelings  of  genuine  com- 
passion and  empathy  for  the  sufferer;  but  it  dif- 
fers from  the  instance  of  “indirect  killing”  in  that 
the  intent  itself  of  administering  the  drug  is  to 
terminate  the  life  of  the  patient,  and  such  termina- 
tion is  the  means  by7  which  the  patient  will  be  re- 
lieved of  his  suffering. 

The  moral  distinctions  involved  in  the  applica- 
tion of  the  principle  of  the  double  effect  are  not 
mere  word-games.  The  distinction  between  direct 
and  indirect  killing  is  important  because  otherwise 
you  are  left  with  the  bizarre  conclusion  that  what 
you  do  matters  little  at  all,  provided  you  do  it 
with  a sincere,  compassionate  heart  and  judge 
that  favorable  effects  will  result  from  your  action. 
In  traditional  ethics  it  is  not  the  motive  alone 
which  determines  the  morality  of  an  act.  Other- 
wise the  task  of  moral  evaluation  would  be  left 
to  the  conscience  of  each  individual.  Personal  con- 
science itself  would  become  the  norm  of  morality 
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In  the  traditional  view  some  acts  are  good  and 
evil  of  themselves.  Life,  for  instance,  is  so  precious 
and  valuable  that  in  the  words  of  Pius  XII  “there 
is  no  man,  no  human  authority,  no  science,  no  in- 
dication — whether  medical,  eugenic,  social,  eco- 
nomic or  moral  — that  can  show  or  give  a valid, 
juridical  title  for  a deliberate  or  direct  disposing 
of  an  innocent  human  life”. 

RIGHT  TO  LIFE 

Nor  can  one  redefine  life  itself  in  order  to  bring 
about  a change  in  the  value  that  one  places  on  life. 
Perhaps  we  all  have  a tendency  to  assign  varying 
degrees  of  humanness  to  other  human  beings.  We 
assign  a scaled  degree  of  humanness  to  those  who 
are  most  like  us  — like  us  in  race,  color,  creed, 
wholeness  of  body,  age,  social  status,  or  whatever 
else  is  convenient.  We  assign  non-humanity  or 
sub-humanity  to  others. 

Joseph  Fletcher  who  teaches  medical  ethics  at 
the  University  of  Virginia  Medical  School  redefines 
life  in  terms  of  what  he  calls  “humanhood  or  per- 
sonhood”  — a state  that  includes  self-awareness, 
an  ability  to  operate  physically  and  psychologically 
as  a full  human  being,  a sense  of  futurity.  You  are 
not  a human  being  or  a person  by  reason  of  having 
human  life;  you  become  a person.  In  effect,  if  you 
are  unable  to  “produce”  as  a person,  you  no  longer 
have  the  right  to  be  considered  one!  The  terminally 
ill,  the  severely  deformed  infant,  the  psychologi- 
cally incompetent,  the  senile,  thereby  lose  their 
human  accreditation  card!  Fletcher  sees  no  impro- 
priety in  actively  terminating  the  lives  of  such 
unfortunates,  since  he  has  defined  them  as  “non- 
humans”. Active  euthanasia  is  justified  according 
to  arbitrary  criteria  for  classifying  human  life.  The 
grades  of  humanness  may  vary:  Some  unfortunates 
may  be  “incapable  of  meaningful  life”;  they  may 
be  of  less  value  than  others  because  of  intelligence 
(say,  an  I.Q.  of  70) ; they  may  not  merit  life  in- 
asmuch as  they  fail  to  measure  up  to  standards 
of  “social  worthiness  or  acceptance”;  they  may 
not  make  the  grade  as  human  beings  insofar  as 
they  are  unloved,  unwelcomed  by  society,  a ward 
of  the  state,  an  expense  to  the  taxpayers,  rejected 
and  unwanted  because  they  are  a heavy  financial 
burden  to  their  families  or  the  state;  or  they  may 
not  qualify  as  persons  because  they  are  “unable 
to  fend  or  take  care  of  themselves”;  or  simply 
because  they  do  not  fit  the  definition  of  “persons 
in  the  whole  sense”  (words  used  by  the  Supreme 


Court  in  defining  human  beings  who  are  protected 
by  the  Constitution). 

V hat  is  central  to  this  whole  question  is  the 
equal  allocation  of  a right  to  life  to  every  human 
being  — • the  deformed  infant,  the  physically  weak 
and  senile,  the  retarded  in  intelligence,  or  those 
unable  to  care  for  themselves.  If  parents  or  phy- 
sicians deny  consent  for  life-saving  surgery  to  a 
deformed  child  while  a court  commands  life-saving 
surgery  or  a blood  transfusion  even  though  parents 
do  not  consent,  there  is  an  apparent  discrepancy 
here  — a double  standard  affecting  the  fate  of 
two  human  beings  who  cannot  participate  in  the 
decision. 

CONCLUSION 

In  closing,  I wish  to  state  that  I believe  life 
should  be  safeguarded  and  promoted  at  all  levels 
no  matter  what  its  condition.  Therefore,  the  direct 
taking  of  innocent  life  under  any  conditions  is 
unjust.  If  we  defend  human  life,  we  must  defend 
it  under  all  circumstances,  whether  in  a ghetto, 
among  the  starving  peoples  of  Africa,  where  war 
victims  are  concerned,  in  oases  of  the  deformed 
and  retarded,  or  in  a mother’s  womb.  If  you  at- 
tack innocent  human  life  at  any  point  from  its 
conception  to  its  natural  demise,  there  is  abso- 
lutely no  moral  or  philosophical  reason  why  it  can- 
not be  attacked  all  along  the  developmental  curve. 
So  far  as  I know,  no  one  yet  has  refuted  this  state- 
ment, and  this  alone  should  provide  reason  to 
pause  and  reflect  on  the  consequences  of  actions 
involving  the  direct  killing  of  innocent  life. 

Indeed,  the  chief  duty  of  a nation  is  to  protect 
human  life  in  all  forms.  That  is  why  the  Declara- 
tion of  Independence  states  “life”  first  and  then 
adds  “liberty  and  pursuit  of  happiness”.  When 
any  human  life  is  devalued  and  imperiled,  all 
human  life  is  placed  in  danger.  Frankly,  I do  not 
want  any  individual  or  group  or  state  tinkering 
with  human  life,  deciding,  God-like,  who  will  live 
and  who  will  die. 


WANTED!!! 

Copies  of  the  MAY,  1974  issue  of  our  Rhode 
Island  Medical  Journal.  If  you  are  not  planning 
to  keep  your  copy,  please  return  it  to  the  Library. 


August,  1974 


337 


Editorials 


MEDICAL  EXAMINER 


The  recently  announced  appointment  of  Doctor 
William  Q.  Sturner  as  Chief  State  Medical  Exam- 
iner for  Rhode  Island  is  welcome  news.  He  fills  a 
post  which  has  been  unoccupied  for  too  long.  Doc- 
tor Sturner  has  most  recently  been  Medical  Exam- 
iner of  Dallas  County  in  Texas,  a member  of  the 
pathology  faculty  of  the  University  of  Texas 
Southwestern  Medical  School,  and  a consultant  at 
the  local  Veterans  Administration  Hospital. 

A native  of  Granite  Falls,  Minnesota,  he  is  a 
graduate  of  the  College  of  St.  Thomas  in  St.  Paul 
and  of  St.  Louis  Medical  School  in  1959.  He  also 
received  a diploma  in  medical  jurisprudence  from 
the  London  Society  of  Apothecaries  in  1970.  He 
was  a Fulbright  Scholar  in  forensic  pathology  at 
the  University  of  London  in  1962-63  and  a fellow 
in  legal  medicine  and  toxicology  at  the  University 
of  Kentucky  in  1963-64.  Doctor  Sturner  was  an 
associate  medical  examiner  in  New  York  City, 
long  the  bailiwick  of  the  distinguished  Milton  Hel- 
pern,  in  1964-66  and  on  the  forensic  medicine  fac- 
ulty of  New  York  LTniversitv  until  1967.  From 


then  until  he  moved  to  Dallas  in  1969  he  was 
assistant  director  of  pathology  at  the  Cook  County, 
Illinois  coroners  laboratory  in  Chicago  and  on  the 
pathology  faculty  of  the  University  of  Chicago 
School  of  Medicine.  He  also  lectured  at  the  Uni- 
versity of  Illinois.  He  is  certified  by  the  American 
Board  of  Pathologists  as  an  anatomical  patholo- 
gist. 

After  a long  hiatus  Rhode  Island  is  indeed  for- 
tunate to  have  attracted  to  the  post  of  chief  state 
medical  examiner  a man  of  such  impressive  creden- 
tials. Although  the  matter  has  not  been  mentioned 
publicly,  it  would  seem  that  his  considerable  aca- 
demic experience  in  his  specialty  would  suggest  a 
faculty  position  for  him  in  the  Brown  University 
Medical  School,  which,  to  our  knowledge,  has  not 
hitherto  had  substantial  resources  in  this  important 
discipline. 

We  cordially  welcome  Doctor  Sturner  to  Rhode 
Island  and  wish  him  a long,  congenial,  and  suc- 
cessful career  in  our  state. 


ROOTS  IN  THE  PAST 


The  charter  members  of  the  organization  and 
that  dedicated,  attic-combing  acquisitor,  Doctor 
George  Dallas  Hersey,  have  left  the  Society  a fine 
heritage  of  historical  (and  often,  rare)  volumes. 
Bequests  and  gifts  have  added  to  the  collection. 
The  care,  cataloguing,  and  housing  of  this  mate- 
iial  is  expensive  in  both  time  and  money,  but  to 
those  to  whom  history  is  important  the  books  are 
worth  the  cost.  Doctor  Charles  H.  Bradford  has 
stated  the  history  buff’s  position  on  this  matter 
so  well  that  we  are  borrowing  his  w'ords: 

“ ...  we  can  meet  on  our  shelves  almost  every 
significant  ‘headline  book’  in  the  history  of  medi- 
cine. Are  they  all  w!orth  meeting?  Some  of  our 
critics  feel  that  we  have  overemphasized  what  they 
call  ‘dead  material’. 

‘‘The  answer  lies  in  a deeper  appreciation  of 
ihe  true  essence  of  medical  knowledge.  This  must 
never  be  regarded  as  reaching  a fixed  or  definitive 
status.  From  its  earliest  beginnings  medicine  has 
represented  a progressive,  ever-continuing,  age- 
long experiment.  Historical  volumes  show  us  the 
earlier  chapters  on  this  experiment,  often  with  a 
forgotten  viewpoint  that  may  add  depth  or  per- 
spective to  our  current  understanding  . . . 


“The  experiment  still  goes  on,  and  soon  the 
latest  discoveries  of  modern  research  will  be 
stacked  away  on  the  shelves  of  ‘dead  material”. 
Stacked  away,  but  not  lost,  for  who  knows  in  the 
years  to  come  what  later  researcher  may  need  to 
use  the  same  idea  or  the  same  technique  that  to- 
day’s investigator  has  recorded? 

■ In  this  sense,  medical  knowledge  is  like  the 
beam  of  a searchlight,  reaching  out  from  the  dark- 
ness of  former  centuries,  illuminating  all  that  we 
have  learned  today,  and  sweeping  on  into  the  dark- 
ness of  the  future.”  1 

Our  collection  is,  of  course,  much  more  modest 
than  that  of  the  Countway  Library,  but  we  have 
many  of  the  "headline  books”  of  the  past.  We’re 
happy  to  report  that  some  of  them  are  showing 
definite  signs  of  life.  Teachers  in  the  Brown  Medi- 
cal School  and  the  research  departments  of  our 
hospitals  are  sending  students  and  new  physicians 
back  to  "firsts,”  to  reports  in  early  medical  jour- 
nals. and  to  classic  descriptions  of  disease.  We  can 
provide  Morgagni  in  either  Latin  or  English! 

Helen  E.  DeJong,  Librarian 
Rhode  Island  Medical  Library 
’Bradford  CH:  Re-introduction  to  the  Countway 

Viewsletter  1:617,  May  74. 
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MAN  AND  HIS  ENVIRONMENT 


Much  has  been  written  about  man’s  degrading 
impact  upon  his  environment.  In  this  Age  of 
Ecology  little  attention  has  been  given  to  the  ways 
in  which  man  may  have  enhanced  his  surround- 
ings. Rene  Jules  Dubos,  famed  microbiolo- 
gist and  philosopher  of  the  Rockefeller  Institute, 
believes  that  man  has  increased  the  natural  splen- 
dor of  the  earth  by  “adding  human  order  and 
fantasy”.  He  gives  as  an  example  his  native  French 
province,  the  Ile-de-France,  the  area  around  Paris. 
This  was,  as  he  describes  it.  a rather  undistin- 
guished part  of  the  world,  with  low  hills  and  muddy 
rivers,  and,  before  the  advent  of  man,  covered  by 
trees  and  marshes.  "Today,”  he  adds,  “it’s  a 
charming  part  of  the  world.  I think  everybody 
likes  it  — because  the  slopes  are  now  covered  with 
meadows  and  crops,  there  are  churches  on  top 
of  the  hills,  the  banks  of  the  rivers  have  become 
bucolic  places  where  people  sing.”  Man  has  created 
from  pedestrian  nature  a highly  diversified  land- 
scape both  from  the  economic  and  aesthetic  points 
of  view. 

For  10,000  years  man  has  been  transforming  his 
environment.  Many  people  have  the  misconception 
that  the  cohorts  of  the  Judaeo-Christian  tradition 
have  been  the  greatest  agents  of  destruction.  But 
Dubos  points  out  that  the  most  destruction  may 
have  been  in  the  Yellow  River  Valley  of  China 
where  the  slopes  were  deforested  thousands  of 
years  ago. 

While  man’s  influence  in  the  Mediterranean  area, 
which  he  considers  another  good  example  of  en- 
hancement, has  been  to  some  extent  destructive, 
it  has,  at  the  same  time,  added  tremendous  charm 
and  beauty  to  the  landscape  of  such  countries  as 
Greece  and  Italy. 

Modern  industrial  and  agricultural  pollution 
has  been  a serious  problem.  But  nature  will  re- 
cuperate if  given  half  a chance.  The  Willamette 
River  in  Oregon  and  Washington  Lake  in  Seattle 
are  examples  of  restoration  once  serious  pollution 
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has  been  stopped.  It  is  said  that  the  scandalously 
abused  Lake  Erie,  believed  to  have  been  hope- 
lessly ruined,  is  showing  signs  of  regeneration. 
Dubos  believes  that  the  natural  process  quite  gen- 
erally can  adjust  to  such  situations  if  given  a 
chance. 

Interestingly,  he  uses  Rhode  Island  as  an  ex- 
ample of  how  much  reforestation  has  occurred  on 
the  East  Coast  of  the  United  States.  The  State 
of  Rhode  Island,  where  a study  was  made  in  1776, 
was  only  25  per  cent  forested.  All  of  the  remain- 
ing land  was  cleared.  Now  more  than  70  per  cent 
of  the  state’s  land  is  forested.  Along  the  East 
Coast  there's  more  wooded  land  than  existed  200 
years  ago. 

Dubos  points  out  that  there  has  always  been 
a symbiotic  relationship  between  man  and  nature, 
rnd  believes  that  it  is  beneficial  to  both.  It  ac- 
counts for  the  immense  di\ersity  of  places  and 
people.  It  will  continue  The  recent  “cult  of  the 
wilderness”  is  really  a psychological  need  to  ex- 
perience “the  thunderous  silence  of  deep  canyons, 
the  solitude  of  high  mountains,  the  luminosity  of 
the  desert.”  While  it  appears  to  be  a search  for 
something  that  transcends  us,  it  nevertheless  pre- 
sents a paradox.  It  cannot  be  the  only  goal  of 
man. 

Dubos,  long  an  ecologist  by  instinct  and  train- 
ing, dots  not  see  eye  to  eye  with  those  recent 
fanatics  who  want  to  stand  in  the  way  of  all  prog- 
ress. Man  must  live  with  his  environment  and  will 
inevitably  affect  it.  That  he  can  both  beautify  it 
and  desecrate  it  is  an  historic  fact.  There  is  no 
argument  with  the  thesis  that  man’s  environment 
should  be  protected  from  wanton  destruction,  but 
to  block  reasonable  progress  and  the  meeting  of 
human  needs,  with  the  goal  of  preserving  a non- 
existent untouched  Eden,  is  self-defeating. 

Let  us  take  heart  from  the  assurances  of  Dubos 
that  man  has  in  a myriad  of  ways  beautified  his 
environment  and  can  and  will  continue  to  do  so. 


EDITOR’S 

To  the  Editor: 

With  reference  to  the  following  insert  in  the 
June  ’74  issue  of  the  Rhode  Island  Medical 
Journal: 

Women's  Lib 

When  a woman  inclines  to  learning,  there  is 

t « 


MAILBOX 

usually  something  wrong  with  her  sexual  ap- 
paratus. 

. . . Nietzsche 

When  a woman  inclines  to  Nietzsche’s  teach- 
ings, there  is  definitely  something  wrong  writh  her 
learning  apparatus. 

. . . Temple  (Elizabeth)  Mrs.  Francis  E. 
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Book  Reviews 


ESS  A VS  ON  LONGEVITY  by  Samuel  Kahn.  New 

York,  Philosophical  Library.  1974.  $10-00. 

Doctor  Kahn  is  an  author,  educator,  and  psy- 
choanalyst. His  approach  to  the  subject  is  philo- 
sophical rather  than  clinical.  Here  are  some  of  his 
observations:  “Longevity,  geriatrics,  and  geron- 
tology are  important  subjects  to  all  of  us,  as  we 
are  all  influenced  by  such  interests, ...  or  we  will 
be  in  the  future";  “Society  should  begin  solving 
the  problems  of  senility  at  birth  and  even  before 
and  follow  through  indefinitely”;  “Just  what 
causes  the  aging  process  cannot  be  left  to  the 
medical  profession  alone  because  sociological  and 
psychological  forces  are  also  causes  of  the  aging 
process”;  “We  can  think  ourselves  sick,  sicker, 
or  better  by  prolonged  habit  attributes  and 
thoughts”;  “Stay  busy,  use  your  energies  con- 
structively, study,  and  help  others  if  you  want 
to  be  happy  and  live  long”;  “Many  of  us  reduce 
our  longevity  through  tobacco,  alcohol,  caffeine, 
and  aspirin”. 

This  small  book  is  a good  summary  of  geriatrics 
and  might  be  helpful  to  many  older  patients.  How- 
ever, it  contains  no  original  work,  and  most  phy- 
sicians will  find  nothing  new.  This  is  a complex 
subject,  and  the  author  asks  more  questions  than 
he  answers.  He  is  right  in  saying  that  a long  life 
has  its  start  in  infancy  with  the  genetic  inheri- 
tance, but  also  depends  on  parents,  friends,  nutri- 
tion, exercise,  rest,  and  avoidance  of  overeating, 
tobacco,  and  other  indulgences.  Education  of  the 
young  probably  provides  the  only  way  of  doing 
this.  Cld  age  deterioration  is  caused  by  failure  of 
growth,  so  that  the  body  cells  are  not  replaced 
as  they  gradually  die,  and  in  this  process  enzymes 
may  be  important. 

This  is  an  interesting  book  to  read. 

H.  G.  Calder,  m.d. 
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THE  ETHICS  OF  GENETIC  CONTROL.  End- 
ing Reproductive  Roulette  by  Joseph  Fletcher. 
Anchor  Books.  Anchor  Press/Doubleday,  Gar- 
den City,  New  York,  1974.  $1.95  Paperbound. 
This  is  a paper-back,  evidently  written  for  popu- 
lar consumption,  and  should  not  be  taken  seriously. 

There  is  an  impressive  list  of  references  but  no 
original  work.  The  author  discusses  at  some  length 
the  ethics  of  contraception,  abortion,  insemination, 
sterilization,  ovum  transplant,  and  cloning,  but  he 
adds  little  of  value.  After  all,  whether  anything 
is  right  or  wrong  must  be  decided  by  each  indi- 
pidual’s  conscience  as  affected  by  one’s  bringing 
up,  education,  and  religion. 

The  most  interesting  part  of  the  book  is  devoted 
to  “genetic  engineering”.  He  thinks  we  are  ready 
to  go  beyond  the  simple  diagnosis,  management, 
and  counselling,  and  to  treat  birth  defects  in  the 
fetus,  both  in  utero  and  in  a glass,  artificial 
uterus.  Most  of  this  seems  wild  and  intended  to 
be  sensational. 

Here  are  some  quotations:  “Laboratory  fertiliza- 
tion, cloning,  and  glass  wombs  are  as  natural  as 
love,  life,  death,  and  the  sunset.”  “Cloning  (grow- 
ing a baby  from  a chromosome)  can  be  used  to 
avoid  genetic  disease  and  insure  a wanted  gender." 
“Ectogenesis  can  be  done  as  the  birds  now  do; 
the  glass  womb  is  possible.”  “Nuclear  transplant, 
or  cloning,  whereby  an  egg  is  enucleated  or  de- 
nucleated;  the  original  genetic  code  is  removed 
and  replaced  with  the  nucleus  of  another  cell.”  “An 
artificial  virgin  birth  is  feasible.”  “Fetal  surgery 
will  soon  deal  with  lung  lesions,  hydrocephaly, 
tumors,  and  heart  defects.”  “Genetic  engineering 
will  correct  genetic  and  chromosomal  aberrations 
in  fetal  life.” 

The  author  makes  occasional  statements  that 
cannot  be  supported.  For  instance,  “most  people 
are  accidents.  Their  conception  was  at  best  un- 
intended, and  at  worst  unwanted.”  The  majority 
of  couples  know  what  they  are  doing  and  are 
ready  to  love  their  baby. 

The  word  “population”  is  derived  from  populus, 
meaning  people,  not  from  populo,  meaning  destroy, 
as  stated  by  the  author. 

The  book  may  sell  in  the  drug  stores  and  super- 
markets. but  it  has  no  scientific  value. 

H.  G.  Calder,  m.d. 
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Who  suffers  more 


when  mother's  child  suffers  from  colic,  diarrhea  or  similar  malady? 


I-Soyalac  and  regular  Soyalac  is  palatable, 
readily  digestible  and  assimilated.  It  simulates 
human  milk  in  appearance,  taste  and  texture. 

It  is  complete  with  vitamins  and  minerals.  It 
is  suitable  for  infants  and  children 
who  are  sensitive  to  or  cannot 
tolerate  cow’s  milk. 

For  nearly  a quarter  of  a 
century,  Soyalac  has  proven 
its  value— in  promoting  growth 
and  development— as  proven  by 
extensive  clinical  data. 

Available  in  four  forms:  • I-Soyalac  Concen- 
trated • Soyalac  Concentrated  • Soyalac  Ready- 
to-Serve  • Soyalac  Powder. 
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Or  a simple  note  on  your  prescription  form  will  do. 


In  congestive  heart  failure... 

. 

secondary  aldosteronisri 


How  hyperaldosteronism  leads  to  and  prolongs  edema 
in  congestive  heart  failure 


Chronic  liver  congestion 
impairs  degradation 
of  aldosterone  A 


s a primary  factor 


o "switch  of f"  the  aldosterone  factor  in 
ongestive  heart  failure 


Aldactone 

and  of  _ 

pironolactone  25-mg.  tablets 

he  only  specific 
ldosterone  antagonist. . . 
tasicin  all  diuretic  therapy 

hree  ways  to  use  Aldactone  in 
mgestive  heart  failure 

As  the  only  diuretic 

'Often  sufficient  alone, 
i Produces  gradual,  sustained  diuresis  by 
. ocking  aldosterone  action  in  the  distal 
:>nal  tubule. 

i Avoids  potassium  loss. 

! As  the  basic  daily  diuretic  with  an  "add-on'' 
< ternate-day-diuretic  ("A.D.D.”  schedule) 

i Can  be  administered  daily  as  basic 
i erapy  with  the  additional  agent 
lirosemide  or  ethacrynic  acid)  given 
irery  second  or  third  day. 
i Aldactone  plus  "A.D.D."  schedule 
i inimizes  potassium  deficiency  and 
ptentiates  effect  of  "add-on"  diuretic.2 
• Avoids  acute  volume  depletion  and 
< dosterone  rebound.2 

! As  a daily  diuretic  in  combination  with 
c daily  dose  of  a thiazide 

'Permits  daily  additive  diuretic  effect 
"hile  maintaining  potassium  balance. 


Indications— Essential  hypertension,  edema  or  ascites  of  congestive  heart  fail- 
ure, cirrhosis  of  the  liver  and  the  nephrotic  syndrome,  idiopathic  edema  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a thiazide  diuretic. 

Contraindications —Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia 

Warnings— Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in- 
dicated unless  a glucocorticoid  is  also  given  Discontinue  potassium  supplemen- 
tation if  hyperkalemia  develops  Usage  of  any  drug  in  women  of  chilabearing  age 
requires  tnat  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur.  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists,  deaths  have  occurred.  Hyponatremia,  manifested  by  dry- 
ness of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevotion  of  BUN  may  occur,  especially  when  pretreatment  hyper- 
azotemia exists.  Mild  acidosis  may  occur  Reduce  the  dosage  of  other  antihyper- 
tensive drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action. 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro- 
intestinal symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti- 
caria, mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice  Adverse  reactions  are  infrequent  and  usually  reversible 

Dosage  and  Administration— For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner  Ad|ust  subsequent  dosage  according 
to  response  of  patient 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response,  add  a thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred.  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added  A daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A glucocorticoid,  such  as  15  to  20  mg  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a conventional  diuretic  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1 liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function)  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  "sterilize"  the  gastrointestinal  tract 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  although  useful  for  diuresis,  will  not  directly  affect  the  basic  pathologic 
process 

For  children  the  daily  dosage  should  provide  1.5  mg  of  Aldactone  per  pound 
of  body  weight 

References:  I.  Coodley,  E Consultant  l_2  106-107.  109,  111,  113,  115  (July) 
1972  2.  Thorn,  G W , and  Lauler,  D P Am  J Med  53.673-684  (Nov.)  1972 
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When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


€ prescribing  convenience: 

up  to  5 refills  in6months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning  — 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3Y2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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#3,  codeine  phosphate*  (32.4  mg.)  gr.  V 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  i 


HOUSE  OF  DELEGATES  REPORT 

(Continued  from  page  326) 

meeting  will  be  conducted  in  the  Chafee  Center 
Buildings  and  the  format  which  proved  to  be  so 
successful  in  July,  1973,  will  be  repeated.  This  con- 
sists of  using  two  lecture  halls  concurrently  so 
that  those  in  attendance  will  have  a choice  of 
hearing  one  of  two  lectures  which  will  be  conducted 
at  the  same  time. 

Respectfully  submitted: 

A.  A.  Savastano,  M.D. 
Chairman 


COMMITTEE  ON  PUBLIC  LAWS 

Below  is  outlined  Public  Laws  Report  Number  1. 
The  first  section  is  comprised  of  bills  which  were 
introduced  during  the  1973  and  which  were  held 
over  for  the  1974  session.  The  second  section  in- 
cludes bills  introduced  at  the  General  Assembly  in 
1974  and  which  the  Public  Laws  Committee  is  in 
the  process  of  reviewing. 

Respectfully  submitted: 

» 

F.  Bruno  Agnelli,  M.D. 

Chairman 


AD  HOC  COMMITTEE  ON  HANDGUN  INJURIES 

This  Committee  consists  of  Drs.  Melvyn  Gelch, 
Milton  Hamolsky,  Richard  P.  Sexton  and  David 
Newhall. 

Statistics  on  handgun  injuries  and  deaths  for 
the  year  1972  are  being  compiled  from  all  hospitals 
and  the  Medical  Examiner. 

Would  all  society  members  who  recall  a hand- 
gun injury  or  death  in  1972  please  contact  Dr. 
Gelch  at  421-9892,  with  the  patient’s  name  and 
hospital  treatment. 

Respectfully  submitted: 

Melvyn  M.  Gelch,  M.D. 

Chairman 


PUBLIC  LAWS  REPORT  NO.  1 

February,  1974 

Below  are  listed  bills  of  particular  interest  to  the 
medical  profession  that  were  held  over  from  the 
Rhode  Island  General  Assembly  session  of  1973 
and  that  are  still  alive.  The  Public  Laws  Commit- 
tee last  year  commented  upon  many  of  these  bills. 
At  the  conclusion  of  this  report  is  a list  of  new 
proposals  introduced  during  the  1974  session.  A 
copy  of  most  of  these  bills,  both  73  and  74,  is  avail- 
able at  the  Executive  Office. 

Edward  J.  Lynch 
Associate  Executive  Director 
(Continued  on  next  page) 
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House  Committee  on  Judiciary 

73-H  5010  — (Low  and  McCarthy)  - — An  act 
exempting  so-called  ‘Good  Samaritans”  from  liabil- 
ity for  ordinary  negligence. 

73-H  5051  — (Low  and  McCarthy)  — An  act 
prohibiting  open  burning  and  increasing  the  pen- 
alty from  $100  to  $500. 

73-H  5069  — (Pasbach  and  McGowan)  — An 
act  relating  to  admission  of  narcotic  addicts  on 
civil  certification. 

73-H  5226  — (Kiley)  — An  act  providing  for 
an  autopsy  in  the  event  of  crib  death. 

73-H  5242  — (McGreavy  et  al)  - — An  act  de- 
termining commencement  of  life  at  the  instant  of 
conception. 

73-H  5230  — (Gladstone)  — An  act  relating  to 
identification  of  persons  suffering  from  epilepsy, 
diabetes  and  cardiac  conditions. 

73-H  — (Low,  Gladstone  et  al)  — This  bill 
would  require  only  a physician’s  approval  for  an 
abortion  in  the  first  12  weeks  of  pregnancy  limit- 
ing it  to  those  performed  by  a licensed  physician 
in  a licensed  hospital  during  the  second  12  weeks 
and  prohibiting  the  abortion  subsequently  unless  it 
is  necessary  to  preserve  the  woman's  life  or  health. 

73-H  5267  — (Solomon  et  al)  — An  act  im- 
posing a mandatory  life  sentence  upon  conviction 
of  selling  heroin. 

73-H  5275  — (Alosio  and  Rossi)  — An  act  pro- 
viding for  medical  reports  for  the  registry  of  motor 
vehicles. 

73-H  5309  — (Harpootian)  — An  act  provid- 
ing mandatory  penalties  for  unlawful  sale  or  pos- 
session for  sale  of  narcotic  drugs. 

73-H  — (Low)  — This  bill  would  bring  Rhode 
Island's  abortion  law  into  conformity  with  the  1973 
U.  S.  Supreme  Court  decision. 

73-H  5377  — (Revens  et  al)  — This  bill  pro- 
vides for  the  appointment  by  the  governor  of  a five 
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member  drug  formulary  commission  with  the  State 
Health  Department  to  prepare  a list  of  brand  name 
drugs  and  their  generic  equivalents.  The  measure 
also  provides  for  its  distribution  to  Rhode  Island 
physicians  who  wocld  be  required  to  include  their 
generic  name  on  their  prescriptions. 

73-H  5403  — (Durand  et  al)  — An  act  p;o 
viding  a mandatory  jail  sentence  for  the  unlawful 
sale  of  narcotics. 

73-H  5457  — (DelGiudice)  An  act  providing 
that  an  assault  on  a physician  while  pursuing  his 
profession  shall  constitute  a felony. 

73-H  5506  — (Low  and  Aukerman)  — This  res- 
olution would  ask  the  State  Supreme  Court  for  an 
advisory  opinion  on  the  uonstitutionality  of  the 
declaration  that  human  life  starts  at  the  moment 
of  conception  and  restricting  abortion. 

73-H  5539  — (DeStefanis)  — This  measure 
would  deny  suspended  or  deferred  sentences  or  pro- 
bation to  those  convicted  of  illegally  possessing 
drugs  and  suspended  or  deferred  sentences  as  well 
as  probation  for  those  convicted  of  illegally  selling 
drugs  and  providing  for  $1,000  reward  by  the  state 
for  any  person  not  addicted  to  drugs  who  furnishes 
information  that  results  in  the  arrest  and  conviction 
of  persons  who  illegally  sell  drugs. 

73-H  5566  — (Aloisio,  et  al)  — This  bill  would 
lower  the  standard  in  chemical  tests  for  determin- 
ing if  a person  has  been  driving  under  the  influ- 
ence of  alcohol  from  .10  per  cent  bf  weight  of 
alcohol  in  the  person's  blood  to  .08  per  cent. 

73-H  5604  — (Harpootian)  — An  act  provid- 
ing mandatory  revocation  of  license  of  any  person 
convicted  of  possession,  sale  and/or  use  of  nar- 
cotic drugs. 

73-H  5652  — (Lucas  et  al)  — This  bill  would 
provide  mandatory  jail  sentences  for  professional 
sellers  of  drugs;  it  also  provides  a clarification  and 
scheduling  of  drugs,  and  amplifies  existing  drug 
laws. 

73-H  5676  — (Ferraro)  — An  act  raising  the 
penalty  for  the  distribution  in  the  streets  or  from 
house  to  house  of  drugs  or  poisons. 

73-H  6031  — (Solomon)  — This  bill  would 
permit  anyone  who  is  14  years  old  or  older  to 
give  legal  consent  to  be  examined  and  treated  for 
drug  addiction  or  illnesses  resulting  from  it. 

73-H  6098  — - (Revens)  — This  act  provides 
for  the  licensing  of  hearing  aid  dealers.  (A  licensing 
bill  was  enacted  at  the  1973  session.) 

73-H  6349  — (Fay)  — This  act  would  allow  a 
divorce  on  the  grounds  of  mental  illness. 
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House  Committee  on  Labor 

73-H  5217  — (Carcieri  et  al)  — This  bill  would 
increase  the  maximum  Workmen's  Compensation 
benefits  from  tw’O-thirds  to  100  per  cent  of  the 
statewide  average  weekly  wage  while  retaining  the 
individual  limit  of  two-thirds  of  a person's  own 
average  weekly  wage. 

73-H  5452  — (McDonald  et  al)  — This  act  re- 
lating to  Workmen’s  Compensation  would  require 
the  employer  to  maintain  all  fringe  benefits  af- 
forded the  employee  in  full  force  during  the  total 
or  partial  disability  of  the  employee. 

73-H  5489  — (Harpootian  et  al)  — This  act 
prohibits  employment  discrimination  because  of  a 
mental  handicap  and  it  provides  a penalty  of  not 
less  than  $100  nor  more  than  $800. 

Committee  on  Special  Legislation 

73-H  5135  — (Pasbach  et  al)  — This  act  pro- 
vides for  an  increase  in  fees  for  examination  or  ap- 
plication for  professional  licenses  and  renewal  there- 
of. 

73-H  5224  — (Aquilotti  and  Pasbach)  — This 
bill  would  deny  welfare  aid  to  dependent  children 
for  the  third  or  subsequent  illegitimate  child  born 
to  a woman. 

73-H  5268  — (DelGiudice)  — Resolution  calls 
for  an  appropriation  of  $50,000  for  Panic  House, 
Inc. 

73-H  5281  — (Solomon  et  al)  — Resolution 
making  an  appropriation  of  $25,000  for  the  drug 
control  division  for  the  purpose  of  hiring  and  pay- 
ing informants  of  the  illegal  sale  of  drugs. 

73-H  5329  — (Pasbach  et  al)  — An  act  estab- 
lishing a division  of  hearing  within  the  Department 
of  Health. 

73-H  5358  — (Beard,  Ward  et  al)  — This  bill 
would  create  a department  of  the  aged  in  the  exec- 
utive branch  to  administer  programs  and  policies 
for  the  elderly.  The  measure  would  establish  a 19 
member  advisory  committee  on  aging  to  make 
recommendations  to  the  new  department. 

73-H  5508  — (McDonald  et  al)  — An  act  pro- 
viding for  a resident  psychiatrist,  psychologist  and 
psychometrist  at  the  adult  correctional  institutions. 

73-H  5541  — (Lippitt  et  al)  — This  bill  would 
empower  the  State  Department  of  Health  to  develop 
and  enforce  noise  control  regulations,  requiring  the 
annual  registration  with  the  department  of  persons 
engaged  in  operations  which  might  generate  high 
noise  levels  establishing  penalties  for  violators  and 
appeal  procedures.  The  bill  calls  for  an  appropria- 
tion of  $75,000  to  carry  out  the  provisions  of  the 
act. 


73-H  5546  — (Lippitt  et  al)  — This  bill  would 
establish  within  the  Department  of  Natural  Re- 
sources an  anti-pollution  equipment  fund  of  $500.- 
000  and  it  would  authorize  the  director  of  natural 
lesources  to  grant  loans  of  up  to  $50,000  each  and 
for  as  long  as  seven  years  at  an  interest  charge  he 
approves  for  the  purpose  of  purchasing  anti-pollu- 
tion equipment  by  any  business. 

73-H  5649  — (DelGiudice  et  al)  — A resolution 
making  an  appropriation  of  $50,000  for  professional 
services  and  aids  to  the  health  service  council. 

73-H  5882  — (Solomon)  — A resolution  calls 
for  an  appiopriation  of  $1,000  for  the  Rhode  Island 
Alliance  for  the  Eradication  of  Venereal  Disease. 

73-H  5890  — (Daniel  et  al)  — This  bill  would 
establish  a Division  of  Child  Abuse  within  the  State 
Department  of  Social  and  Rehabilitative  Services 
and  it  would  provide  for  its  powers  and  duties. 

73-H  5925  — (DelGiudice)  — An  act  to  provide 
financial  assistance  for  purchase  of  anti-pollution 
equipment,  and  making  an  appropriation  therefor. 

73-H  6064  — (Solomon)  — A resolution  respect- 
fully requesting  the  Director  of  the  Department  of 
Health,  the  Commissioner  of  Education,  and  the 
Board  of  Regents  for  education  to  study  the  feas- 
ibility of  devising  a suitable  education  program  re- 
lating to  personal  hygiene,  health  and  family  life. 

73-H  6136  — (Pasbach  et  al)  — This  bill  would 
create  a board  within  the  State  Department  of 
Business  Regulation  to  care  for  the  needs  of  the 
deaf  and  hard  of  hearing  and  providing  a $2,500 
appropriation  for  each  of  the  seven  members  and 
an  appropriation  of  $10,000  for  an  executive  sec- 
retary. 

73-H  6257  — (Travers)  — A resolution  making 
an  appropriation  of  $200,000  for  the  Brown  Uni- 
versity medical  school  to  assist  in  the  development 
and  maintenance  of  a medical  school  for  the  bene- 
fit of  the  citizens  of  Rhode  Island. 

(Continued  on  next  page) 
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73-H  6279  — (Garabedian)  — A skeleton  bill 
relating  to  the  Brown  University  Medical  School. 

73-H  5440  — (McDonald)  — This  bill  would 
require  hospitals  to  file  their  rate  schedules  with  the 
public  utilities  administrator  and  any  proposed 
changes  and  it  would  provide  for  public  hearings 
on  the  latter  by  the  public  utilities  commission  and 
giving  it  power  to  rule  on  its  rates. 

73-H  5475  — (Levin  et  al)  A resolution  creating 
a special  legislative  commission  to  study  the  need 
for  trauma  rooms  in  hospitals  to  care  for  emer- 
gency traumatic  cases. 

73-H  5806  — (DelGiudice)  — This  bill  would 
require  all  hospital  and  medical  insurance  corpora- 
tions to  file  an  annual  financial  report  with  the 
State  Business  Director  of  Business  Regulation  and 
whenever  seeking  a rate  change  to  provide  the  same 
information  for  state  and  municipal  employee  con- 
tracts. This  bill  would  make  such  records  open  to 
the  public. 

73-H  5904  — (Aloisio  et  al)  - — - An  act  relating 
to  non-profit  hospital  service  corporations,  non- 
profit medical  service  corporations  and  private  in- 
surance companies. 

73-H  5946  — (DelGiudice)  — This  bill  would 
establish  a seven  member  state  board  of  acupunc- 
ture to  license  doctors  of  acupuncture  and  to  regu- 
late that  practice  in  Rhode  Island.  Licensees  would 
not  be  required  to  be  medical  doctors. 

73-H  6153  — (Aloisio  and  Ferraro)  — A reso- 
lution creating  a special  legislative  commission  to 
study  the  feasibility  of  requiring  drug  stores  to 
prominently  display  the  cost  of  prescription  drugs. 

House  Committee  on  Health,  Education 
and  Welfare 

73-H  5097  — (Pasbach  and  Aquilotti)  — This 
bill  wrould  require  psychiatric  evaluation  reports  by 
the  state  mental  hygiene  services  of  emotionally 
or  mentally  disturbed  defendants  facing  criminal 
charges  in  district  court. 

73-H  5193  — (Substitute  A)  — (Ferraro  et  al) 
— This  bill  would  require  the  destruction  of  all 
illegal  drugs  or  paraphernalia  in  the  custody  of 
law  enforcement  officials  after  the  drugs  are  no 
longer  needed. 

73-H  5225  — (Harpootian)  — This  bill  would 
require  containers  of  prescribed  medications  to  be 
labeled  with  the  ingredients  and  it  would  impose 
a fine  of  from  $50  to  $500  for  violation. 

73-H  5247  — (Harpootian)  — This  bill  would 
require  the  State  Director  of  Health  to  issue  regis- 
try numbers  to  every  person  authorized  to  pre- 


scribe a narcotic  drug,  and  it  would  require  the 
director  to  issue  new  numbers  every  six  months. 
The  proposal  would  also  make  mandatory  the 
listing  of  such  numbers  on  all  narcotic  prescrip- 
tions. 

73-H  5296  — (Durand  et  al)  — This  bill  would 
require  drug  prescription  forms  to  be  consecutively 
numbered  and  contain  the  name  and  registry  num- 
ber of  the  prescriber. 

73-H  5250  — (Levin  and  Daniel)  — This  meas- 
ure would  authorize  the  registrar  of  motor  vehicles 
to  suspend  without  a preliminary  hearing  the 
driver’s  license  of  anyone  convicted  of  illegally  sell- 
ing narcotic  drugs. 

73-H  5364  — (Low,  Coelho  et  al)  — This  bill 
would  require  the  Family  Court  to  order  a child 
removed  from  the  custody  of  his  parents  or  guar- 
dians immediately  after  receiving  a petition  from 
the  State  Department  of  Social  and  Rehabilitative 
Services  alleging  that  the  child  has  been  abused. 

73-H  5376  — (Revens  et  al)  — This  measure 
defines  drugs  which  would  require  pharmacists  to 
state  on  the  label  the  contents  and  unit  price  of 
prescriptions.  The  proposal  would  also  authorize 
substitutions  of  generics  for  brand  name  drugs  un- 
less expressly  prohibited  by  the  prescriber. 

73-H  5423  — (Daniel)  — This  bill  would  re- 
quire prescription  labels  to  include  the  name  and 
dosage  of  the  drug  except  when  a prescribing  phy- 
sician asks  in  writing  that  it  be  omitted  and  not 
be  disclosed  to  the  purchaser. 

73-H  5495  — (Rao)  — This  bill  would  require 
those  applying  for  a chauffeur’s  license  to  have 
passed  a doctor’s  examination  within  the  previous 
30  days  for  those  renewing  such  licenses  to  have 
been  examined  within  the  previous  3 years. 

73-H  5601  — (Marshall  et  al)  — This  bill 
would  require  all  drug  treatment  centers  in  Rhode 
Island  to  be  licensed  by  the  State  Department  of 
Health  and  the  measure  would  require  that  the 
State  Director  of  H/ealth  establish  regulations 
governing  such  programs  and  to  screen  drug  treat- 
ment center  staff  members. 

73-H  — (Solomon)  — This  act  concerns  the 
sale  of  substances  misrepresented  as  narcotics. 

73-H  5647  — (Solomon  et  al)  — This  bill  would 
require  that  the  drug,  Scopolamine,  be  sold  by 
prescription  only. 

73-H  5655  — (Ferraro)  — This  measure  would 
prohibit  the  sale  of  harmful  prescription  drugs  un- 
less they  bear  labels  containing  the  name  and  ad- 
dress of  the  druggist,  the  serial  number  of  the  pre- 
scription, the  date  of  filling  the  prescription,  the 
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name  of  the  prescriber,  the  name  of  the  patient  and 
directions  for  use. 

73 -H  5660  — (Pickering)  — This  bill  would 
exempt  diabetics  who  have  a doctor’s  permit  from 
state  requirements  to  register  annually  with  the  De- 
partment of  Health  their  possession  of  a hypodermic 
needle  and  syringe. 

73-H  5690  — (Solomon)  — This  bill  is  de- 
signed to  prohibit  doctors  from  selling  drugs,  from 
owning  a community  pharmacy  or  from  receiving 
rebates  from  a drug  company  or  a pharmacy  which 
sells  drugs  to  a doctor’s  patient  and  the  bill  re- 
stricts doctor’s  rights  of  acquiring  legal  or  financial 
interest  in  a drug  company. 

73-H  5726  — (DelGiudice)  — A resolution  would 
create  a special  legislative  commission  to  study  the 
feasibility  of  instituting  minimum  standards  for 
personnel  and  services  in  emergency  rooms  in  all 
hospitals  in  the  state. 

73-H  5772  - — (Garabedian)  (by  request)  - — 
This  act  would  provide  for  psychological,  psychi- 
atric, and  psychometric  care  and  testing  of  stu- 
dents — only  after  informed  consent  of  the  parent 
or  legal  guardian. 

73-H  5807  — - (DelGiudice)  — This  bill  would 
tequire  that  drivers  suspected  of  being  under  the 
influence  of  narcotic  drugs,  to  submit  to  a test  or 
suffer  a six  month  license  suspension  and  the  bill 
delete  the  limitation  to  testing  only  blood  or  urine 
from  the  current  law  related  to  suspected  drunk 
drivers. 

73-H  5837  — (Daniel  et  al)  — This  measure 
would  require  all  public  and  private  medical  care 
facilities  in  Rhode  Island  to  submit  annually  to  the 
State  Health  Department  a report  disclosing  any 
profits  earned  by  such  facilities. 

73-H  5849  — (Kiley)  — This  bill  would  re- 
quire all  ambulances  after  June  30,  1965,  to  be 
manned  by  at  least  two  persons  trained  as  emer- 
gency medical  technicians  under  a course  approved 
by  the  State  Director  of  Health. 

73-H  5883  — (Solomon)  — This  bill  would 
prohibit  the  distribution  or  use  of  amphetamines  or 
drugs  containing  them,  except  for  narcolepsy  and 
hyperactive  children.  The  bill  provides  penalties  for 
violations. 

73-H  5886  — (Solomon)  — This  bill  would  pro- 
hibit the  distribution  or  use  of  amphetamines  in 
injectible  dosage  form  and  it  would  provide  penal- 
ties for  violations. 

73-H  5913  — (Sherman)  — An  act  providing  a 
program  of  lead  paint  poisoning  control. 

73-H  5957  — (Aukerman)  — This  bill  would 


require  occupants  of  a vehicle  required  to  be  equip- 
ped with  seat  belts  to  wear  them  during  its  opera- 
tion on  a penalty  of  up  to  10  days  imprisonment 
and  a $100  fine. 

73-H  5996  — (Sherman  and  Knight)  — This 
measure  would  require  communities  to  provide 
complete  physical  examination  every  two  years  to 
school  pupils  participating  in  physical  education 
classes. 

73-H  6055  — (Ferraro)  — A resolution  creating 
a special  legislative  commission  to  study  the  regu- 
lating and  labeling  of  hazardous  substances. 

73-H  6095  — (Babin)  — An  act  requiring  emer- 
gency vehicles  to  be  especially  equipped  and  opera- 
tors and  attendants  thereof  to  be  especially  trained. 

73-H  6147  — (Garabedian  et  al)  — This  bill 
would  allow  school  committees  to  allow  parents  or 
legal  guardians  to  examine  all  data  on  a child  or 
ward  and  afford  a hearing  on  such  material. 

73-H  6152  — (Levin  et  al)  — This  bill  would 
establish  a patient’s  bill  of  rights  relating  to  his 
being  informed  of  medical  procedures  involving  him 
in  hospitals. 

73-H  6231  — (Parella)  — This  bill  would  per- 
hibit  retail  sale  of  medication  in  pill  form  unless 
it  is  clearly  labeled  with  the  number  of  pills  con 
tained  therein. 

73-S  281  — (Substitute  A)  — - An  act  re- 
quiring that  the  name  of  a prescribed  drug  to  be 
stated  on  label  of  container. 

73-S  642  — (Baccari  et  al)  — This  bill  would 
create  a program  within  the  State  Health  Depart- 
ment for  the  care  and  treatment  of  persons  suffer- 
ing from  hemophilia  and  appropriating  $500,000 
for  the  purpose. 

73-S  939  — (O’Neill  et  al)  — A bill  requiring 
owners  of  houses  in  which  children  under  nine  live 
to  remove  or  cover  all  paint,  plaster  or  other  ma- 
terials containing  more  than  one  per  cent,  by 
weight,  of  lead  and  providing  for  inspections  by  the 
Department  of  Health  and  setting  penalties  for 
violations. 

Joint  Committee  on  Highway  Safety 

73-H  5249  — (Gladstone  and  Baronian)  — This 
proposal  would  require  all  police  department  acci- 
dents reports  filed  with  the  State  Registry  of  Motor 
Vehicles  by  motorists  involved  in  a motor  vehicle 
accident  to  report  whether  they  were  wearing  seat 
belts  and  whether  the  driver  or  any  passengers 
were  thrown  from  the  motor  vehicle  as  a result  of 
an  accident. 

73-H  5458  — (Levin  et  al)  — This  proposal 
would  require  every  ambulance,  rescue  truck,  or 
(Continued  on  next  page) 
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other  emergency  vehicle  used  to  transport  people 
to  hospitals  to  be  equipped  by  July  1,  1974  with 
a two-way  radio  system  that  permits  communica- 
tion between  the  vehicle  and  the  hospital. 

73-H  5741  — (Pickering)  — An  act  providing 
for  medical  reports  for  the  registry  of  motor  ve- 
hicles in  certain  cases. 

73-H  5771  — (Aloisio  et  al)  — This  measure 
would  require  drivers’  licenses  applicants  aged  70 
or  older  to  be  approved  by  a medical  board  before 
issuance  or  renewal  of  a license  is  granted. 

73- H  5933  — (Freda)  — This  measure  would 
add  an  ophthalmologist  to  the  medical  advisory 
board  of  the  state  registry  of  motor  vehicles. 

Below  are  bills  introduced  as  of  Monday,  Feb- 
ruary 25,  1974.  A copy  of  most  of  these  bills  is  on 
file  at  the  Executive  office. 

* =k  * 

ABORTION 

74- S  2055  — - (Taylor)  — This  bill  would  outlaw- 
abortions  of  fetuses  with  measurable  brain  waves 
and  heart  beats  and  which  are  capable  of  surviv- 
ing with  usual  medical  care  outside  the  womb  ex- 
cept in  cases  to  preserve  the  life  of  the  mother. 
This  bill  would  classify  violations  as  manslaguhter. 
Referred  to  Senate  Judiciary  Committee. 

ABUSED  CHILDREN 

74-H  7082  - — (Ferraro  et  al)  — This  bill  would 
require  the  Family  Court  to  conduct  a hearing  with- 
in 48  hours  after  receiving  a petition  from  the  State 
Department  of  Social  and  Rehabilitative  Services 
to  have  an  allegedly  abused  child  removed  from  the 
custody  of  his  parents  or  guardian  and  to  make 
immediate  action  to  protect  such  a child.  Referred 
to  House  Judiciary  Committee. 

ACUPUNCTURE 

74-H  7234  — (Skiffington  et  al)  — This  bill 
would  permit  only  licensed  and  registered  physi- 
cians to  practice  acupuncture.  Referred  to  House 
Judiciary  Committee. 

ALCOHOLIC  CLINIC  IN  NORTHERN  R.  I. 

74-H  7196  — (Cook  and  Skiffington)  — This 
bill  would  establish  a nine-member  legislative  com- 
mittee to  study  the  feasibility  of  creating  an  alco- 
holic clinic  in  northern  Rhode  Island.  Three  of  the 
commission  members  shall  be  appointed  by  the 
Governor  who  are  involved  in  the  field  of  Health 
services  and  who  have  experience  with  and  knowl- 
edge of  the  problems  of  alcoholism.  Referred  to 
House  Finance  Committee. 
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BLOOD 

74-H  7078  — (Babin)  ■ — This  resolution  would 
appropriate  $1,000  for  the  Knights  of  Columbus 
blood  bank.  Referred  to  House  Finance  Committee. 

74-S  2019  — (Taylor  et  al)  — This  resolution 
would  appropriate  $3,000  for  the  American  Legion 
Bloodmobile.  Passed  Senate  2-14-74  In  House  Fi- 
nance Committee  2-25-74. 

74-S  2048  — (Tantimonaco)  — This  resolution 
would  appropriate  $2,000  for  the  bloodmobile  op- 
erated by  the  Veterans  of  Foreign  Wars.  Referred 
to  Senate  Finance  Committee. 

BLOOD  TYPE  ON  DRIVERS  LICENSE 

74-H  7157  — (Marshall  et  al)  — This  bill 
would  require  drivers  licenses  to  contain  the  blood 
type  and  classification  of  the  licensee.  Referred  to 
House  Judiciary  Committee. 

BROWN  MEDICAL  SCHOOL 

74-S  2180  — (Goodwin,  Grimes  and  Vaslet)  — 
This  proposal  would  remove  the  Brown  Medical 
School  appropriation  from  the  Governor’s  budget 
and  it  would  be  considered  separately  by  the  Gen- 
eral Assembly.  Referred  to  Senate  Finance  Com- 
mittee. 

CHILD  CARE 

74-S  2197  — (Wilson)  - — This  act  would  create 
a permanent  advisory  committee  on  child  care 
within  the  Department  of  Education.  It  would 
consist  of  20  non-salaried  members  who  would 
study  and  submit  recommendations  for  all  phases 
of  child  care  and  development.  Referred  to  Senate 
Health,  Education  and  Welfare  Committee. 

DATA  BANKS 

74-H  7141  — (Carcieri)  — This  act  would  pro- 
tect the  privacy  of  the  individual  by  prescribing 
regulations  which  would  govern  the  conduct  of 
certain  personal  data  compiling  organizations.  Re- 
ferred to  House  Corporations  Committee. 

DISCRIMINATION  AGAINST  MENTALLY  ILL 

74-H  7200  — (Beard)  — This  proposal  would 
prohibit  employment  discrimination  against  per- 
sons who  had  a previous  mental  illness.  Referred  to 
House  Labor  Committee. 

DOCTORS'  EDUCATION 

74-S  2224  — (Horan  and  Baccari)  — This  bill 
would  set  standards  for  obtaining  a physician’s 
license  by  those  wTho  have  completed  their  medical 
schooling  and  other  residency  requirements  outside 
this  country  provided  they  are  U.  S.  citizens.  Re- 


ferred to  Senate  Health,  Education  and  Welfare 
Committee. 

DRUGS 

74-H  7135  — (Ferraro)  — This  bill  would  re- 
quire the  destruction  of  all  harmful  drugs  and  para- 
phernalia seized  by  law  enforcement  officials  when 
these  are  no  longer  needed.  This  bill  would  also 
require  public  records  of  the  action  to  be  main- 
tained for  five  years.  Referred  to  House  Judiciary 
Committee. 

74-S  2225  — (Vaslet)  — This  bill  would  estab- 
lish specific  definitions  for  drugs  and  it  would  re- 
quire that  the  containers  in  which  the  pharmacists 
sell  them  contain  generic  names  and  unit  prices.  Re- 
ferred to  Senate  Health,  Education  and  Welfare 
Committee. 

EMERGENCY  MEDICAL  SERVICES 

74-S  2061  - — (Maher)  — This  resolution  would 
create  an  1 1 -member  commission  to  study  the  en- 
tire field  of  emergency  medical  services.  Referred 
to  Senate  Health,  Education  and  Welfare  Com- 
mittee. 

74-H  7072  — (Cawley  and  Coelho)  — This  pro- 
posal would  require  the  State  Public  Utilities  Com- 
mission to  establish  the  telephone  number  911  by 
January  1,  1975  as  the  primary  emergency  number 
throughout  the  telephone  system  for  obtaining  po- 
lice, fire,  medical,  rescue  and  other  emergency 
services.  Referred  to  House  Corporations  Commit- 
tee. 

EMERGENCY  MEDICAL  TECHNICIANS 

74-S  2119  — (Vaslet)  — This  proposal  creates 
standards  for  equipping  and  training  of  attendants 
on  emergency  rescue  vehicles  and  ambulances.  It 
also  provides  for  administration  through  rules  and 
legulations  established  by  the  Department  of 
Health.  Referred  to  Senate  Judiciary  Committee. 
Reported  to  the  Senate  floor  2-12-74  and  recom- 
mitted to  the  Health,  Education  and  Welfare  Com- 
mittee. 

EMERGENCY  ROOM  RATES 

74-H  7173  — (Solomon  et  al)  — This  resolu- 
tion would  establish  a commission  of  14  members 
to  study  emergency  room  rates  at  hospitals.  One 
of  the  commission  members  would  be  a representa- 
tive of  the  Rhode  Island  Medical  Society  to  be 
appointed  by  the  Governor.  Referred  to  House  Cor- 
porations Committee. 

FOSTER  CHILD  PLACEMENT 

74-S  2154  — (Dykeman  and  O’Neill)  — This 
act  would  extend  the  reporting  date  of  the  com- 
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mission  on  foster  child  placement  to  March  31, 
1975.  Referred  to  Senate  Committee  on  Special 
Legislation. 

HALFWAY  HOUSE 

74-H  7137  — (Kiley  et  al)  - — - This  resolution 
would  appropriate  $10,000  for  Halfway  House, 
Inc.,  a rehabilitation  center  for  alcoholics.  The  reso- 
lution would  require  an  annual  report  of  the  pro- 
grams and  financial  statement  of  Halfway  House. 
Referred  to  House  Finance  Committee. 

HANDICAPPED  CHILDREN 

74-S  2113  — (Wilson)  — This  bill  would  amend 
the  definition  of  mentally  retarded  children.  It 
would  also  require  that  classes  for  retarded  chil- 
dren and  children  with  other  handicaps  be  pro- 
vided in  resident  facilities  as  well  as  state  institu- 
tions or  schools.  Referred  to  Senate  Health,  Edu- 
cation and  Welfare  Committee. 

MARATHON  HOUSE 

74-H  7257  — (Gladstone  et  al)  — This  resolu- 
tion calls  for  an  appropriation  of  $50,000  for  Mara- 
thon House.  Referred  to  House  Finance  Committee. 

MENTAL  HEALTH  CAMP 

74-H  7175  — (Harpootian)  — This  resolution 
would  appropriate  $10,000  to  assist  the  Rhode  Is- 
land Association  of  Mental  Health  to  operate  its 
summer  camp.  Referred  to  House  Finance  Com- 
mittee. 

MENTAL  HEALTH  SERVICES 

74-H  7322  — (Solomon  et  al)  — This  bill  would 
raise  the  maximum  allowable  state  grants  to  com- 
munity mental  health  service  centers  from  60  per 
cent  to  75  per  cent  of  the  centers’  program  cost. 
The  bill  would  also  raise  the  per  capita  state  grant 
ceiling  for  areas  served  by  the  individual  centers 
from  $1.50  to  $3.00.  Referred  to  House  Finance 
Committee. 

MISBRANDING  OF  FOOD  AND  DRUGS 

74-H  7186  - — - (Ferraro  et  al)  — This  proposal 
would  prohibit  the  misbranding  or  adulteration  of 
any  food,  drug,  device  or  cosmetic  as  to  contents, 
weight  or  use.  Referred  to  House  Health,  Educa- 
tion and  Welfare  Committee. 

NURSING 

74-S  2232  (Hawkins)  — This  bill  would  add 
two  practical  nurses  to  the  present  five-member 
board  of  nurse  registration  and  nursing  education. 
It  would  require  that  appointments  to  the  board  be 


made  from  lists  supplied  by  the  R.  I.  State  Nurses’ 
Association  or  the  Practical  Nurses  Association  of 
Rhode  Island.  Referred  to  Senate  Judiciary  Com- 
mittee. 

PARAPLEGIA  ASSOCIATION 

74-H  7174  — (DelGiudice)  — This  resolution 
calls  for  an  appropriation  of  $5,000  for  the  Para- 
plegia Association  of  Rhode  Island.  Referred  to 
House  Finance  Committee. 

PHYSICIANS'  ASSISTANTS 

74-S  2048  — (Flynn  and  Costello)  — This  bill 
would  allow  licensed  physicians,  hospitals  and  other 
health  care  facilities  to  employ  up  to  two  physi- 
cian's assistants  to  work  under  each  doctor's  super- 
vision with  the  physician’s  assistants  to  be  licensed 
by  a nine-member  board  of  approval  and  certifica- 
tion of  physician  assistants  programs.  Doctor  Ag- 
nelli has  already  forwarded  a statement  on  the 
committee’s  position  to  Senator  Flynn.  Referred 
to  Senate  Health,  Education  and  Welfare  Com- 
mittee. 

74-H  7199  — (Beard)  — This  bill  recognizes  a 
certification  program  for  a physician’s  assistant. 
The  certificate  would  be  issued  by  the  Department 
of  Health.  Rules  and  regulations,  standards,  and 
training  requirements  would  be  set  by  the  Depart- 
ment of  Health.  (A  physician's  assistant  would  not 
be  permitted  to  undertake  optometric  services  un- 
der this  bill.  Similar  to  Senator  Flynn’s  bill  74-S 
2048.)  Referred  to  House  Judiciary  Committee. 

PHYSICIAN  EDUCATION 

74-H  7100  — (Rossi  et  al)  — This  bill  would 
permit  persons  who  are  citizens  of  the  United  States 
at  the  time  they  went  to  foreign  medical  school  to 
be  certified  to  practice  medicine  in  Rhode  Island. 
If  the  foreign  school  is  recognized  by  the  World 
Health  Organization  (WHO)  and  if  the  persons 
have  met  medical  education  requirements  of  the 
foreign  school,  the  bill  also  proposes  that  these 
persons  have  satisfactory  credits  on  a qualifying 
examination  and  have  completed  post  graduate 
hospital  training.  Referred  to  House  Health,  Edu- 
cation and  Welfare  Committee. 

PHYSICIAN  PROTECTION  IN  ABORTION 
PROCEDURE 

74-S  2191  — (Needham)  — This  act  would 
protect  physicians  and  other  hospital  employees 
from  disciplinary  measures  as  a result  of  their  re- 
fusal to  participate  in  abortion  or  sterilization  pro- 
cedures on  moral  or  religious  grounds.  Referred  to 
Senate  Judiciary  Committee. 
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PHYSICIANS'  REPORTS 

74-H  7242  — (Rosedale  and  Fay)  — This  act 
would  prohibit  a physician  from  charging  a fee  to 
his  patient,  or  the  patient’s  attorney  for  sending 
out  bills  or  medical  reports  relating  to  services 
rendered.  Referred  to  House  Health,  Education  and 
Welfare  Committee. 

RETARDED 

74-S  2112  — (Wilson)  — This  bill  would  re- 
quire the  state  to  assume  total  cost  of  services  to 
retarded  persons  by  communities  and  private  non- 
profit agencies  that  comply  with  state  standards. 
Referred  to  Senate  Health,  Education  and  Welfare 
Committee. 

RIGHT  TO  LIFE 

74-H  7052  — (McGowan  and  Gallogly)  - — - This 
resolution  would  urge  Rhode  Island  Delegates  to 
the  U.  S.  Congress  to  support  a constitutional 
amendment  that  would  ensure  the  right  to  life  from 
conception  until  death.  Passed  Senate  2-5-74  and 
sent  to  the  Governor.  Signed  by  the  Governor  2-11- 
74. 

74-S  2042  — (Taylor  et  al)  — This  resolution 
would  urge  Rhode  Island  delegates  to  the  U.  S. 
Congress  to  support  a constitutional  amendment 
that  would  ensure  the  right  to  life  from  conception 
until  death.  Referred  to  Special  Legislation  Com- 
mittee. 

SIGHT  FOUNDATION 

74-S  2039  — (Tantimonaco)  - — - This  resolution 
would  appropriate  $2,000  for  the  R.  I.  Lions  Club 
Sight  Foundation.  Referred  to  Senate  Finance  Com- 
mittee. 

STERILIZATION 

74-H  7109  — (Gallogly  et  al)  — This  bill  would 
make  it  a felony  to  perform  or  to  assist  in  the 
performance  of  sterilization  of  a person  under  18 
years  of  age  and  subjects  a medical  practitioner  to 
the  possibility  of  license  revocation.  Referred  to 
House  Judiciary  Committee. 

SUBROGATION 

74-H  7233  — (Fay)  — This  act  prohibits  sub- 
rogation rights  in  medical  payment  sections  of  in- 
surance policies.  Referred  to  House  Judiciary  Com- 
mittee. 

TESTING  OF  STUDENTS 

74-S  2176  (Goodwin,  Grimes  and  Vaset)  — This 
act  would  provide  for  psychological,  psychiatric 
and  psychometric  care  and  testing  of  students.  Re- 
ferred to  Senate  Health,  Education  and  Welfare 
Committee. 

(Concluded  on  next  page) 

August,  1974 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

■ I ONE  SOURCE  / TOTAL  INSURANCE 
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TRAUMA  UNITS 

74-H  7207  — (Harpootian)  — This  resolution 
would  create  a nine-member  special  legislative  com- 
mission to  study  the  care  and  treatment  of  the 
critically  injured  and  the  establishment  of  a state- 
wide network  of  trauma  units.  The  commission 
would  include  a representative  of  the  Rhode  Island 
Medical  Society.  Referred  to  House,  Health  , Edu- 
cation and  Welfare  Committee. 


PHYSICIANS  AND  CARRIERS  WORKMEN'S 
COMPENSATION  COMMITTEE 

The  Physicians  and  Carriers  Workmen's  Com- 
pensation Committee  has  had  two  meetings  in 
January,  1973  and  December.  1973.  Three  cases 
were  presented  and  satisfactorv  disposition  made. 
JBRAR"Y  Yours  truly, 

Walter  C.  Cotter,  M.D. 
Chairman 

SEP  171974  * ± ± 
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FINAL  LEGISLATIVE  REPORT 

(Concluded  from  page  318) 

nor  Noel.  One  concerned  a change  in  age  bracket 
relating  to  the  education  laws  governing  handicap- 
ped children,  another  dealt  with  a resolution  making 
an  appropriation  of  $10,000  for  the  purposes  of 
Halfway  House,  Inc.,  a drug  addict  rehabilitation 
center  and  the  third  concerned  a $10,000  appropri- 
ation for  the  House  of  Hope  for  certain  capital 
improvements. 

After  passing  the  Senate  in  the  closing  days  of 
the  session,  three  bills  were  sent  to  the  House  of 
Representatives.  A bill  which  would  have  required 
physicians  to  maintain  a telephone  answering  de- 
vice. died  in  the  House  Health,  Education,  and 
Welfare  Committee.  A physician  would  have  had 
to  arrange  for  the  telephonic  answering  mechanism 
for  his  patients  for  the  name,  address  and  telephone 
number  of  a physician  who  would  cover  for  him 
•‘during  his  period  of  unavailability.’’  Failure  to 
comply  with  the  bill  would  have  been  construed  a 
gross  unprofessional  conduct  and  would  have  re- 
sulted in  suspension  from  practice  for  a period  of 
one  week  for  each  such  offense. 

A second  bill  which  failed  to  emerge  from  the 
House  HEW  Committee  would  have  permitted  the 
inclusion  of  chiropractic  within  the  definition  of 
medical  services  so  as  to  enable  a chiropractor  to 
be  paid  by  any  non-profit  medical  services  cor- 
poration. 

Also  failing  to  emerge  from  committee  in  the 
final  days  was  a bill  concerning  fee-spliting  between 
physicians  and  clinical  laboratories. 

& 

ONE  SENTENCE  ESSAY 

It’s  better  to  keep  your  mouth  shut  and  be 
thought  a fool,  than  to  open  it  and  prove  it. 

...  A.  Lineven. 


PREPARATION  OF  A MANUSCRIPT 


Manuscripts  for  publication  and  correspondence 
relating  to  them  should  be  sent  to: 

Editor,  Rhode  Island  Medical  Journal 

106  Francis  Street 

Providence,  Rhode  Island  02903 

Manuscripts  should  be  typewritten  on  one  side 
of  the  paper  only,  double-spaced,  and  with  liberal 
margins.  References  should  be  placed  at  the  end 
of  the  article  and  should  be  listed  according  to  the 
order  in  which  they  are  cited  in  the  text. 

References  should  be  based  on  the  form  used  in 


INDEX  MEDICUS  giving  author  (co-authors  up 
to  three:  et  al.  for  more  than  three)  with  initials, 
title  of  article  omitting  all  but  first  capital,  title 
of  journal,  volume,  first  and  last  pages,  month 
(week),  year  (e.g..  Doe  J,  Blank  RS:  New  ap- 
proaches to  . . . Rhode  Island  Med  J 92:100-110, 
Feb  80).  Journal  titles  should  be  listed  as  they 
existed  at  the  time  of  publication. 

References  to  books,  monographs,  and  pam- 
phlets should  indicate  the  author (s).  title,  pub- 
lisher's name,  place  and  date  of  publication,  edi- 
tion. and  page  number  of  the  reference. 
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Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 

\ high  assurance  of  clinical  efficacy 

Kin  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
k against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  coli , Klebsiella-Enterobacter , Proteus  mirabilis,  and, 
less  frequently,  indole-positive  proteus  species. 


■fore  prescribing,  please  consult  complete  product 
formation,  a summary  of  which  follows: 
dications:  Chronic  urinary  tract  infections  (primarily 
elonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
ganisms  (usually  E.  coli , Klebsiella-Enterobacter , 
joteus  mirabilis,  and,  less  frequently,  indole-positive 
oteus  species). 

ate:  The  increasing  frequency  of  resistant  organisms 
nits  the  usefulness  of  antibacterials,  especially  in 
ironic  and  recurrent  urinary  tract  infections, 
antraindications:  Hypersensitivity  to  trimethoprim 
sulfonamides;  pregnancy;  nursing  mothers, 
arnings:  Deaths  from  hypersensitivity  reactions, 
ranulocytosis,  aplastic  anemia  and  other  blood  dys- 
■ asias  have  been  associated  with  sulfonamides.  Expe- 
:nce  with  trimethoprim  is  much  more  limited  but 
casional  interference  with  hematopoiesis  has  been 
sported  as  well  as  an  increased  incidence  of  throm- 
hpenia  in  elderly  patients  on  diuretics,  primarily 
iazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
rly  signs  of  serious  blood  disorders.  Frequent  CBC's 
Je  recommended ; therapy  should  be  discontinued 
ia  significantly  reduced  count  of  any  formed  blood 
^ment  is  noted.  Data  are  insufficient  to  recommend 
e in  infants  and  children  under  12. 
ecautions:  Use  cautiously  in  patients  with  impaired 
nal  or  hepatic  function,  possible  folate  deficiency, 

. ergy  or  bronchial  asthma;  and  in  those  with  glucose- 
phosphate  dehydrogenase  deficiency,  where  he- 
olysis  may  occur.  During  therapy,  maintain  adequate 
lid  intake  and  perform  frequent  urinalyses,  with 
'!  reful  microscopic  examination,  and  renal  function 
sts,  particularly  where  there  is  impaired  renal 
nction. 

fverse  Reactions:  All  major  reactions  to  sulfona- 
ides  and  trimethoprim  are  included,  even  if  not 
ported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
sis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
hpenia,  leukopenia,  hemolytic  anemia,  purpura, 

I poprothrombinemia  and  methemoglobinemia. 
lergic  reactions:  Erythema  multiforme,  Stevens- 
. hnson  syndrome,  generalized  skin  eruptions,  epider- 
lal  necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 
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A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consultcomplete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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R.I. 

Medical  Journ 

ial 

BALCONY 

Vo\.  57  No.  9 

Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequ1 
and/or  severity  of  grand  mal  seizures' 
require  increased  dosage  of  standard  1 
convulsant  medication;  abrupt  withdr. 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous 
gestion  of  alcohol  and  other  CNS  depr 
sants.  Withdrawal  symptoms  (similar 
those  with  barbiturates  and  alcohol)  h 
occurred  following  abrupt  discontinua 
(convulsions,  tremor,  abdominal  and  r 
cle  cramps,  vomiting  and  sweating).  K 
addiction-prone  individuals  under  can 


According  to  her  major 
ymptoms,  she  is  a psychoneu- 
otic  patient  with  severe 
nxiety.  But  according  to  the 
escription  she  gives  of  her 
selings,  part  of  the  problem 
lay  sound  like  depression. 

’his  is  because  her  problem, 
lthough  primarily  one  of  ex- 
essive  anxiety,  is  often  accom- 
anied  by  depressive  symptom- 
tology.  Valium  (diazepam) 
an  provide  relief  for  both— as 
le  excessive  anxiety  is  re- 
eved, the  depressive  symp- 
ims  associated  with  it  are  also 
ften  relieved. 

There  are  other  advan- 
ces in  using  Valium  for  the 
lanagement  of  psychoneu- 
atic  anxiety  with  secondary 
epressive symptoms:  the 
sychotherapeutic  effect  of 
'alium  is  pronounced  and 
apid.  This  means  that  im- 
rovement  is  usually  apparent 
1 the  patient  within  a few 
ays  rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  B W,  el  al:  Dis  Nerv 
Syst  30:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


urveillance  because  of  their  predisposi- 
on  to  habituation  and  dependence.  In 
regnancy,  lactation  or  women  of  child- 
earing  age,  weigh  potential  benefit 
gainst  possible  hazard, 
recautions:  If  combined  with  other  psy- 
hotropics  or  anticonvulsants,  consider 
arefully  pharmacology  of  agents  em- 
loyed;  drugs  such  as  phenothiazines, 
arcotics,  barbiturates,  MAO  inhibitors 
nd  other  antidepressants  may  potentiate 
s action.  Usual  precautions  indicated  in 
atients  severely  depressed,  or  with  latent 
epression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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i IEWSLETTER  . . . 

THE  RHODE  ISLAND 


MEDICAL  SOCIETY 


HOUSE  OF  DELEGATES  VOTES 
UNIFIED  MEMBERSHIP  STUDY 


ANCE  TAYLOR 
DINS  SOCIETY 
TAFF 

Sir.  Lance  D.  Taylor  has  joined  the 
iff  of  the  Rhode  Island  Medical  So- 
ny, as  Assistant  Executive  Director 
l ective  September  1,  1974.  Mr.  Taylor 
i:eived  his  Bachelor  of  Arts  Degree 
|!»m  the  University  of  Illinois  in  1971 
: d has  recently  completed  work  on  his 
aster  of  Arts  Degree  in  American 
istory  from  the  same  institution, 
iter  leaving  Illinois  and  before  join- 
g Rhode  Island  Medical  Society  staff, 
r.  Taylor  was  a unit  manager  in  the 
:rsonal  Lines  Department  of  Marsh 
McLennan,  Inc.,  an  insurance  bro- 
rage  firm  in  Chicago. 

Edward  J.  Lynch,  who  served  as  As- 
;tant  Executive  Secretary  and  Asso- 
ite  Executive  Director  of  the  Rhode 
iand  Medical  Society  since  1969,  be- 
me  Executive  Director  of  the 
IPSRO,  Inc.,  effective  July  1,  1974. 
irs.  Mary  Sciarra,  staff  secretary  of 
e RIMS  for  the  past  five  years,  joined 
e RIPSRO  staff  in  August.  The 
xiety  is  pleased  to  welcome  Mrs. 
hanna  Weindorf  as  her  successor. 

)r.  H.  S.  Lawrence 
Jamed  Chapin 
)rator 

The  House  of  Delegates  received 
ine  written  reports  from  various  com- 
littees  of  the  Society.  All  were  ap- 
roved. 

Dr.  Alton  M.  Pauli,  Chairman  of  the 
tate  Committee  on  Peer  Review, 
ated  that  it  was  the  committee’s 
olicy  to  refer  to  the  specialty  peer  re- 
iew  committees  such  cases  which  per- 
ked to  that  specialty.  Doctor  Pauli 
Iso  asked  the  cooperation  of  each  spe- 
(Concluded  on  Page  6) 


At  its  September  meeting,  the  House 
of  Delegates  approved  a resolution  to 
request  the  Council  to  study  and  to 
draft  bylaws  and  to  recommend  such 
other  legal  procedures  as  may  be  nec- 
essary to  effect  unified  membership  in 
the  district  societies,  the  Rhode  Island 
Medical  Society,  and  the  AMA.  The 
Council  is  also  directed  to  report  its 
findings  and  recommendations  at  the 
next  session  of  the  House  of  Delegates. 
In  order  for  unified  membership  to  be- 
come the  official  policy  of  the  RIMS, 
a Council  study  and  bylaws  change 
will  have  to  be  submitted  to  the  House 
of  Delegates  for  their  approval  at  a 
subsequent  meeting.  Unified  member- 
ship would  require  district  medical  so- 
ciety members  to  become  members  of 
the  RIMS  and  the  AMA. 

The  approved  resolution  pointed  out 
that  six  states  (Arizona,  California, 
Hawaii,  Illinois,  Oklahoma,  and  Wis- 
consin) already  have  unified  member- 
ship and  three  more  (New  York,  New 
Jersey,  and  Missouri)  voted  to  join  the 
group  in  1975.  Prior  to  the  31-4  vote 
in  support  of  the  resolution,  it  was  ar- 
gued that  unified  membership  resulted 
in  an  increase  of  state  society  members 
and  strengthens  organized  medicine  ef- 
forts at  all  levels  to  assure  the  best 
possible  patient  care  and  deal  with  con- 
temporary problems. 

Concurrent  Review 

In  another  action,  the  House  voted 
to  oppose  the  inclusion  of  concurrent 
review  regulations  in  the  present  Hos- 
pital Association  of  Rhode  Island  — 
Blue  Cross  and  Blue  Shield  contract 
discussion.  A further  resolution  adopted 
by  the  House  recommended  that  the 
extra  financial  burden  for  the  medical 
audit  of  the  PSRO  program,  which  in- 
cludes expenses  for  secretaries  and  sur- 
veyors, etc.,  be  borne  by  a special 


budget  of  Blue  Cross  or  other  third 
parties  rather  than  diverting  funds 
from  patient  care. 

Smoking  Proposals 

The  House  took  two  separate  ac- 
tions on  a smoking  resolution.  On  the 
first,  the  delegates  voted  that  smoking 
not  be  permitted  in  the  House  of  Dele- 
gates. The  second  action  prohibited 
smoking  during  reading  hours  in  the 
Reading  Room  of  the  library  of  the 
RIMS.  A minority  resolution  was  im- 
mediately produced  requesting  a spe- 
cial section  for  those  who  wish  to 
smoke.  The  House  lent  its  approval 
and  Speaker  Hager  designated  the  back 
row  of  the  auditorium  for  such  a pur- 
pose. 

The  House  voted  its  disapproval  of 
advertising  by  Blue  Cross-Blue  Shield 
for  the  benefit  of  selected  physicians 
such  as  a specific  prepaid  group. 

One  resolution  was  tabled  for  con- 
sideration at  the  next  meeting  and  still 
another  defeated.  The  tabled  resolu- 
tion, sponsored  by  the  Child-School 
Health  Committee,  supported  the  de- 
velopment of  comprehensive  health 
education  programs  of  grades  K-12  in 
the  public  and  private  schools  of  edu- 
cation. It  was  emphasized  by  the 
Speaker  that  this  resolution  was  not 
defeated  but  merely  that  the  House 
wished  to  discuss  the  comprehensive 
education  program  with  the  sponsor. 
A resolution  in  support  of  the  use  of 
bank  cards  was  rejected  by  the  House 
reaffirming  an  action  that  had  been 
taken  in  1968. 

Council  Recommendations 

Five  recommendations  of  the  Council 
were  considered  by  the  House  of  Dele- 
gates resulting  in  the  following  actions: 

Dr.  Alfred  L.  Potter  of  Providence 
was  elected  as  a Trustee  of  the  Benevo- 
( Concluded  on  Page  6) 
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NEWSLETT! 


Doctor  Freedman  Scholarship 
Fund  Is  Established  By  Temple 


Rabbi  Bernard  Rotman  of  Temple 
Beth  Am  in  Warwick  has  informed  the 
Society  that  the  family  of  the  late  Dr. 
David  Freedman  and  Temple  Beth  Am 


CAUTION  URGED 
IN  PRESCRIPTION 
PAD  USE 

John  E.  Farley,  Jr.,  M.D.,  Chairman 
of  the  Committee  on  Drug  Abuse,  has 
informed  the  Society  of  the  continued 
incidence  of  thefts  of  prescription  pads 
and  forgeries.  Doctor  Farley  recom- 
mends that  physicians  keep  their  pads 
in  a safe  place  in  their  office,  and  also 
advises  not  having  a BND  number 
printed  on  the  pad,  but  writing  it  at 
the  time  of  prescription. 


ACUPUNCTURE 
RULES  SET 

Joseph  E.  Cannon,  Director  of  the 
State  Health  Department,  has  an- 
nounced the  following  rules  and  regu- 
lation governing  the  practice  of  Acu- 
puncture: 

The  following  rules  and  regulations 
are  promulgated  pursuant  to  the  au- 
thority set  forth  in  Sections  5-37-20  and 
42-35-3  of  the  General  Laws  of  the 
State  of  Rhode  Island  of  1956,  as 
amended. 

The  safety  of  American  medicine  has 
been  built  on  the  scientific  evaluation 
of  each  technique  prior  to  it  becoming 
a widely  accepted  concept  of  medical 
practice.  At  this  time  acupuncture  is  an 
investigational  medical  technique  and 
therefore  in  this  state  acupuncture  may 
only  be  performed  by  physicians  duly 
licensed  to  practice  medicine  under  the 
provisions  of  Chapter  5-37  for  research 
purposes  in  an  institution  appropriate 
for  human  research.  Notwithstanding 
the  foregoing  any  person  who  deems 
himself  qualified  to  perform  acupunc- 


have  established  the  Dr.  David  Freed- 
man Memorial  Scholarship  Fund.  In 
addition  to  this  Fund  being  a living 
memorial  to  Doctor  Freedman,  it  will, 
at  the  same  time,  provide  scholarships 
to  deserving  children  in  the  area  of 
religious  education.  Physicians  can  for- 
ward their  contributions  to  Temple 
Beth  Am,  at  40  Gardner  Street,  War- 
wick, Rhode  Island,  02888. 


COUNSEL  ADVISES 
STAFF  ON  MEDICAL 
RELEASE  FORMS 

Edwards  and  Angell,  counsel  to  the 
Rhode  Island  Medical  Society,  has 
brought  to  the  attention  of  the  staff  a 
recent  California  Supreme  Court  Rul- 
ing regarding  medical  release  forms. 
The  Court  held  that  “Insurers  and  de- 
fense counsel  may  want  to  review  their 
medical  release  forms  in  the  light  of 
Roberts  v.  Superior  Court,  (1973), 
wherein  the  California  Supreme  Court 
considered  the  scope  and  effect  of  a 
consent  form  authorizing  the  release 
of  any  reports  or  information  regarding 
plaintiff’s  ‘medical  history,  physical 
condition  and  treatment  rendered.’  The 
court  found  that  the  language  of  the 
second  clause  of  this  form  refers  only 
to  records  regarding  petitioner’s  physi- 
cal condition  and  treatment  rendered 
and  therefore  does  not  authorize  the 
release  of  the  records  of  petitioner’s 
mental  condition  sought  by  defendants. 
The  first  clause  of  the  form,  authoriz- 
ing the  furnishing  of  reports  regarding 
petitioner’s  ‘medical  history’  and  ‘phy- 
sical condition’  does  not  apply  directly 
to  past  psychiatric  treatment  and  is  thus 
also  insufficient  to  inform  petitioner 
that  she  was  authorizing  an  investiga- 
tion into  her  past  psychiatric  treat- 
ments.” 508  P.2d  at  317. 


ture  may  submit  credentials  for  review 
and  approval  by  the  Board  of  Exam- 
iners in  Medicine. 


PUBLIC  TV  PLANS 
TALKS  TO  FAMILIE: 
ON  ALCOHOLISM 

Dr.  Roswell  D.  Johnson,  Chairm 
of  the  Society’s  Committee  on  AL 
holism,  announced  today  that  a i 
tionwide  campaign  to  provide  inf 
mation  and  help  for  families,  frier 
and  employers  of  America’s  nine  n 
lion  “problem  drinkers”  is  bei 
launched  in  conjunction  with  a Put 
Television  Special  being  produced 
WQED  Pittsburgh,  under  a gr; 
from  the  3M  Company. 

The  special,  “Drink,  Drank,  Drur 
will  be  televised  nationally  by  the  Pi 
lie  Broadcasting  Service  Monday,  C 
21. 

The  Emmy-winning  team  of  Jose 
Bologna  and  Renee  Taylor  will 
among  many  leading  performers  a 
writers  participating  in  the  progn, 
which  will  be  composed  of  dram: 
and  comedy  vignettes,  original  mt 
and  discussions  of  the  problem  by  p 
pie  who  have  lived  through  it. 

Immediately  following  the  tele: 
many  of  the  nation’s  public  televis 
stations  will  switch  to  live,  local  p 
grams  further  illuminating  the  sub;: 
through  “hotlines”  and  expert  pari 
and  offering  information  on  avails, 
community  services.  Participating  bl 
on  a national  and  local  chapter  le: 
will  be  many  leading  educational,  : 
ligious,  civic  and  professional  organ): 
tions.  Groups  such  as  the  U.S.  Jayc ! 
B’nai  B’rith  and  the  national  P'; 
which  have  extensive  projects  on  a : 
holism,  will  utilize  the  telecast  to  foi 
further  attention  on  their  own  : 
sources  and  capacities. 

In  order  to  help  local  stations  p,i 
their  follow-up  telecasts,  five  pu  i 
stations  of  varying  sizes  and  prof: 
have  been  awarded  grants  by  3M:i 
prepare  program  formats  which  i 
be  adapted  by  other  stations.  The  ci 
tributing  stations  are  KCET,  Los  .1 
geles;  KAET,  Phoenix;  WMVS,  U 
waukee;  WNIN,  Evansville,  Ind.; 
WPBN,  the  Maine  Public  Broadcast  ij 
Network.  Their  proposals  will  be  pb 
(Concluded  on  Page  6) 
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!ECRETARY  REPORTS  COUNCIL  ACTIVITIES 


Dr.  Charles  B.  Round,  Secretary,  re- 
p ted  to  the  House  major  actions  of 
tl  Council  since  the  last  meeting  of 
tl  Delegates  held  in  March. 

V summary  of  the  Council’s  actions 
Mow: 

. The  President  was  authorized  to 
one  a Nominations  Committee  to 
$:>mit  nominees  for  Delegate  and  Al- 
tmate  Delegate  from  the  Society  to 
ti  American  Medical  Association  for 
t term,  January  1,  1975  through  De- 
cnber  31,  1976. 

..  The  following  were  named  to  be 
t Society’s  official  representatives  on 
t Medical  Economics  Council  of 
lode  Island:  Drs.  Stanley  D.  Simon, 
Jin  J.  Cunningham,  Philip  Morrison, 
T omas  Perry,  Jr.,  Charles  B.  Round, 
ai  Robert  V.  Lewis, 
i.  Approval  was  given  for  the 
Toman’s  Auxiliary  to  present  an 
MA-ERF  check  in  the  amount  of 
1 109.99  sent  to  the  Society  as  a con- 
t Dution  for  the  Brown  University 
hdical  School.  Presentation  was  made 
1 the  Auxiliary  at  its  26th  annual 
neting  in  May. 

k The  Council  commended  Presi- 
c it  Chaset  for  his  personal  communi- 
cion  to  members  relative  to  member- 
sp  in  the  American  Medical  Associa- 
tn  which  resulted  in  a record  AMA 
rimbership  in  Rhode  Island. 

>.  Based  upon  a poll  of  member 
he  Cross-Blue  Shield  subscribers,  the 
(until  approved  the  increase  of  the 
tijor  medical  contract  limit  of  $30,000 
t $250,000. 

>.  The  Council  approved  of  the 
r ommendation  of  the  Medical  Eco- 
rmics  Committee  to  continue  the  So- 
cty  disability  insurance  program 
cspite  a 17.1  rate  increase. 
f-  Approval  was  given  of  the  Presi- 
nt’s  appointment  as  Trustee-at-Large 
tjthe  Board  of  Trustees  of  the  Medi- 
c Library  for  1975  of  Howard  S. 
Lwne,  Jr.,  M.D.,  of  Newport, 
k The  Council  was  informed  that 
I.  H.  Sherwood  Lawrence,  Professor, 
Fad  of  Section  of  Infectious  Diseases 
ai  Immunology  at  the  New  York 
diversity  of  Medicine,  has  been  named 


as  the  1975  Chapin  Orator,  and  also 
that  Dr.  Malcolm  Todd,  President  of 
the  AMA,  would  address  the  Society’s 
annual  meeting  on  April  16,  1975. 

9.  The  Council  authorized  President 
Chaset  and  Mr.  Norbeck  to  seek  and 
hire  a qualified  assistant  executive  di- 
rector of  the  Rhode  Island  Medical 
Society. 

10.  The  Council  commended  Presi- 
dent Chaset  for  his  communicative  ef- 
forts with  HEW  Secretary  Weinberger 
regarding  the  Economic  Stabilization 
Act  and  price  controls. 

11.  At  the  President’s  request  and 
with  the  approval  of  the  Council,  the 
AMA  performed  an  organizational  and 
operational  survey  on  the  Rhode  Island 
Medical  Society  in  July.  The  survey 
team  plans  to  report  back  on  its  find- 
ings and  recommendations  to  the 
Council  in  November. 

12.  Approval  was  given  of  the 
President’s  appointment  of  Melvyn 
Gelch,  M.D.,  to  fill  the  unexpired  term 
(December  31,  1975)  of  David  Freed- 
man as  a Trustee  of  the  Benevolence 
Fund. 

13.  The  Council  noted  that  under 
the  chairmanship  of  Dr.  John  J.  Cun- 
ningham, RIMPAC  has  joined  with 
seven  other  states  in  achieving  an  all 
time  high  in  the  number  of  member 
contributions. 

14.  The  following  appointments  by 
the  President  were  approved  by  the 
Council : 

Richard  Mead,  M.D.,  as  Rhode  Island 
Medical  Society  delegate  to  the  U.S. 
Pharmacopeial  Convention  on  March 
22,  1975. 

Johannes  Virks,  M.D.,  as  representa- 
tive on  the  ACI  Subcommittee  on 
Medical  Care. 

Charles  E.  Millard,  M.D.  and  Arthur 

I.  Geltzer,  M.D.,  as  representatives 
on  the  Physicians  Assistant  Study 
Committee. 

Robert  L.  Conrad,  M.D.,  as  representa- 
tive on  the  Ambulance  Service  Co- 
ordinating Board. 

Drs.  Robert  V.  Lewis,  John  J.  Cunning- 
ham, William  J.  MacDonald,  Stephen 

J.  Hoye,  Francis  B.  Sargent  and  Ed- 


mund T.  Hackman,  as  the  Rhode 

Island  Medical  Society  delegates  to 

the  Council  of  New  England  Medical 

Societies. 

15.  The  Ccuncil  approved  of  the  in- 
stallation of  an  outside  and  inside  hand 
railing  for  the  Rhode  Island  Medical 
Society  building. 

16.  The  Council  approved  of  a joint 
sponsorship  of  the  Tel-Med  Program 
by  the  Rhode  Island  Medical  Society 
and  the  Rhode  Island  Department  of 
Health.  Costs  of  this  program  will  be 
met  entirely  by  the  Department  of 
Health. 

17.  The  Council  was  informed  that 
the  President  of  the  Society  had  named 
his  appointed  committees  for  1974-75. 
(See  Appendix  A.) 

18.  Approval  was  given  of  the  Presi- 
dent’s appointment  of  Drs.  Robert 
Westlake  and  Rosario  Tomaselli  to  the 
Medical  Advisory  Board  to  the  Regis- 
trar of  Motor  Vehicles. 

19.  The  Council  was  informed  that 
the  Pediatrics  staff  of  St.  Joseph’s  Hos- 
pital and  the  Council  on  Medical  Staffs 
will  meet  conjointly  on  Monday,  Sep- 
tember 23  at  7 :30  p.m.  at  the  Old  Can- 
teen Restaurant  and  that  the  main 
speaker  will  be  Dr.  Jose  Garcia  Oiler, 
President,  American  Council  on  Medi- 
cal Staffs. 

20.  The  Council  approved  a recom- 
mendation that  the  Public  Policy  and 
Relations  Committee  of  the  Rhode  Is- 
land Medical  Society  meet  with  repre- 
sentatives of  Blue  Shield  to  discuss  the 
problems  of  physician  advertising  vs. 
HMO  advertising  and  to  determine  the 
proper  code  of  advertising  for  Blue 
Shield  sponsored  HMOs  so  as  to  pre- 
sent fairly  the  dual  choice. 

21.  The  Council  approved  the  con- 
cept embodied  in  a letter  from  Dr. 
Peter  Mathieu,  President  of  the  Provi- 
dence Medical  Association,  to  Doctor 
Chaset  to  expand  the  President’s  Coun- 
cil of  Medical  Staffs  from  the  present 
district  concept  to  include  participants 
from  all  Rhode  Island  hospitals. 

22.  The  Council  was  informed  that 
Mr.  Edward  J.  Lynch  had  been  named 

(Concluded  on  Page  6) 
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Appointed  Committees  Of 

AGING  COMMITTEE 
Raymond  Moffitt,  M.D.,  Chairman 
P.  Joseph  Pesare,  M.D. 

Joseph  G.  McWilliams,  M.D. 

William  E.  Reeves,  M.D. 

Mark  A.  Yessian,  M.D. 

Richard  Kraemer,  M.D. 

A.  Lloyd  Lagerquist,  M.D. 

Alfredo  C.  Cassiet,  M.D. 

Hubert  Holdsworth,  M.D. 

Perry  Garber,  M.D. 

Michael  S.  Barrett,  M.D. 

Johannes  Virks,  M.D. 

Stephen  J.  Richman,  M.D. 

Elmer  T.  Gale,  M.D. 

ALCOHOLISM  COMMIT.TEE 
Roswell  Johnson,  M.D.,  Chairman 
Eliot  B.  Barron,  M.D. 

Edmund  Billings,  M.D. 

Charles  Charon,  MB. 

Leo  Cok,  M.D. 

Arthur  M.  Dell,  M.D. 

Charles  Goodman,  M.D. 

Abraham  Heller,  M.D. 

Donald  F.  Larkin,  M.D. 

John  E.  Murphy,  M.D. 

Theodorous  Schuur,  M.D. 

Nathan  Sonkin,  MJD. 

Richard  T.  McDermott,  M.D. 

Demmie  Mayfield,  M.D. 

Mrs.  Myra  Jones,  Consultant 
ALLIED  HEALTH  PROFESSIONS 
AND  SERVICES  COMMITTEE 
George  F.  Meissner,  M.D.,  Chairman 
Maurice  Adelman,  M.D. 

Robert  E.  Baute,  M.D. 

Arthur  I.  Geltzer,  M.D. 

David  R.  Hallmann,  M.D. 

Joseph  Hansagi,  M.D. 

Robert  V.  Lewis,  M.D. 

Herbert  Lichtman,  M.D. 

Caibre  B.  McCann,  M.D. 

Charles  E.  Millard,  M.D. 

Harold  Woodcome,  M.D. 

BLOOD  BANK  COMMITTEE 
Enold  H.  Dahlquist,  M.D.,  Chairman 
Salvatore  R.  Allegra,  M.D. 

Maurice  Albala,  M.D. 

Joseph  A.  Chazan,  M.D. 

Marvin  A.  Chemow,  M.D. 

Leroy  S.  Chapnick,  M.D. 

Israel  Diamond,  M.D. 

Jose  Galardy,  M.D. 

Joseph  Hansagi,  M.D. 

Herbert  Lichtman,  M.D. 


The  Rhode  Island  Medical 

Thomas  S.  Micolonghi,  M.D. 

Henry  T.  Randall,  M.D. 

Nora  Spens,  M.D. 

William  R.  Thompson,  M.D. 

CANCER  COMMITTEE 
George  Coleman,  M.D.,  Chairman 
Martin  E.  Felder,  M.D. 

Herbert  Fanger,  M.D. 

J.  Merrill  Gibson,  M.D. 

David  Hallmann,  M.D. 

Louis  Leone,  M.D. 

Henry  McDuff,  M.D. 

J.  Douglas  Nisbet,  M.D. 

Thomas  Perry,  M.D. 

Fred  Vohr,  M.D. 

Banice  M.  Webber,  M.D. 

CHILD-SCHOOL  HEALTH 
COMMITTEE 

Jay  M.  Orson,  M.D.,  Chairman 
John  T.  Barrett,  M.D. 

James  F.  Brown,  M.D. 

John  E.  Farley,  Jr.,  M.D. 

Frank  Giunta,  M.D. 

Hector  Jaso,  M.D. 

Herman  B.  Marks,  M.D. 

Betty  B.  Mathieu,  M.D. 

William  McDermott,  M.D. 

John  B.  Montgomery,  M.D. 

Wilson  F.  Utter,  M.D. 

F.  Edward  Yazbak,  M.D. 

Kenneth  Ainley,  Ph.D. 

CONTINUING  MEDICAL 
EDUCATION 

Howard  S.  Browne,  Jr.,  M.D.,  Chairman 
Bertram  H.  Buxton,  Jr.,  M.D. 

Frederick  Eckel,  M.D. 

Russell  Hager,  M.D. 

William  J.H.  Fischer,  Jr.,  M.D. 

Milton  W.  Hamolsky,  M.D. 

Robert  Hopkins,  MJD. 

Francis  Lamb,  M.D. 

Patrick  Levesque,  M.D. 

J.  Jerry  Rodos,  D.O. 

Kenneth  L.  Smith,  DjO. 

John  J.  Walsh,  M.D. 

Alex  M.  Burgess,  M.D. 

Robert  P.  Sami,  M.D. 

Demmie  Mayfield,  M.D. 

Mr.  Gerald  G.  McClure 
Ben  W.  Feather,  M.D. 

COMMITTEE  ON  THE  DELIVERY 
OF  MEDICAL  CARE 
Joseph  E.  Caruolo,  M.D.,  Chairman 
Robert  E.  Baute,  M.D. 

R.  F.  Corrente,  M.D. 
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Frederick  Eckel,  M.D. 

John  P.  Grady,  M.D. 

Thomas  F.  Head,  M.D. 

Charles  A.  Hall,  Jr.,  M.D. 

Rudolf  A.  Jaworski,  MjD. 

Patrick  Levesque,  M.D. 

Robert  V.  Lewis,  M.D. 

Charles  E.  Millard,  M.D. 

Stanley  D.  Simon,  M.D. 

Charles  P.  Shoemaker,  M.D. 
COMMITTEE  ON  DRUG  ABUS] 
John  E.  Farley,  Jr.,  M.D.,  Chairmc 
Eliot  B.  Barron,  M.D. 

Robert  S.  Burroughs,  M.D. 

Oscar  Dashef,  M.D. 

Joseph  E.  Donahue,  MJD. 

Judith  Eaton,  M.D. 

Henry  B.  Freye,  M.D. 

Charles  Goodman,  M.D. 

Martin  J.  O’Brien,  M.D. 

William  L.  Mauran,  M.D. 

Pietro  Russo,  M.D. 

Ezra  A.  Sharp,  M.D. 

Allan  R.  G.  Wallace,  M.D. 

EMERGENCY  MEDICAL 
SERVICES 

Robert  L.  Conrad,  M.D.,  Chairman 
Richard  Bertini,  M.D. 

Hayes  Cluxton,  M.D. 

Joseph  J.  Delfino,  M.D. 

Franco  Erculei,  MjD. 

Wilfred  V.  Ethier,  M.D. 

William  F.  Garrahan,  M.D. 

Joseph  S.  Karas,  M.D. 

Francis  D.  Lamb,  M.D. 

Henry  Litchman,  M.D. 

George  VanPetten,  M.D. 

Arnold  Porter,  M.D. 

John  J.  Walsh,  M.D. 

MATERNAL  HEALTH 
COMMITTEE 

Stanley  D.  Davies,  M.D.,  Chairman 
George  Anderson,  M.D. 

Harold  Beddoe,  M.D. 

J.  Kenneth  Beezer,  M.D. 

Bertram  H.  Buxton,  Jr.,  M.D. 

John  E.  Carey,  M.D. 

Herbert  Ebner,  M.D. 

John  R.  Evard,  M.D. 

William  J.  MacDonald,  M.D. 
Joseph  J.  O’Neill,  M.D. 

William  A.  Reid,  M.D. 

Ronald1  Ricco,  M.D. 

John  P.  Wood,  M.D. 

Alvin  G.  Gendreau,  M.D. 


IIVSLETTER 

^pointed  Committees  Of 

[jIHWAY  SAFETY  COMMITTEE 
;mas  McOsker,  M.D.,  Chairman 
,>ert  Baute,  M.D. 
jhony  Migliaocio,  M.D. 

' mas  Nestor,  M.D. 
ijald  H.  Munro,  M.D. 

;ti  A.  Dillon,  M.D. 

:ti  C.  Baxter,  M.D. 

, ler  T.  Gale,  M.D. 

LIAISON  COMMITTEE  WITH 
BROWN 

lhard  P.  Sexton,  M.D.,  Chairman 
'>mas  F.  Head,  M.D. 

: )ert  V.  Lewis,  M.D. 
iliam  J.  MacDonald,  M.D. 
tl  B.  Metcalf,  M.D. 

I irles  B.  Round,  M.D. 

Valicenti,  M.D. 

EDICAL  ASPECT  OF  SPORTS 
A.  Savastano,  M.D.,  Chairman 
Sruno  Agnelli,  M.D. 

Edward  Crane,  M.D. 

rren  W.  Francis,  M.D. 

lis  A.  Fuchs,  M.D. 

liam  F.  Garrahan,  M.D. 

meth  G.  Knowles,  M.D. 

yin  J.  Madden,  M.D. 

hard  E.  Murphy,  M.D. 

ph  F.  Pike,  M.D. 

hony  J.  Rotelli,  M.D. 

fry  M.  Iannotti,  M.D. 

IEDICAL-LEGAL  COMMITTEE 

than  Chaset,  M.D.,  Chairman 

phen  J.  Fortunato,  M.D. 

liaim  F.  Garrahan,  M.D. 

in  P.  Grady,  M.D. 

ll  Nodarse,  M.D. 

•nard  S.  Staudinger,  M.D. 
rshall  A.  Taylor,  M.D. 
d T.  Welch,  M.D. 

ENTAL  HEALTH  COMMITTEE 
!go  Taussig,  M.D.,  Chairman 
pt  B.  Barron,  M.D. 

\T.  Beltran,  M.D. 

:onio  'Capone,  M.D. 

[minic  Coppolino,  M.D. 
i Feather,  M.D. 
ino,  Franek,  M.D. 
irles  Goodman,  M.D. 

:tor  Jaso,  M.D. 
oriel  Najera,  M.D. 
tinar  Nirk,  MjD. 
iis  V.  Sorrentino,  M.D. 
iot  B.  Urdang,  M.D. 
eph  M.  Zucker,  M.D. 
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Max  Faintych,  M.D. 

D.  Robert  Fowler,  M.D. 

Frank  Sullivan,  M.D. 

Abrahatm  Heller,  M.D. 

Thomas  L.  Greason,  M.D. 

NURSING  COMMITTEE 
Maurice  Adelman,  M.D.,  Chairman 
John  A.  Dillon,  M.D. 

A.  S.  DeCarvalho,  M.D. 

Thomas  F.  Head,  M.D. 

Robert  M.  Lord,  M.D. 

Betty  B.  Mathieu,  M.D. 

Robert  W.  Riemer,  M.D. 

Jeannette  Vidal,  M.D. 

Conrad'  Wesselhoeft,  M.D. 

Harold  Woodcome,  M.D. 

PEER  REVIEW  COMMITTEE 
Alton  M.  Pauli,  M.D.  (1977),  Chairman 
Robert  W.  Drew,  M.D.  (1976) 

William  F.  Garrahan,  M.D.  (1975) 
Patrick  R.  Levesque,  M.D.  (1976) 

Frank  J.  Logler,  M.D.  (1975) 

Frank  Merlino,  M.D.  (1975) 

John  J.  Walsh,  M.D.  (1976) 

Martin  E.  Felder,  M.D.  (1977) 

Charles  L.  Hill,  M.D.  (1977) 

PERINATAL  MORTALITY 
COMMITTEE 

Leo  Stem,  M.D.,  Co-Chairman 
Bertram  H.  Buxton,  Jr.,  M.D., 
Co-Chairman 
Lorand  iR.  Brown,  M.D. 

John  E.  Carey,  M.D. 

Robert  D.  Corwin,  M.D. 

Stanley  D.  Davies,  M.D. 

Frank  DeLuca,  M.D. 

Constantine  Demopulos,  M.D. 

Eric  Denhoff,  M.D. 

Herbert  Ebner,  M.D. 

John  R.  Evrard,  M.D. 

Alvin  Gendreau,  M.D. 

John  P.  Grady,  M.D. 

William  McDermott,  M.D. 

Charlotte  T.  Liu,  M.D. 

Joseph  J.  O’Neill,  M.D. 

Allan  J.  Rosenberg,  M.D. 

Patricia  N.  Wold,  M.D. 

F.  Edward  Yazbak,  M.D. 

George  Anderson,  M.D. 

Betty  Vohr,  M.D. 

SCIENCE  FAIR  COMMITTEE 
John  C.  Lathrop,  M.D.,  Chairman 
Daniel  Alves,  M.D. 

Thomas  G.  Breslin,  M.D. 
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David  N.  Newhall,  M.D. 

Roger  Fontaine,  M.D. 

Karl  F.  Stephens,  M.D. 

PHYSICIANS  AND  CARRIERS 
WORKMEN’S  COMPENSATION 
COMMITTEE 

Walter  Cotter,  M.D.,  Chairman 
Stephen  J.  Hoye,  M.D. 

Henry  Litchman,  M.D. 

H.  Gerald  Rock,  M.D. 

Howard  S.  Sturim,  M.D. 

POLLUTION  COMMITTEE 
Francis  Scola,  M.D.,  Chairman 
Orlando  Armada,  M.D. 

Peter  Baute,  M.D. 

George  K.  Boyd,  M.D. 

Thomas  G.  Breslin,  M.D. 

Francis  H.  Chafee,  M.D. 

Manuel  daSilva,  M.D. 

Henry  Freye,  M.D. 

George  J.  Jacewicz,  M.D. 

Marvin  S.  Kerzner,  M.D. 

Gordon  Menzies,  M.D. 

Anthony  J.  Migliaccio,  M.D. 

Joseph  P.  Padayhag,  M.D. 

Alton  M.  Pauli,  M.D. 

Richard1  W.  Perry,  M.D. 

Guy  A.  Settipane,  M.D. 

Francis  P.  Vose,  M.D. 

Charles  A.  Hall,  M.D. 

SOCIAL  WELFARE  COMMITTEE 
Peter  L.  Mathieu,  Jr.,  M.D.,  Chairman 
Orlando  Armada,  MjD. 

Andrew  Blazar,  M.D. 

R.  E.  DeForest,  M.D. 

John  A.  Dillon,  M.D. 

Joseph  L.  Dowling,  M.D. 

Martin  P.  Feldman,  M.D. 

Donald  P.  Fitzpatrick,  M.D. 

Russell  P.  Hager,  M.D. 

Henry  F.  Izeman,  M.D. 

John  A.  Melchionna,  M.D. 

John  B.  Montgomery,  M.D. 

MEDIATION  COMMITTEE 
Nathan  Chaset,  M.D.  (1977) 
Chairman 

Frank  W.  Sullivan,  M.D.  (1984) 
David  R.  Hallman,  M.D.  (1978) 

John  C.  Ham,  M.D.  (1975) 

Robert  V.  Lewis,  M.D.  (1983) 
William  J.  MacDonald,  M.D.  (1982) 
William  A.  Reid,  M.D.  (1976) 

Elihu  Saklad,  M.D.  (1979) 

Francis  B.  Sargent,  M.D.  (1980) 

A.  A.  Savastano,  M.D.  (1981) 
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CHAPIN  ORATOR 

(Concluded  From  Page  1) 
cialty  peer  review  committee  that  such 
cases  be  handled  as  expeditiously  as  pos- 
sible. Dr.  Roswell  D.  Johnson,  Chair- 
man of  the  Alcoholism  Committee,  pre- 
sented current  data  concerning  alco- 
holism. Dr.  A.  A.  Savastano,  Chairman 
of  the  Committee  on  the  Medical  As- 
pect of  Sports,  reported  on  the  success- 
ful meeting  held  at  the  University  of 
Rhode  Island  held  in  August. 

Dr.  Mendell  Robinson,  Chairman  of 
the  Committee  on  Scientific  Work  and 
Annual  Meeting,  announced  that  Dr. 
H.  Sherwood  Lawrence  has  been  elected 
as  the  Chapin  Orator  for  the  1975  an- 
nual scientific  meeting  which  will  be 
held  April  16  at  the  Chateau  de  Ville  in 
Warwick.  Doctor  Lawrence  is  the  dis- 
coverer of  the  “Transfer  Factor.”  In 
his  report  to  the  House,  Doctor  Robin- 
son said  that  the  annual  meeting  will 
include  an  afternoon  scientific  session 
and  evening  dinner  dance.  Dr.  Mal- 
colm C.  Todd,  President  of  the  AMA, 
will  also  be  included  in  the  program. 

Dr.  Robert  L.  Conrad,  Chairman  of 
the  Emergency  Medical  Services  Com- 
mittee, reported  on  the  expansion  of  the 
Emergency  Medical  Technician  course 
at  Rhode  Island  Junior  College  from 
72-81  hours  to  conform  with  the  re- 
quirements of  the  Department  of 
Transportation. 

Dr.  John  P.  Grady,  Chairman  of  the 
Trustees  of  the  Medical  Society  Build- 
ing, announced  that  Doctor  Nodarse’s 
request  for  the  installment  of  hand  rails 
at  the  front  steps  and  the  stairs  was 
recommended  to  the  Council  and  the 
Council  approved  the  request  of  Doc- 
tor Nodarse.  In  his  report,  Doctor 
Grady  also  said  that  air  conditioning 
units  have  been  installed  in  the  execu- 
tive office  and  the  reading  room. 

Dr.  Raymond  E.  Moffitt,  Chairman 
of  the  Committee  on  Aging,  reported 
on  a recent  meeting  which  his  commit- 
tee held.  Dr.  Bertram  H.  Buxton,  Jr., 
Co-Chairman  of  the  Committee  on 
Perinatal  Mortality,  indicated  that  his 
committee  will  attempt  to  stimulate  the 
interests  of  hospitals  with  maternity 
services  throughout  the  state  in  the  col- 


Providence 
Medical  Association 
Conference  on 
HMOs 

The  .Health  .Maintenance  .Organization 
Act  of  1973  provides  for  an  alternative  to 
existing  health  care  systems.  The  law  au- 
thorizes over  $375  million  to  be  spent  over 
a five  year  period  to  encourage  the  organi- 
zation and  implementation  of  HMOs. 

WHAT  WILL  BE  THE  IMPACT  OF  THE 
HMO  LAW  ON  RHODE  ISLAND? 

WHAT  IS  AN  HMO? 

HOW  COMPREHENSIVE  MUST  AN  HMO 
BE? 

For  answers  to  these  questions  and  others, 
plan  to  attend  an  HMO  Conference,  spon- 
sored by  the  Providence  Medical  Associa- 
tion on  Wednesday,  October  30,  1974  at 
7:30  p.m.  at  the  Rhode  Island  Medical  So- 
ciety Auditorium,  106  Francis  Street,  Provi- 
dence. 

Panelists  will  include  representatives  from 
HEW  in  Washington,  D.C.,  Blue  Shield  and 
another  insurance  company  involved  in 
HMOs. 


SECRETARY'S  REPORT 

(Concluded  From  Page  3) 
Executive  Director  of  the  RIPSRO, 
Inc.,  effective  July  1.  Mr.  Lynch  was 
presented  with  a plaque  from  the  Coun- 
cil in  recognition  of  his  diligent  and 
assiduous  efforts  over  the  past  six  years 
on  behalf  of  the  Rhode  Island  Medical 
Society. 

23.  The  Council  was  informed  that 
Mrs.  Mary  Sciarra  has  joined  the  staff 
of  Rhode  Island  PSRO.  Mrs.  Sciarra,  a 
staff  secretary  at  the  Rhode  Island 
Medical  Society  for  five  years,  has  done 
an  excellent  job  for  Rhode  Island  phy- 
sicians and  will  continue  these  fine  ef- 
forts with  Rhode  Island  PSRO. 


Public  TV  Plans  Talks 
To  Families  On  Alcoholism 

(Concluded  From  Page  2) 
lished  by  WQED  as  part  of  a complete 
plan  for  community  utilization  and 
submitted  to  each  of  the  247  PBS  af- 
filiates. 

lation  of  certain  data  as  means  of 
measurement  of  the  effectiveness  of  a 
hospital’s  obstetric  and  neonatal  pro- 
grams in  practices. 


MEMBERSHIP  STUDY 

(Concluded  From  Page  1) 

lence  Fund  for  a three  year  n 
(1977). 

Dr.  William  J.  MacDonald  of  1 >v 
dence  and  Dr.  John  J.  Cunninghtq 
Pawtucket  were  elected  as  delegate  n 
alternate  delegate  to  the  AMA  fcj 
term  of  January  1,  1975  through) 
cember  31,  1976. 

Society  dues  in  1975  will  rema  : 
the  current  level  of  $100  for  mer* 
in  practice  more  than  one  year  am  iS 
for  those  in  their  first  year  of  pra  c 

The  House  approved  the  Cou  J 
recommendation  to  empower  the  1 s 
dent  to  appoint  a committee  to  d 
into  the  feasibility  of  hiring  a lob  i 
to  represent  the  interests  of  the  R1 
within  the  limits  of  the  current  bu<: 

Dr.  Herbert  F.  Hager  was  nomir : 
by  the  House  to  fill  a vacancy  om 
Blue  Shield  Board  of  Directors  ca : 
by  the  death  of  Dr.  Earl  J.  Mara. 

Dr.  Joseph  E.  Caruolo  was  ele: 
to  fill  the  unexpired  term  of  Dc: 
Mara  on  the  Blue  Cross  Board  of 1 
rectors. 


ALCOHOLISM 
COVERAGE  ACTIO 
ANNOUNCED 

Dr.  Roswell  Johnson,  M.D.,  Cl 
man  of  the  Society’s  Alcoholism  C 
mittee,  has  been  informed  by  the 
tional  Council  on  Alcoholism  that 
Hartford  Insurance  Group,  under 
group  medical  expense  insurance  p 
cies,  will  now  handle  the  cost  of  tr 
ment  for  Alcoholism.  This  action 
effective  immediately  and  applies  to 
of  Hartfords’  group  health  insura 
contracts  nationwide.  The  Compan] 
acting  in  response  to  Connecticut  G 
ernor  Meskill’s  approval  of  legislat 
requiring  all  new  group  insurance  p 
cies  issued  or  substantially  amended 
Connecticut  to  include  such  a prc 
sion. 


BROWN  UNIVERSITY 

Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


Wednesday,  October  16,  1974 


THE  ELEVENTH  ANNUAL  MAURICE  N.  KAY  PEDIATRIC  Roger  Wms.  General  Hospital 

SYMPOSIUM  Kay  Auditorium 

"Clinical  Genetics  in  Perspective  — Present  and  Future" 

MODERATOR:  Leo  Stern,  M.D. 

Pediatrician-in-Chief,  Rhode  Island  Hospital  and 
Providence  Lying-In  Hospital,  Professor  of  Medi- 
cal Sciences  Section  Leader,  Section  on  Human 
Growth  and  Development,  Brown  University  Pro- 
gram in  Medicine 
Brown  University 
Providence,  Rhode  Island 


Registration  and  Coffee  Hour 


1 0:00  a.m.  to  1 1 :00  a.m. 


Morning  Session 

HEREDITARY  DISORDERS  OF  THE  RED  CELL 
David  Nathan,  M.D. 

Chief,  Division  of  Hematology,  Children's  Hos- 
pital Medical  Center,  Associate  Professor  of  Pedi- 
atrics, Harvard  Medical  School 
Boston,  Massachusetts 

CHROMOSOME  STUDIES  IN  SPONTANEOUS  ABORTIONS 
AND  THEIR  IMPLICATIONS 

David  H.  Carr,  M.B.,  Ch.B.,  Ph.D. 

Professor  of  Anatomy 
McMaster  University 
Hamilton,  Ontario,  Canada 

Luncheon  — Hospital  Cafeteria 

Afternoon  Session 

CLINICAL  CLUES  SUGGESTING  METABOLIC  ERRORS 
Yujen  Edward  Hsia,  B.M.,  M.R.C.P.,  D.C.H. 

Associate  Professor  of  Human  Genetics  and  Pedi- 
atrics; Director  of  Genetics  Clinic 
Yale  University  School  of  Medicine 
New  Haven,  Connecticut 


11:00  a.m.  to  1:00  p.m. 
1 1 :00  a.m. 


12:00  noon 


1:00  p.m.  to  2:00  p.m. 
2:00  p.m.  to  5:00  p.m. 
2:00  p.m. 


Thursdays 

7:30  a.m. 
8:30  a.m. 
9:00  a.m. 
9:00  a.m. 
9:30  a.m. 
11:00  a.m. 
1 1 :00  a.m. 
12:00 
12:00 
1:00  p.m. 
1:00  p.m. 
2:00  p.m. 

2:30  p.m. 
3:00  p.m. 
4:30  p.m. 
8:00  p.m. 


Fridays 


8:30 

a.m. 

8:30 

a.m. 

10:30 

a.m. 

11:00 

a.m. 

11:30 

a.m. 

1 1 :45 

a.m. 

12:00 

12:00 

12:00 

12:30 

p.m. 

1:00 

p.m. 

1:00 

p.m. 

2:00 

p.m. 

4:00 

p.m. 

Saturdays 

8:00  a.m. 
8:30  a.m. 
9:00  a.m. 


Surgical  Service  Meeting,  Miriam  Hospital,  Sopkin  Auditorium 
Cine  Angiography  Conference,  Miriam  Hospital,  X-Ray  Department 
Cardiac  Grand  Rounds,  Miriam  Hospital  (1st;  2nd;  3rd  Thursday  only) 

Pulmonary  Conference,  Memorial  Hospital,  Pulmonary  Conference  Room 
Medical  X-Ray  Conference,  Memorial  Hospital,  X-Ray  Department 
Physician-in-Chief's  Rounds,  Roger  Williams  General  Hospital,  West  2 Conf.  Room 
Medical  Grand  Rounds,  Miriam  Hospital,  Sopkin  Auditorium 
X-Ray  Conference,  Miriam  Hospital,  Pathology/ Radiology  Classroom 
*Renal  Conference,  Rhode  Island  Hospital,  9th  Floor  Conference  Room  — Dialysis  Unit 
Dermatology  Rounds,  Roger  Williams  General  Hospital,  West  2 Conference  Room 
‘Rheumatology  Conference,  Miriam  Hospital,  Sopkin  Auditorium 
Dermatology-Pathology  Resident's  Conference,  Roger  Williams  General  Hospital,  Path- 
ology Conference  Room 

Topic  Conference,  Miriam  Hospital,  Surg.  Res.  Conf.  Room  (1st;  2nd;  3rd  Thursday  only) 
Surgical  Service  Meeting,  Memorial  Hospital,  Richardson  Lecture  Room  1 
Surgeon-in-Chief's  Rounds,  Memorial  Hospital,  Staff  Room 

Peripheral  Vascular  Conference  — Surgical  Conf.  Room  — Prior-4  (2nd  Thursday  only) 
Roger  Williams  General  Hospital 


Surgical  Research  Conference,  Miriam  Hospital,  Surgical  Resident's  Conference  Room 
Urology  Rounds,  Roger  Williams  General  Hospital,  Pathology  Conference  Room 
Pediatric  Grand  Rounds,  Rhode  Island  Hospital,  George  Auditorium 
Clinical  Pathology  Conference,  Miriam  Hospital,  Sopkin  Auditorium  (4th  Friday  only) 
Rehabilitation  Rounds  and  Conference,  Miriam  Hospital,  Physical  Therapy  Department 
Cardiology  Conference,  Rhode  Island  Hospital,  George  Auditorium 
Surgical  Conference  — Surgical  Conf.  Room  — Prior  4,  Roger  Williams  Gen.  Hosp. 
Gastroenterology  Pathology  Conference,  Miriam  Hospital,  Pathology/ Radiology  Class- 
room (2nd  Friday  only) 

Gastroenterology  Radiology  Conference,  Miriam  Hospital,  Pathology/ Radiology  Class- 
room (4th  Friday  only) 

Neurological  Rounds,  Miriam  Hospital 

The  Topic  Conference,  Miriam  Hospital,  H-3  Conference  Room 

Surgical  Chairman's  Rounds  — E-3  Conference  Room,  Roger  Williams  General  Hospital 
Physician-in-Chief's  Rounds,  Miriam  Hospital,  H-3  Conference  Room 
Thoracic-CV  Conference,  Rhode  Island  Hospital,  537  APC 


‘Surgical  Grand  Rounds,  Miriam  Hospital,  Sopkin  Auditorium 
Ob-Gyn  Rounds,  Providence  Lying-In  Hospital,  Auditorium,  Nurses  Annex 
Surgical  Teaching  Rounds,  Miriam  Hospital,  O.  R.  Dressing  Room 


‘Alternate  Weeks 
“Alternate  Months 


NOTE:  A listing  of  Brown  University  affiliated  hospital  rounds  will  be  published  semi-annually 
in  this  Journal.  Meeting  notices  and  inquiries  should  be  sent  to  Brown  University  Cal- 
endar of  Events,  Box  G,  Providence,  R.  I.  02912 


BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 


Providence,  Rhode  Island  02912 
863-3231 


ecui 


PRIMARY  CARE  AND  FAMILY  PRACTICE 


Our  society  relies  on  its  academic  institutions  for 
the  training  of  practicing  physicians.  It  is  there- 
fore, important  that  medical  educators  antici- 
pate future  modes  of  practice  when  designing  under- 
graduate medical  educational  programs.  Program 
planning  in  1974  must  take  into  consideration  what 
the  practice  of  medicine  will  be  like  in  the  late 
1980s  since  that  is  when  currently  matriculating 
freshman  pre-medical  students  will  complete  their 
years  of  supervised  training  and  enter  practice. 

Will  the  profession  continue  to  evolve  in  the 
direction  of  increased  specialization,  or  will  this 
trend  be  reversed  and  will  we  be  training  larger 
number  of  generalists?  If  specialization  continues 
to  predominate,  will  there  be  proliferation  of  multi- 
specialty clinics  and  group  practices  in  American 
communities?  Will  society  be  able  to  provide  funds 
adequate  for  the  maintenance  of  the  complex  equip- 
ment and  other  support  which  specialty  practices 
require?  How  will  large,  community-based,  multi- 
specialty clinics  relate  to  hospitals  and  to  hospital- 
based  specialists?  Who  will  guide  the  patient  to  the 
proper  facility  or  specialist? 

Although  virtually  all  American  medical  educa- 
tors are  specialists,  there  has  recently  been  in- 
creased interest  by  American  medical  schools  in  the 
training  of  generalists  and  primary  care  physicians. 
There  are  many  reasons  for  this  renewed  interest, 
not  the  least  of  which  has  been  community  pressure 
stimulated  by  an  awareness  of  the  progressively 
decreasing  number  of  primary  care  physicians  in 
the  nation.  At  one  time,  many  educators  envisioned 
replacement  of  generalists  by  multi-specialty  group 
practices  which,  it  was  thought,  would  proliferate 
across  the  land  and  bring  to  the  population  the 
expertness  of  specialty  practice  combined  with  the 
availability  of  general  practice.  After  more  *han 
two  decades  of  awaiting  such  developments,  these 


educators  and  health  planners  have  begun  to  de- 
spair: in  1952,  only  7 percent  of  physicians  were 
in  group  practice  and  most  of  these  were  in  three- 
and  four-man  groups.  In  1972,  the  percentage  in 
group  practice  was  15  percent,  but  most  of  the  in- 
crease consisted  of  single-specialty  groups.  During 
the  last  20  years,  our  nation  has  seen  little  growth 
in  the  number  of  broad-spectrum,  multi-specialty 
groups.  There  appears  to  be  no  agency  in  the  com- 
munity which  can  effectively  sponsor  or  facilitate 
the  development  of  such  groups;  and  the  problems 
of  professional  priorities  and  financial  equity  in 
such  enterprises  are  formidable. 

Thus,  it  seems  reasonable,  at  this  time,  to  look 
for  alternative  solutions  to  the  problem  of  the  pro- 
vision of  primary  care.  One  obvious  alternative 
would  be  a return  to  the  training  of  generalists. 
This  is  the  mission  of  family  practice  training  pro- 
grams now  being  established  in  most  medical  schools 
throughout  the  nation. 

Reliance  upon  family  practitioners  as  a principal 
resource  for  the  provision  of  primary  and  continu- 
ing care  rests  upon  certain  general  assumptions. 
First,  that  it  is  possible,  in  a post-graduate  train- 
ing program  of  reasonable  duration,  to  develop  an 
acceptable  level  of  competence  in  so  broad  a disci- 
pline. Second,  that  it  will  be  possible  for  practi- 
tioners, thus  educated,  to  provide  accessible  pri- 
mary and  continuing  care  in  the  community,  either 
functioning  alone  or  in  cooperative  enterprises.  And 
third,  that  family  practitioners  will  be  able  to  re- 
late with  ease  to  specialty  practitioners  and  specialty 
centers  so  that  the  care  of  the  patient  may  be  ex- 
peditiously transferred  when  appropriate. 

To  many  medical  educators,  it  appears  that  all 
of  these  conditions  can  be  met  by  providing  those 
medical  graduates  interested  in  family  care  with 
(Continued  on  next  page) 
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university-based,  high-quality  training  in  medicine, 
pediatrics,  obstetrics,  psychiatry,  community  medi- 
cine, and  various  relevant  subspecialties  in  a three- 
year  residency  program.  Considerable  clinical  ex- 
perience is  built  into  such  programs  as  may  be 
seen  in  the  following  typical  example: 


FIRST  YEAR 


Family  Practice  Model 
Medicine  (Inpatient) 
Pediatrics  (Includes  5 
clinics  per  week 
Obstetrics  (Includes  3 
clinics  per  week) 
Surgery 

Emergency  Room 


l/2  day  per  week/12  mos. 
4 months 

3 months 

2 months 
2 months 
1 month 


SECOND  YEAR 


Family  Practice  Model 
Medicine  (Inpatient) 
Pediatrics  (Ambulatory) 
Community  Medicine 
Psychiatry 

Obstetrics-Gynecology 
Ambulatory  Sub- 
specialties 


3 y2  days  per  wk.  12  mos. 
17  weeks 

10  weeks 
5 weeks 

4 weeks 
8 weeks 

8 weeks 


THIRD  YEAR 


Family  Practice  Model 
Inpatient  Services  (As 
Resident) 

Medicine 

Pediatrics 

Electives 


3 y2  days  per  wk./12  mos. 


4 months 
4 months 
4 months 


Ambulatory  medicine  is  emphasized  but  consider- 
able in-patient  experience  is  provided.  The  Family 
Practice  Model  affords  the  resident  an  opportunity 
to  assume  primary  responsibility  for  the  continuing 
care  of  entire  families  for  an  extended  period  of 
time,  oiten  two  or  three  years.  Out-patient  experi- 
ence is  stressed  but  there  is  time  for  significant 
in-patient  training. 

Physicians,  thus  trained,  may  practice  in  urban 
areas  where  they  have  tended  to  establish  small, 
single  specialty  family  practice  groups;  or  they  may 
elect  to  practice  in  rural  areas,  often  as  sole  prac- 
titioners with  strong  community  ties  but  close  asso- 
ciations with  one  or  more  specialty  centers.  These 
family  practitioners,  having  been  intensively  trained 
in  university  programs,  are  able  to  maintain  liaison 
with  their  more  specialized  colleagues  and  patient 
How  in  both  directions  is  facilitated. 

Family  practice  training  programs  are  a relative- 
ly new  development  in  medical  education.  To  many 
medical  educators,  this  approach  to  the  solution  of 
the  nation’s  primary  care  problem  seems  worth  a 
try.  We  at  Brown  University  share  this  belief  and 
are  making  a serious  effort  with  the  administration 
and  staff  of  the  Memorial  Hospital,  as  well  as  other 
institutions,  to  bring  such  a program  into  being 
in  Rhode  Island. 

David  S.  Greer,  M.D. 

Associate  Dean  oj  Medical  Affairs 
Brown  University 


z 


LIBRARY  OF  THE  RHODE  ISLAND  MEDICAL  SOCIETY 

Ninth  Book  Clearance  of  Duplicates 

October  28-November  1,  8 A.M.  to  4:30  P.M. 

Evening  of  October  30,  7:30  P.M. 

November  4-November  8,  8 A.M.  to  4:30  P.M. 

Lists  of  important  items  will  be  sent  on  request  after  October  15. 
Quick  clearance  material  will  not  be  listed. 
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Rhode  Island  Medical  Journai 


Book  Review 

MEDICAL  RESEARCH  SYSTEMS  IN  EUROPE 
A joint  Wellcome  Trust-Ciba  Foundation  sym- 
posium. Ciba  Foundation  Symposium  21  (new 
series).  Elsevier  . Excerpta  Medica  . North  Hol- 
land, 1973.  Associated  Scientific  Publishers,  52 
Vanderbilt  Avenue,  New  York,  N.Y.,  10017 
This  is  a collection  of  some  two  dozen  papers 
read  at  a symposium  held  in  London  in  March, 
1973  and  jointly  sponsored  by  the  Wellcome  Trust 
and  the  Ciba  Foundation.  The  purpose  of  the  meet- 
ing was  to  foster  increased  European  cooperation  in 
medical  research.  The  individual  papers  described 
the  systems  of  medical  research  and  the  methods 
of  financing  in  the  various  countries.  While  several 
countries  of  the  eastern  bloc  participated,  the  USSR 
and  Czechoslovakia  were  not  represented. 

In  general  there  was  a complaint  of  lack  of  suf- 
ficient funding.  In  some  of  the  countries  where 
medical  school  admissions  are  unlimited  a lack  of 
faculty  time  for  research  was  a serious  problem  be- 
cause of  the  overwhelming  demands  upon  time  for 
teaching. 

There  is,  generally,  a larger  emphasis  on  the  tra- 
ditional European  research  institute  type  of  set-up, 
rather  than  the  integrated  hospital-university  sys- 
tem prevalent  in  this  country.  There  is,  however,  a 
tendency  for  transition  to  the  American  system. 

The  quality  of  individual  research  probably  com- 
pares favorably  in  most  countries  with  that  in  the 
USA,  but  the  difficulties  of  financing  and  finding 
available  time  present  a chronic  and  serious  prob- 
lem. The  climate  in  Great  Britain  and  the  Scandi- 
navian countries  as  described  in  the  papers  would 
probably  be  most  congenial  for  American  investi- 
gators. 

The  candor  of  the  participants  in  analyzing  and 
revealing  their  own  difficulties  and  problems  without 
engaging  in  chauvinistic  reticence  was  refreshing. 
The  purpose  of  the  symposium,  in  illuminating  the 
deficiencies,  was  well  served.  Whether  the  national 
philosophies  and  barriers  to  adequate  financing 
will  readily  be  altered  by  this  well  meaning  exer- 
cise seems  doubtful. 

While  it  was  interesting  and  revealing  to  this 
reviewer  to  get  a glimpse  behind  the  formal  facade 
of  academia  in  so  many  European  countries,  this 
collection  of  papers,  a valuable  and  well  written 
contribution  to  a specialized  literature,  is  not  rec- 
ommended for  the  general  medical  reader. 

Seebert  J.  Goldowsky,  M.D. 


INTERNIST 

Major  Rhode  Island  Industrial  manufacturer 
located  in  the  Providence  area  needs  internist 
10  hours  per  week  to  supervise  employee 
health  program;  to  conduct  health  examina- 
tions. Fully  staffed  and  well  equipped  medical 
department.  Send  resume  and  salary  require- 
ments to: 

Personnel  Department 
P.  O.  Box  2055 

Providence,  Rhode  Island  02905 
An  Equal  Opportunity  Employer— M/F 

Attractive  Ft  Functional  Offices 


Division  of  National  Office  Supply  Co. 


Designers  FI  Suppliers  of  Offices 

36  Branch  Avenue  Providence,  R.  I.  02904 
(Jet.  No.  Main  St. > GAspee  1-5228 
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Peripatetics 

RICHARD  E.  KUHN  has  been  elected  Presi- 
dent of  the  Medical  Staff  at  Notre  Dame  Hospital. 
Elected  Vice  President  was  ALTON  M.  PAULL, 
Sec retary -Treasurer,  JOHN  M.  THORP,  and  PAUL 

B.  METCALF,  Chief  of  Surgery. 

£ * * 

The  Rhode  Island  Heart  Association  elected 
FRANCIS  D.  LAMB  President-Elect  and  FIOR- 
INDO  A.  SIMEONE  Treasurer  at  its  annual  meet- 
ing. 

Also  elected  to  three-year  terms  each  on  the 
Board  of  Directors  were  CAIRBRE  McCANN  and 
JOHN  O.  STROM.  IRVING  T.  GILSON  was  re- 
elected to  a three-year  term  as  a member  of  the 
Board  of  Directors. 

* * * 

The  first  physician  to  complete  residency  train- 
ing at  Brown  University's  new  psychiatry  resi- 
dency training  program  is  JAMES  P.  McGUIRE. 

* * * 

THOMAS  J.  PAOLINO,  JR.,  Chief  of  Butler 


Introducing 

NUVEEN 
TAX-EXEMPT 
BOND  FUND 

Check-a-Month  Plan 
Series  60 

The  coupon  below  will  bring  information  on 
how  to  obtain  income  w hich  is  entirely  exempt 
from  Federal  income  taxes,  in  the  opinion  of 
counsel.  This  new  series  consists  of  200,000 
units— each  of  which  offers  you  a share  in  a 
$20,000,000  par  value  portfolio  of  profession- 
ally selected  municipal  bonds.  The  Fund's 
chief  objectives  are  conservation  of  capital  and 
tax-free  return.  Participants  receive  a monthly 
check  for  their  proportionate  share  of  the  tax- 
free  interest.  For  a free  prospectus,  call  or 
write  your  nearest  Nuveen  office  or: 


WAYNE  E.  CROSS 

1*49  W«rt  Shoe*  Road,  Warwick,  R.  1—738-4574 


representing 

INVESTORS  DIVERSIFIED  SERVICES 

Please  send  me  information  of  the  Nuveen 
Check -a-Month  Plan. 


A<Mre»s_ 
City 


NUVEEN 

TAX-EXEMPT 

BOND  FUND 
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Hospital’s  General  In-Patient  Program,  has  been 
named  Director  of  the  Butler  Hospital  In-Patient 
Division. 

* * * 

Elected  President  of  The  Miriam  Hospital  Medi- 
cal and  Dental  Staff  Association  at  a recent  an- 
nual meeting  was  MARTIN  E.  FELDER.  He  suc- 
ceeds MELVIN  D.  HOFFMAN.  Other  officers  are 
HENRY  LITCHMAN,  Vice  President,  STANLEY 
SIMON,  Secretary,  HENRY  F.  IZEMAN,  Treas- 
urer, and  PHILIP  A.  TORGAN,  Member  at  Large. 
* * * 

MICHAEL  FRIEDLAND,  Coordinator,  Clini- 
cal Education  at  The  Miriam  Hospital,  has  as- 
sumed the  responsibilities  of  Director  of  the  In- 
tensive Care  Unit.  He  will  be  assisted  by  JACK 
H.  KLIE  and  S.  FREDERICK  SLAFSKY. 

* * * 

DAVID  KASS,  psychiatrist,  discussed  ‘‘Current 
Status  of  Community  Mental  Health”  at  the  annu- 
al meeting  of  the  Cranston  Mental  Health  Associ- 
ation. 

* * * 

HENRY  LITCHMAN  will  be  spending  the 

month  of  June  in  Israel  by  invitation  of  the  Zefat 
General  Hospital  in  the  Galilee  region.  Doctor  Lit- 
chman  will  be  lecturing  and  participating  in  the 
orthopedic  reconstruction  of  civilian  and  military 
casualties  in  the  Golan  Heights. 

* * * 

DANIEL  PERL  discussed  "The  New  Genetics  — 
A Moral  and  Medical  Challenge’’  at  the  Men’s  Club 
of  the  Barrington  Jewish  Center. 

* * * 

STANLEY  ARONSON,  Director  of  Pathology 
and  Laboratory  Medicine,  was  the  guest  speaker  at 
the  meeting  of  the  National  Association  of  Bank 
Women.  Doctor  Aronson  discussed  “'The  Brown 
Pregram  in  Medicine,  Status  and  Significance  for 
the  Rhode  Island  Community.” 

* * * 

FIORINDO  A.  SIMONE  has  been  elected  a 
Trustee  of  The  Miriam  Hospital  Corporation.  Prior 
to  the  hospital’s  corporation’s  annual  meeting,  Doc- 
tor Simeone,  retiring  surgeon-in-chief,  was  honored 
at  a Miriam  People  Dinner.  Doctor  Simeone  was 
presented  with  a chair  for  his  distinguished  service 
to  The  Miriam  Hospital  and  to  the  Rhode  Island 
community. 

(Concluded  on  page  393) 


356 


Rhode  Island  Medical  Journal 


T riaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 


The  more  physicians 
consider  the  hemodynamics  o’ 
lowering  blood  pressure... 


tained?  And,  also,  is  there 
likely  to  be  drug-induced  pos 
tural  hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET* 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


the more  physicians  rely 
on  this  unique 
antihypertensive 


:or  a brief  summary  of  prescribing  information, 
)lease  see  following  page. 


)wering  blood  pressure.  But 
here  are  other  considerations 
s well.  Cardiac  output  is  usu- 
lly  maintained  with  nocardiac 
cceleration;  in  some  patients 
ie  heart  rate  is  actually 
lowed.  Peripheral  resistance 
s apparently  reduced. 
.LDOMET  does  not  usually 
ompromise  existing  renal 
jnction;  it  generally  does  not 
educe  renal  blood  flow,  glo- 
nerular  filtration  rate,  or  fil- 
iation fraction.  And  ALDOMET 
suallydoes  not  cause  sympto- 
natic  postural  or  exercise 
iypotension. 


Contraindications  include  active 
hepatic  disease  and  known  sen- 
sitivity to  the  drug.  Use  with 
caution  in  patients  with  a history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a positive  Coombs  test,  hemo- 
lytic anemia,  and  liver  disorders 
may  occur  with  methyldopa  ther- 
apy. The  rare  occurrences  of  he- 
molytic anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum- 
mary of  prescribing  information. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHYLDOPA  I MSD) 

smoothly  lowers  blood  pressure 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  Rarely  fatal  hepatic  necrosis  has  been  re- 
ported. These  hepatic  changes  may  represent  hy- 
persensitivity reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur- 
ing the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyl- 
dopa should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  XJ^e-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
"black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell's  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme.  Division  of  Merck  & Co.,  I/i/C., 
West  Point.  Pa.  19486 ■ 


“Required 
Reading” 
For Your 


Hypertensive 

Patients 


Because  of  the  importance  of 
patient  motivation,  Merck 
Sharp  & Dohme  offers  "High 
Blood  Pressure,"  a concise, 
pocket-sized  booklet  that 
defines  the  patient's  own  role 
in  the  management  of  hyper- 
tension. This  booklet  is  avail- 
able for  you  to  give  to  your 
patients.  It  is  designed  to 
reinforce  your  explanation  of 
hypertension  and  it  emphasizes 
the  importance  of  patient 
understanding  in  adhering  to 
the  regimen  you  prescribe. 

Please  ask  your  Merck  Sharp  & 
Dohme  Professional  Represen- 
tative or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a supply 
of  this  booklet. 


We  help 
you  to  invest 
in  yourself 


Address. 
City 


State 


Home  □ 

Date  of  Birth. 

Use  this  telephone  number 


Office  _ 


Hospital  □ 


~>d 


When  you’re  busy  taking  care  of  other 
people,  it’s  hard  to  find  time  to  take  care 
of  yourself.  That’s  where  we  come  in. 

We’re  experts  in  the  field  of  financial  planning 
for  physicians.  We’ve  done  a lot  of  it  for  physicians 
like  yourself.  In  short,  we  have  the  experience  and 
know-how  to  help  you  achieve  your  own  personal  goals 
...thru  sound,  intelligent,  professional  counseling. 

Whether  it  involves  incorporation,  estate  or  financial  planning, 
profit  sharing  or  pension  plans,  Keogh  plans,  tax  shelter  ideas, 
investments,  life  insurance  or  other  financial  concepts,  our  staff 
has  the  scope  and  capacity  to  analyze  your  personal  situation; 
recommend  the  right  investment  programs;  and  tie  it  all 
together  for  you. 

Want  more  information? 

Give  us  a call,  and  we’ll  arrange  a personal  conference  at  your 
convenience. 

New  England  Physicians 
Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  021 59 
Tel:  (617)  965-5100 

Financial  planning  for  physicians. 

Retirement  Planning  (Keogh,  Pension,  Profit  Sharing) 
endorsed  by  the  Council  of  the 
New  England  State  Medical  Societies. 


New  England  Physicians 
Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  021 59 
Tel:  (617)  965-5100 

I would  like  to  learn  more  about  how  I can  invest  in  myself. 
Name 


V//'//  <30 


Physicians  Seeking  Rhode  Island 


Opportunities 


Douglas  A.  Rund,  M.D. 

1824  Oak  Creek  Drive  #403 
Palo  Alto.  CA  94304 
General  Medicine 

■f  * =t= 

Steven  Kahn,  M.D. 

Major,  Medical  Corps 
Kimbrough  Army  Hospital 
Ft.  Meade,  Maryland  20755 
General  Surgery 

* * * 

R.  A.  Rana,  M.D. 

4B  Colonial  Garden  Apts. 
Bluefield,  YA  24605 

* * * 


Barry  G.  Weinstein,  M.D. 
1945  Peoria 
Apt.  409 

Aurora,  Colorado  80010 
General  Psychiatry 

* * * 

Tahsiung  Tsai,  M.D. 
1935-16A  Eastchester  Rd. 
Bronx, N.Y.  10461 
Ob-Gyn 

* * * 

Martin  Buda,  M.D. 

35  Wellington  Road 
Ardmore,  PA  19003 
Emergency  Room  Physician 
* * * 


John  Harrison,  M.D. 

Thyroid  Study  Laboratory 
University  of  Chicago  Hospitals 
950  E.  59th  Street 
Chicago,  Illinois 

Internal  Medicine  and  Endocrinology 


Edward  J.  Barylak,  M.D. 

408-14th  Avenue,  S.E. 

Rochester.  Minnesota  55901 

General  Internal  Medicine  and  Hematology- 

Oncology 

* * * 

(Concluded  on  page  366) 


MAURICE  N.  KAY  PEDIATRIC  SYMPOSIUM 

PEDIATRIC  SYMPOSIUM  ON  CLINICAL  GENETICS  - The  Eleventh  Annual 

Maurice  N.  Kay  Pediatric  Symposium,  entitled  "CLINICAL  GENETICS  IN  PERSPEC- 
TIVE — PRESENT  AND  FUTURE,"  will  be  presented  at  the  Roger  Williams  General 
Hospital,  Providence,  Rhode  Island  by  the  Department  of  Pediatrics  on  Wednes- 
day, October  16,  1974  from  10  a.m.  to  5 p.m.  Moderator  of  the  program  will  be 
Dr.  Leo  Stern,  Professor  of  Medical  Sciences,  Brown  University.  Guest  speakers 
will  include:  Doctors  Jan  L.  Breslow,  Harvard  Medical  School;  David  H.  Carr, 
McMaster  University,  Hamilton;  Yujen  Edward  Hsia,  Yale  University  School  of 
Medicine;  and  David  Nathan,  Harvard  Medical  School.  No  registration  fee. 

Registration  and  Coffee  Hour 

I 0 a.m.  to  1 1 a.m. 

Morning  Session 

II  a.m.  to  1 p.m. 

"Hereditary  Disorders  of  the  Red  Cell"  Doctor  Nathan 

"Chromosome  Studies  in  Spontaneous  Abortions 
and  their  Implications"  Doctor  Carr 

Luncheon  — Hospital  Cafeteria 

1 p.m.  to  2 p.m. 

Afternoon  Session 

2 p.m.  to  5 p.m. 

"Clinical  Clues  Suggesting  Metabolic  Errors"  Doctor  Hsia 

"Hypercholesterolemia  in  Children"  Doctor  Breslow 

PANEL  DISCUSSION:  All  participants 


1 1 a.m 
12  m. 


p.m. 

p.m. 

p.m. 
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Kids’  Stuff 


Triaminic  Syrup 

medicine  from  Dorsey 


BL-SD 


Division  of  Sandoz-Wander,  Inc. 
LINCOLN,  NEBRASKA  68501 


k 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 


And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 

Contact  Gardner  C.  Borden,  C.P.C.U. 


Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

ONE  SOURCE / TOTAL  INSURANCE 


559-9 


opl’ind 

Profile  "20' 

Results  in 

Lowering  Medical  Costs 

Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


ALL  20  PROCEDURES 
SI  5.00 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph..  D B.S.  M.T.  (ASCP) 


J4orLins  WJicJJ.  a (ora  lonj 

335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL.  421-3100 
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Dx:  Duodenal  ulcer... 

Rx:  Maalox. 

Why  do  people  develop  duodenal  ulcers? 

No  one  knows  with  certainty. . .yet.  Competitiveness? 
Perhaps.  Stress?  Aggressiveness?  All  probably  play  their  parts. 

But  one  thing  is  certain:  in  a disease  characterized  by  a 
gastric-acid  output  that  may  be  four  times  normal,  antacid  therapy 
is  a vital  adjunct  to  effective  clinical  management. 

That’s  where  Maalox  comes  in.  It’s  America’s  number 
one  antacid.  And  has  been  foryears.  The  reasons? 

Maalox  does  precisely  what  an  antacid,  ideally,  is 
intended  to  do.  It  works  fast.  It  neutralizes  effectively.  It  doesn’t 
constipate.  And  its  pleasant  taste  is  well  tolerated— definitely  a 
major  consideration  in  long-term  therapy. 

In  any  ulcer  regimen,  as  you  know,  there  are  many 
factors  to  consider.  But  the  inclusion  of  Maalox,  as  the  antacid  of 
choice,  gives  you  and  your  patient  one  less  thing  to  worry  about. 


Maalox@Suspension 

(12  fl.  oz.  and  5 fl.  oz.  [plastic  bottle]). 

Maalox®  No.  1 Tablets  (0  4Gm  ) 

—no  sugar  and  low  in  sodium. 

Maalox®  No.  2 Tablets  <o.s  Gm.) 

— the  “chew"  tablet  with  double  antacid  action. 


® 


Maalox 

(a  balanced  combination  of 
magnesium  and  aluminum  hydroxides) 


the  number  one  antacid 


JJI  WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa.  19034 


PHYSICIANS  SEEKING 
OPPORTUNITIES 

(Concluded  from  page  362) 

N.  H.  El  Romman,  M.D. 

P.  O.  Box  871,  N.W. 

Richmond,  Virginia  23298 
Otorhinolaryngology 

* * * 

Barton  W.  Kaplan,  M.D. 

4358  Millwood  Circle 
Liverpool,  NY  13088 
Pediatrics 

* * 

Said  Shehata,  M.D. 

3244  S.  Serena  Circle 
Tuscon,  AZ  85730 
General  and  Vascular  Surgery 

* * * 

Haren  P.  Sesai.  M.D. 

St.  Mary’s  Hospital 
Waterbury,  CT  06702 
Internal  Medicine 

* * * 

Martin  J.  Rosenstein,  M.D. 

3674  Normandy  Road 
Shaker  Heights,  OH  44120 
General  Surgery 


Perry  Kalis,  M.D. 

Fellow,  Division  of  Infectious  Diseases 
West  Virginia  University  Medical  Center 
Morgantown,  W.  Virginia  26506 
Internal  Medicine 
(Residency  ends  July,  1975) 

* ^ * 

Richard  S.  Ahn,  M.D. 

#44,  120  Randolph  Road 
Plainfield,  NJ  07060 
Pathology 

5fc  5}C  5{C 

Frank  Rivas,  M.D. 

1919  Couthwood  Drive,  Apt.  1 

Durham,  NC  27707 

Cardiology  and/or  Internal  Medicine 

iji  s|e  s}s 


Gregory  Ross  Gregor,  M.D. 
15  Fort  Hill  Circle 
Staten  Island,  NY  10301 
General  Pathology 

* * * 


Allan  D.  Currie,  M.D. 

6523  Spring  Well  #3 

San  Antonio,  TX  78249 

Internal  Medicine,  Emergency  Roor  or  GP 


PHYSICIANS 

EMERGENCY  DEPARTMENT 

AMBULATORY  CLINICS 

IN-HOUSE  COVERAGE 

EMPLOYEE  HEALTH  SERVICE 

St.  Joseph's  Hospital,  with  units  located  in  Providence  and  North 
Providence,  Rhode  Islaid,  is  no  inviting  applications  for  late  November, 
1974  openings  on  salaried  staff.  Salaries  competitive,  arrangements 
negotiable.  Full-time  availability  preferred;  R.  I.  Licensure  required. 
1,800  Employees  . . . 15,000  annual  admissions  . . . 35,000  Emergency 
room  visits  . . . 12,000  clinic  visits. 

Send  curriculum  vitae  to: 

ROBERT  A.  VITELLO 
Executive  Vice  President 
St.  Joseph's  Hospital 
200  High  Service  Avenue 
North  Providence,  Rhode  Island  02904 
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Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin®  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


riONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
i>  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
ry  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
nfected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
latic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
•hylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 
s,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
Jnds  accidentally  incurred,  its  use  may  prevent  the  development  of 
bn  and  permit  wound  healing. 

VINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
crated.  This  product  is  contraindicated  in  those  individuals  who  have 
lypersensitivity  to  any  of  the  components. 

IG:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
ve  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

Burroughs  Wellcome  Co. 

' Vr\  / Research  Triangle  Park 
Wellcome/  North  Carolina  27709 
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begins  within 

17  minutes,  on  average 

an  initial  benefit  of 


STAGE  1 


AWAKE 


• •• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Werage  Time  Required 
o Fall  Asleep  (4  Studies, 
6 Subjects2  5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

IDalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

almane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
1 frequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
j;en  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
lould  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

. afore  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 

I summary  of  which  follows: 

idications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 

Sequent  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
somnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
cep  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
pt  necessary  or  recommended. 

ontraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
ppressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
kg.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
ptential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
arsons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
■ported  on  recommended  doses,  use  caution  in  administering  to 
idiction-prone  individuals  or  those  who  might  increase  dosage 
recautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
mited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia, 
combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
fects,  consider  potential  additive  effects.  Employ  usual  precautions 
i patients  who  are  severely  depressed,  or  with  latent  depression  or 
ticidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
inction  tests  are  advised  during  repeated  therapy.  Observe  usual 
recautions  in  presence  of  impaired  renal  or  hepatic  function, 
dverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
taggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
r debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
3ma.  probably  indicative  of  drug  intolerance  or  overdosage,  have 
een  reported.  Also  reported  were  headache,  heartburn,  upset 
tomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ess,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
hest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
Iso  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
lurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
reath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
on.  anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
estlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
irect  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
g..  excitement,  stimulation  and  hyperactivity,  have  also  been 
sported  in  rare  instances. 

>osage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
sual  dosage:  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
•ated  patients:  15  mg  initially  until  response  is  determined, 
upplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


tEFERENCES:  1 Kales  A,  et  al : Arch  Gen  Psychiatry  23. 226-232,  Sep  1970 
Karacan  I,  Williams  RL.  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
leep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
tssociation.  Washington  DC.  May  3-7.  1971 
Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
■ Vogel  GW' : Data  on  file,  Medical  Department.  Hoffmann-La  Roche  Inc.  Nutley  NJ 
Dement  WC:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


r darvon  1 

COMPOUND-65 

I _ ^ ^ propoxyphene  hydrochloride.  227  mg  I 
&2  mg.  ptenacetta  and  32.4  mg,  caffeine  j 


100  mg.  propoxyphene  napsylate 
and  650  mg.  acetaminophen 
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Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


The  Voluntary  Health  Agency  --  Is  It  Still  Necessary? 


Provides  A Major  Outlet  For  Those  Who 
Wish  To  Help  Others 


By  Francis  H.  Horn 


I’m  a little  surprised  to  find  myself  as  your 
speaker  tonight,  and,  I must  confess,  a little  apol- 
ogetic. I’ve  spent  nearly  half  a century  in  higher 
education,  counting  from  the  time  I entered  college 
in  1926,  but  I am  no  expert  in  the  health  field  and 
have  had  only  a limited  association  with  health 
agencies.  In  general,  I have  tried  to  avoid  speaking 
on  subjects  of  which  I do  not  have  fairly  extensive 
first-hand  acquaintance.  I am  often  reminded  of 
the  account  of  one  former  college  president,  Dexter 
Keezer,  of  ‘ How  the  Shirt  is  Stuffed.”  In  a book 
on  the  presidency,  he  pointed  out  that  a new  college 
president  begins  by  declining  all  speaking  engage- 
ments unless  he  is  quite  knowledgable  about  the 
subject.  Later,  however,  under  the  pressure  of  com- 
munity and  other  groups  to  hear  “the  president,” 
he  begins  to  agree  to  speak  on  a wide  variety  of 
topics.  After  a while,  the  president  begins  to  be- 
lieve in  what  he  says  and  to  regard  himself  as  an 
authority.  Then,  Mr.  Keezer  wrote,  the  shirt  is 
stuffed. 

FRANCIS  H.  HORN,  president  of  the  University 
of  Rhode  Island  from  1958  to  1967,  was  presi- 
dent of  Albcrtus  Magnus  College,  New  Haven, 
Connecticut,  when  he  made  these  remarks.  He 
is  now  Executive  Vice  President  of  Wagner  Col- 
lege, Staten  Island,  New  York. 

Read  at  the  Annual  Dinner  of  the  Rhode  Island  Lung 
Association  (formerly  the  Rhode  Island  Tuberculosis 
and  Respiartory  Disease  Association)  and  the  Rhode 
Island  Thoracic  Society,  May  22,  1974,  Fourth  Amelia 
M.  Gardner  Memorial  Lecture. 


I hope  I shall  not  show  myself  tonight  as  a 
“stuffed  shirt.”  Occasionally,  as  a matter  of  fact, 
one  who  is  not  an  expert  can  say  something  signifi- 
cant about  a subject  in  which  he  is  deeply  inter- 
ested, as  I am  in  voluntary  agencies.  I suspect,  in- 
cidentally, that  a major  reason  for  my  having  been 
invited  is  that  Jean  MacCorison  remembers  and 
thinks  well  of  an  address  I made  some  years  ago 
to  the  New  England  Public  Health  Association. 
And,  in  my  own  opinion,  the  best  received  address 
of  the  hundreds  I have  made  over  the  years  was 
at  the  annual  banquet  of  the  National  Health  For- 
um some  dozen  years  ago  when  the  Forum  was 
meeting  in  Miami  Beach.  So  keep  your  fingers 
crossed ! 

In  any  case,  here  I am  and  happy  to  be  here, 
although  if  I had  known  these  remarks  were  to 
constitute  the  fourth  Amelia  M.  Gardner  Memorial 
Lecture  you  might  have  heard  from  someone  else 
tonight.  The  title  has  such  an  awesome  ring  to  it 
that  I wouldn't  have  had  the  temerity  to  accept 
Jean's  invitation  had  she  mentioned  it  in  her  in- 
vitation — - which  she  didn’t!  But  I was  greatly 
flattered  by  the  fact  that  she  had  tracked  me  down 
in  Madrid,  where  Mrs.  Horn  and  I were  starting 
a vacation  tour,  with  a cable  asking  me  to  speak 
and  concluding  with  the  peremptory  request: 
“Please  Cable  Decision  Immediately.”  Since  the 
reply  cable  cost  over  $6.00,  a dollar-conscious  per- 
son like  me  couldn’t  see  spending  that  much  to 
say  "no”  to  an  invitation,  let  alone  one  which 
(Continued  on  next  page) 
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would  bring  me  back  to  Rhode  Island  where  I still 
have  so  many  friends.  In  addition,  Jean’s  cable 
mentioned  that  Doctor  Thorpe  was  retiring  tonight 
from  the  presidency  of  the  TB  and  RD  Association. 
The  opportunity  to  share  with  you  in  honoring  one 
of  Rhode  Island’s  great  citizens  could  not  be 
passed  up. 

TRIBUTE  TO  MARY  T.  THORP 

When  I came  to  the  University  of  Rhode  Island 
in  1958,  Dr.  Mary  T.  Thorpe  was  still  director  of 
the  Henry  Barnard  School,  but  the  following  year 
she  assumed  the  very  important  responsibility  of 
laboratory  experiences  at  Rhode  Island  College. 
As  you  know,  she  later  became  the  first  distin- 
guished professor  at  RIC,  retiring  from  the  College 
the  year  I left  the  University.  I early  learned  to 
admire  Doctor  Thorpe  and  have  continued  to  do 
so.  No  one  I knew  during  my  nine  happy  years  in 
Rhode  Island  was  more  respected  or  held  in  greater 
esteem.  In  a state  noted  for  citizen  involvement  in 
community  affairs,  no  one  has  a greater  record  of 
community  service.  Though  I never  had  the  privi- 
lege of  working  closely  with  Doctor  Thorpe,  as  so 
many  of  you  volunteers  have,  I can  endorse  whole- 
heartedly the  statement  about  her  by  my  good 
friend,  the  late  Jim  Hanley,  when  he  wrote  ‘ To 
enumerate  her  virtues  is  to  describe  the  ideal 
teacher  . . .Her  work  and  schedule  are  characterized 
by  ‘complete  selflessness.’  ” Or  to  say  “amen”  to 
what  another  good  friend,  Charlie  Willard,  recently 
wrote  me,  describing  her  as  a most  remarkable 
person  — and  his  association  goes  back  over  40 
years  when  he  did  his  practice  teaching  under  her 
direction  — who  “has  always  been  interested,  active, 
and  concerned  for  the  well-being  of  everybody  with 
whom  she  comes  into  contact.”  This  Association 
has  been  fortunate  to  have  enjoyed  Doctor  Thorpe’s 
leadership  for  over  a decade,  and  I know  that, 
though  she  must  relinquish  the  presidency,  her  in- 
terest and  activity  in  this  Association  will  continue. 
Mary,  I consider  it  a privilege  to  pay  this  brief 
tribute  to  you  tonight  and  to  wish  you  many  more 
productive  and  happy  years  ahead. 

I chose  the  topic  of  my  remarks  tonight  — “The 
Voluntary  Health  Agency  — - Is  It  Still  Necessary?” 
because  I have  had  some  doubts  about  the  role  and 
future  of  agencies  like  this  one  and  I believed  I 
would  be  forced  to  clarify  my  own  thinking  about 
the  matter,  and  as  result  say  something  of  interest 
to  you.  Let  me  assure  you  at  the  outset,  however, 
that  though  I may  have  some  critical  comments 
about  voluntary  health  agencies,  my  answer  to  my 


own  question  is  a resounding  “yes.”  It  may  be  use- 
ful, in  any  case,  to  have  someone  like  me  who  is  not 
an  active  volunteer  in  your  work  and,  though  no 
expert,  a genuinely  concerned  citizen  about  health 
matters,  look  at  the  problem  of  the  voluntary  health 
agency.  The  newly  designated  Rhode  Island  Lung 
Association  is  completing  two  thirds  of  a century 
of  service.  Does  it  have  a desirable,  even  a neces- 
sary role  over  another  third  of  a century  or  longer? 
Let  me  examine  the  matter. 

MULTIPLICITY  OF  ORGANIZATIONS 

I am  convinced  that  a great  many  Americans, 
perhaps  even  a majority,  from  time  to  time  ask 
themselves  the  question  I have  raised.  Why  is  this 
so?  Most  often,  I suggest,  it  is  because  of  irrita- 
tion or  frustration  over  the  constant  stream  of 
appeals  for  contributions  to  voluntary  agencies,  a 
good  many  of  them  concerned  with  health,  both  in 
this  country  and  abroad.  Excluding  bills,  such  ap- 
peals constitute  three  fourths  of  my  daily  mail.  One 
day  last  week  five  out  of  six  letters  received  at 
home  were  requests  for  financial  support  — all  of 
them  for  worthy  causes.  But  one  is  disturbed  — 
or  I am  — by  the  great  deal  of  overlapping  which 
appears.  Outside  the  health  field,  one  could  site 
the  numerous  voluntary  agencies  for  assistance  to 
refugees;  within  that  field,  I’m  on  the  mailing  list 
for  several  agencies  concerned  with  leprosy.  Yet  I 
recognize  my  own  guilt,  if  it  be  such,  in  that  I am 
a founding  director  of  Futures  for  Children,  whose 
current  primary  concern  like  that  of  several  other 
agencies  is  sponsorships  of  American  Indian  child- 
ren, although  initially  it  was  a community  develop- 
ment program  operation  in  Columbia,  South  Amer- 
ica. 

Which  suggests  another  aspect  of  voluntary  health 
agencies  which  often  creates  a negative  attitude 
toward  them.  No  agency  ever  goes  out  of  business. 
Once  it  is  successful  in  overcoming  the  health 
problem  or  disease  which  gave  rise  to  the  organi- 
zation in  the  first  place,  it  shifts  to  another  prob- 
lem. The  March  of  Dimes  is  the  most  obvious 
example.  Once  poliomyelitis  was  conquered,  the 
board  and  staff  of  the  organization  shifted  their 
concern  to  birth  defects.  This  organization  which 
brings  us  together  tonight,  in  a less  dramatic  shift, 
once  having  licked,  or  found  the  way  to  lick  tuber- 
culosis, now  concentrates  on  other  lung  and  res- 
piratory diseases,  and  the  air  pollution  and  smoking 
which  contribute  to  them.  I am  not  suggesting  that 
such  changes  in  objectives  are  undesirable;  1 am 
suggesting  that  they  contribute  to  a wide-spread 
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questioning  of,  if  not  a cynical  attitude  toward, 
voluntary  health  agencies. 

OVERHEAD  COSTS 

Also  contributing  to  such  an  attitude  is  the  con- 
tributor’s concern  about  how  much  or  how  little 
of  his  dollar  goes  to  programs,  how  much  to  fund 
raising  and  administration.  With  mailing  lists  now 
on  the  computer,  one  gets  multiple  appeals  at  reg- 
ular intervals  from  the  same  agency.  Particularly 
irritating  to  me,  and  I suspect  to  others,  are  the 
continuing  appeals  every  few  months  from  an 
agency  to  which  one  has  made  one  annual  contri- 
bution for  years.  There  are  also  the  duplicated 
appeals  springing  from  one’s  name  appearing  on 
many  lists  which  are  bought  and  sold.  The  en- 
closure of  an  apology  for  any  duplication  does 
little  to  overcome  the  natural  reaction  of  waste  in 
the  cost  of  fund  raising.  The  unsolicited  merchan- 
dise, the  imprinted  address  labels,  the  pictures  of 
projects  and  people,  the  seals  — initially  the  mon- 
opoly of  the  TB  Association,  now  distributed  by 
numerous  agencies  — these  and  other  evidences 
of  substantial  expense  for  every  dollar  raised  all 
prompt  questions  of  the  fiscal  responsibility  of 
many  voluntary  health  agencies. 

Every  once  in  a while,  moreover,  some  fund- 
raising outfit  is  exposed  because  investigation  has 
revealed  that  most  of  the  income  raised  is  used  to 
support  the  staff  raising  it.  It  is  not  only  the  con- 
tributor whose  patience  is  often  tried  by  what  he 
considers  excessive  fund  raising  costs.  The  Congress 
of  the  United  States  itself  is  concerned.  On  Febru- 
ary 19,  1974,  in  testimony  before  a Senate  Com- 
mittee, Arthur  Grimes,  director  of  membership  of 
the  National  Health  Council  (NHC),  stressed  the 
ethical  standards  required  by  the  Council  of  its 
voluntary  health  agency  members’  fund-raising  and 
promotion  programs.  On  fund-raising  costs,  he 
stated  that  the  National  Health  Council  is  “pledged 
to  honest  reporting  of  fund  raising  costs,  and  to 
the  development  of  improved  standards  of  recording 
such  costs.  Fund  raising  costs  are  disclosed  to  con- 
tributors and  to  the  general  public  in  the  annual 
report.”  But  many  reports  inevitably  cause  one  to 
ask  if  these  costs  are  excessive. 

As  a college  president,  I’m  not  ignorant  of  the 
cost  of  getting  support  from  voluntary  sources  - — 
through  annual  giving,  corporate  contributions,  an- 
nuities, and  bequests.  But  we  in  higher  education 
could  never  spend  as  great  a percentage  to  raise 
funds  as  voluntary  health  agencies  do.  My  experi- 
ence with  fund  raising,  moreover,  is  not  just 


through  college  and  university  efforts.  I currently 
sit  on  half  a dozen  boards  of  voluntary  agencies 
which  have  fund  raising  programs  and  in  one  case, 
I was  chairman  of  the  development  committee. 
Over  the  years,  I’ve  been  an  officer  or  director  of 
a dozen  or  more  other  agencies  whose  income  was 
partly  or  mainly  derived  from  voluntary  sources. 
The  high  cost  of  raising  money  has  always  disturbed 
me. 

And  the  only  pointed  criticism  I wish  to  make  of 
this  association  springs  from  a study  of  your  own 
figures  on  fund  raising.  The  percentage  of  your 
budget  devoted  to  fund  raising  continues  to  go  up. 

I am  aware  of  the  extensive  amount  of  voluntary 
service  which  never  shows  up  on  the  balance  sheet, 
but  in  this  organization  I suspect  a good  deal  of 
this  voluntary  effort  is  involved  in  fund  raising  — 
handling  the  Christmas  Seal  Campaign,  for  example. 
I would  suggest  that  if  the  cost  of  raising  money 
does  not  soon  begin  to  decline,  the  Association  will 
be  in  real  trouble.  Certainly,  I am  convinced  that 
more  and  more  citizens  will  question  the  necessity 
of  keeping  in  existence  an  organization  where  such 
a large  proportion  of  its  income  is  spent  in  generat- 
ing that  income. 

GOVERNMENT  ROLE 

Probably  the  major  cause  of  this  questioning, 
however,  is  quite  different,  and  certainly  less  emo- 
tionally inspired.  Why  should  voluntary  health 
agencies  continue,  in  view  of  the  tremendous  finan- 
cial support  of  the  health  sciences,  particularly 
research,  by  the  federal  government,  At  one  time, 
the  voluntary  agencies  did  most  of  the  research  from 
which  the  cure  of  disease  resulted.  The  cases  of 
poliomyelitis  and  tuberculosis  are,  again,  the  pri- 
mary exhibits  of  the  success  of  voluntary  agencies 
in  the  health  field.  The  voluntary  agencies  also  pro- 
vided much  of  the  financial  support  needed  by 
people  suffering  from  the  disease.  But  consider  what 
has  happened  in  the  last  quarter  century  in  terms 
of  federal  financing,  especially  of  research,  largely 
the  result  of  the  efforts  and  activities  of  Rhode 
Island’s  great  congressman,  John  E.  Fogarty. 

Today  the  National  Institutes  of  Health  (NIH) 
carry  on  mammoth  research  into  the  causes  and 
cure  of  disease.  They  involve  a tremendous  pro- 
liferation of  programs  once  reserved  for  philan- 
thropy. There  are  ten  of  these  institutes:  for  can- 
cer; heart  and  lung  disease;  dental  research:  arth- 
ritis, metabolism,  and  digestive  diseases;  neurolog- 
ical disease  and  stroke;  allergy  and  infectious 
(Continued  on  next  page) 


The  Voluntary  Health  Agency  — Is  It  Still  Necessary? 


369 


diseases;  general  medical  sciences;  child  health 
and  human  development;  eye  disease;  and  en- 
vironmental health  sciences.  These  ten  insti- 
tutes are  currently  receiving  an  estimated 
$ 1,600.000 ,000  in  federal  support.  For  next  year 
the  President  has  requested  an  increase  of  $73 
million  for  the  Cancer  Institute,  bringing  its  total 
to  $600  million,  and  an  increase  of  $22  million  for 
the  Heart  and  Lung  Institute,  bringing  its  total 
to  $309  million.  It  was  several  years  ago  that  the 
federal  government  announced  a $1.5  billion  pro- 
gram to  conquer  cancer.  NIH  receives  an  addition- 
al $132  million  for  other  research  activities  for  a 
total  proposed  expenditure  for  1975  of  $1,800,- 
000,000.  In  1947  the  budget  of  NIH  was  $3.5 
million.  In  some  twenty  five  years,  therefore,  there 
has  been  over  a 500-fold  increase  in  federal  sup- 
port. Other  health  activities  and  research  of  the 
Department  of  Health,  Education,  and  Welfare  add 
$875  million  to  the  current  year's  expenditures  for 
health  research  and  health  manpower  training  - 
this  has  nothing  to  do  with  Medicare,  Medicaid,  or 
health  facilities  construction  — - to  a total  of  close 
to  $2.5  billion. 

I cannot  give  you  the  total  currently  raised  and 
spent  by  the  voluntary  health  agencies.  However,  I 
do  have  some  figures  of  interest,  taken  from  the 
annual  report  of  the  American  Association  of  Fund 
Raising  Council  (AAFRC).  The  latest  report  came 
out  only  a few  weeks  ago  and  I have  not  been  able 
to  see  a copy.  I understand  it  roports  total  phil- 
anthropy for  all  causes  for  1973  at  $24.5  billion, 
up  $2  billion,  or  8.9  per  cent  over  1972.  Health  and 
hospitals  received  a total  of  $3.98  billion,  up  8.2 
per  cent  over  the  previous  year,  and  16.2  per  cent 
of  the  total  voluntary  giving.  The  AAFRC  breaks 
down  the  health  figure  into  various  categories,  in- 
cluding national  health  agencies,  of  which  21  are 
included  in  the  compilation.  These  raise  approxi- 
mately 10  per  cent  of  the  total  for  health  and  hos- 
pitals, or  roughly  $400  million.  Fourteen  of  the 
nineteen  voluntary  health  members  of  the  National 
Health  Council  and  one  associate  member  are  in- 
cluded in  the  AAFRC  compilation.  These  fifteen 
raise  approximately  $350  million.  Nine-tenths  comes 
through  annual  giving;  the  other  tenth  from  be- 
quests. It  is  estimated,  however,  that  all  health 
agencies,  including  local  and  regional  agencies,  cur- 
rently receive  about  $575  million.  But  a good  deal 
of  such  income  does  not  go  into  research  or  pro- 
grams. Figures  for  fiscal  1971  of  the  total  spent  for 
medical  research,  $2,019  billion,  indicate  that  phil- 
anthropy provided  a little  less  than  10  per  cent, 


and  only  one-third  of  this  was  provided  by  national 
voluntary  health  agencies. 

This  amount  of  $575  million  raised  is  a substan- 
tial figure,  of  course,  but  it  is  less  than  one-fourth 
the  current  federal  expenditure  for  research  and 
service  in  the  health  field.  I have  no  figures  on  what 
state  and  local  governments  spend  on  health  but 
in  1971  they  spent  for  health  research  alone  $77 
million,  10  per  cent  more  than  was  spent  by  all 
national  voluntary  agencies.  Nor  do  I know  what 
an  international  agency  like  the  World  Health  Or- 
ganization spends.  About  one-fourth  of  the  billion 
dollars  raised  by  the  United  Way,  $250  million, 
also  goes  to  health  causes.  But  there  is  little  doubt 
that  the  major  role  in  health  service,  not  so  long  ago 
almost  the  exclusive  province  of  voluntary  health 
agencies,  is  supplied  by  government.  Under  the 
circumstances  it  is  not  natural  to  wonder,  as  many 
a taxpayer  does,  why  the  government  shouldn’t  do 
it  all. 

INCREASING  COSTS 

This  reaction  is  likely  to  grow  even  stronger,  I 
believe,  as  the  costs  of  health  care  to  the  individual 
continue  to  increase.  The  public  simply  is  fed  up 
with  the  constantly  rising  cost.  LTntil  the  energy 
crisis  and  almost  runaway  inflation  took  the  center 
stage  of  people’s  worries,  the  top  money  concern 
was  the  cost  of  medical  service.  My  last  experience 
was  a general  physical  examination  lasting  less 
than  two  hospital  days,  billed  at  over  $800.  For- 
tunately, Medicare  paid  most  of  the  charges.  In 
the  Yale-New  Haven  Hospital  current  cost  of  one 
day  in  the  intensive  care  unit  is  $165.  Even  those 
lucky  enough  to  avoid  hospitalization  are  made 
aware  of  the  situation  by  a constant  newspaper  and 
direct-mail  campaign  on  behalf  of  hospital  insur- 
ance over  and  above  the  typical  Blue  Cross-Blue 
Shield  arrangement.  I suggest  that  the  general  dis- 
illusion, if  not  downright  disgust,  with  the  whole 
health  field  creates  an  adverse  reaction  to  all  health 
agencies  with  the  result  that  more  and  more  people 
will  question  the  role  of  voluntary  health  agency  in 
our  society.  I don’t  think  I am  creating  an  imag- 
inary' specter  on  the  horizon  of  organizations  like 
this  one.  I admit  that  the  hard  evidence  doesn't 
support  my  pessimism.  The  philanthropic  take  con- 
tinues to  grow  — for  health  services  and  hospitals, 
as  I indicated,  up  8.2  per  cent  over  a year  ago. 
Millions  of  volunteers  still  contribute  hundreds  of 
millions  of  hours  of  service  to  the  health  agencies. 
But  the  handwriting  is  on  the  wall  for  all  to  see 
who  will. 

What  does  this  portend  for  the  future?  The  pub- 
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lie,  as  I have  indicated,  is  concerned  about  the 
matter  of  income  and  the  cost  of  raising  it.  So  is 
the  Congress.  In  his  Senate  testimony  last  Febru- 
ary, Mr.  Grimes  of  the  National  Health  Council, 
stated:  “It  is  fully  recognized  that  the  most  serious 
single  concern  of  many  contributors,  and  of  many 
governmental  bodies  that  require  public  reporting 
of  the  finances  of  certain  charitable  organizations, 
is  to  ascertain  agencies’  fund  raising  costs,  and  the 
relationship  of  these  to  total  funds  raised.”  And  he 
went  on  to  speak  with  some  pride  that  a “1973 
study  of  15  of  the  NHC  voluntary  health  agencies 
for  all  levels  of  operation  showed  that  expenditures 
for  fund  raising  did  not  exceed  one-third  of  income 
for  1972.  Most  have  fund-raising  costs  less  than 
25  per  cent  of  income.” 

ARE  VOLUNTARY  AGENCIES  NECESSARY? 

Assuming  that  all  voluntary  health  agencies  could 
bring  their  fund-raising  costs  in  line  with  a level 
of  less  than  25  per  cent  of  income,  I still  believe 
the  agencies  will  have  to  do  more  by  way  of  answer- 
ing the  question,  not  just  as  to  their  desirability  in 
a society  like  ours,  but  their  necessity.  Let  me  at- 
tempt, therefore,  to  answer  my  own  question,  and 
to  tell  you  why  I believe  it  should  — and  can  — 
be  answered  positively.  The  irritating  aspects  of 
their  fund  raising  activities  — the  duplicate  ap- 
peals, the  repeated  appeals,  and  the  resort  to  gim- 
micks, — can  and  will,  I believe,  eventually  be 
eliminated  or  substantially  reduced.  The  change  in 
emphasis  or  objective,  often  interpreted  as  a move 
to  preserve  intact  an  organization  staff,  can,  if 
justified,  be  adequately  explained  to  the  satisfaction 
of  contributors.  Health  problems  change,  different 
priorities  are  needed,  technological  advances  create 
new  disease.  A staff  with  expertise  in  the  field  is 
worth  saving,  and  transferring  its  energies  and  abil- 
ities into  new  directions  may  be  very  beneficial  to 
society.  In  other  words,  the  operations  of  the  vol- 
untary health  agencies  can  be  tidied  up  so  as  to 
eliminate  much  of  the  criticism  of  them  springing 
from  emotional  response  to  those  operations. 

But  that  does  not  answer  the  question  of  justify- 
ing their  continued  existence,  rather  than  turning 
the  whole  enterprise  over  to  tax-supported  agencies 
of  government.  I see  three  major  reasons  why  we 
must  work  to  preserve  and  strengthen  our  volun- 
tary health  agencies.  The  first  of  these  is  the  uncer- 
tainty of  government  support  and  the  danger  of  an 
overriding  federal  bureaucracy.  Most  European 
countries  suffer  from  the  latter  and  increasingly 
call  for  the  establishment  and  development  of  vol- 


untary agencies  such  as  we  have  in  this  country. 
We  cannot  afford  to  leave  so  important  a part  of 
our  national  and  individual  welfare  to  a federal 
bureaucracy,  no  matter  how  many  billions  the 
government  pours  into  its  efforts.  We  all  know  how 
temperamental  government  appropriations  prove  to 
be  - — - subject,  as  they  are,  to  the  tide  of  politics, 
and  the  whim  of  politicians.  We  know  that  even 
appropriations  voted  by  Congress  or  by  a state  leg- 
islature have  been  withheld  by  a determined  execu- 
tive. We  know,  too,  that  such  an  executive  can 
withhold  from  the  public  information  which  if  made 
available  would  win  greater  public  support  for 
government  health  programs. 

A case  in  point.  The  White  House  has  sup- 
pressed a study  prepared  at  the  President’s  request 
by  a prestigious  Advisory  Panel  on  Heart  Disease, 
submitted  in  September,  1972.  It  has  been  bottled 
up  because  of  the  liberal  spending  policies  for  car- 
diovascular research  the  report  recommended  to 
secure  a breakthrough  on  the  cure  for  heart  disease. 
The  report  states  that  the  “Prime  goal  of  the  recom- 
mendations is  to  introduce  stable  funding  to  a 
biomedical  research  scene  that  has  been  troubled 
in  recent  years  as  various  federal  programs  were 
stopped  and  started.”  ( Chronicle , Feb.  25,  1974). 
Medical  research  is  something  which  cannot  be 
turned  on  and  off  like  a faucet,  yet  all  too  often 
in  recent  years  this  has  happened.  The  presence  of 
vigorous  and  vocal  voluntary  health  agencies  can 
be  very  helpful,  moreover,  in  maintaining  an  ade- 
quate flow  of  public  funds  into  the  health  fields. 

FLEXIBILITY 

There  is  another  reason  besides  the  vagaries  of 
federal  financial  support  which  argues  against  leav- 
ing the  health  fields  to  government  agencies.  Vol- 
untary agencies  are  flexible.  As  Dr.  Arthur  J. 
Salisbury,  representing  the  National  Health  Coun- 
cil, also  testified  before  the  Senate  last  February: 
“Voluntary  agencies  . . . have  the  ability  to  be  a bit 
visionary,  to  take  a chance,  to  think  of  a concept 
which  may  be  outside  the  province  of  any  official 
tax-supported  agency.  Experimentation  and  demon- 
stration by  voluntary  agencies  thus  provides  the 
models  on  which  tax-supported  programs  can  be 
designed  and  continued.” 

I am  convinced  that  the  provision  of  health  serv- 
ices, research  into  the  cause  and  cure  of  disease,  and 
the  promotion  of  education  for  better  health  must 
result  from  a partnership  of  public  and  private 
agencies.  Such  a dual  system  has  been  the  great 
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strength  of  American  higher  education.  A similar 
partnership  of  enlightened  government  support  and 
the  continuing  dedication  of  the  voluntary  health 
agencies  will  best  result  in  better  health  for  us  all. 

The  secretary  of  HEW  recently  stressed  the  im- 
portance of  such  a partnership.  The  public  sector, 
he  pointed  out,  did  not  have  all  the  answers  to  the 
numerous  and  complex  problems  concerning  health. 
•‘We  not  only  need  the  private  sector  to  deliver  the 
services,  we  need  all  the  ingenuity  and  creativity 
that  the  private  sector  can  muster  to  help  us  achieve 
our  goals.” 

GENIUS  FOR  PUBLIC  ASSOCIATIONS 

We  must  not  accept  a government  monopoly  in 
the  health  field  just  because  exclusive  government 
control  is  subject  to  fluctuations  in  support  of  es- 
sential activity  and  inclined  to  be  more  cautious  in 
its  approach  to  the  solution  of  health  problems.  To 
let  Uncle  Sam  do  it  all  — and  there  is  definite 
agitation  for  such  a position,  as  I have  suggested  — - 
is  contrary  to  the  very  spirit,  a unique  spirit,  of 
American  democracy.  Alexis  de  Tocqueville,  the 
French  visitor  who  landed  at  Newport  in  1831  and 
then  embarked  by  boat  from  Providence  for  New 
Yoik  to  start  his  visit  of  the  country  — in  his 
Democracy  in  America,  published  in  1835  and  still 
perhaps  the  most  penetrating  analysis  of  the  Amer- 
ican nation  and  the  American  people  — pointedly 
comments  on  the  American  genius  for  forming  “pub- 
lic associations:” 

Americans  of  all  ages,  all  conditions,  and  all 
dispositions  constantly  form  associations.  They 
have  not  only  commercial  and  manufacturing 
companies,  in  which  all  take  part,  but  associa- 
tions of  a thousand  other  kinds,  religious,  moral, 
serious,  futile,  general  or  restricted,  enormous  or 
diminutive.  The  Americans  make  associations  to 
give  entertainments,  to  found  seminaries,  to  build 
inns,  to  construct  churches,  to  diffuse  books,  to 
send  missionaries  to  the  antipodes;  in  this  man- 
ner they  found  hospitals,  prisons,  and  schools.  If 
it  is  proposed  to  inculcate  some  truth  or  to  foster 
some  feeling  by  the  encouragement  of  a great 
example,  they  form  a society.  Wherever  at  the 
head  of  some  new  undertaking  you  see  the  govern- 
ment in  France,  or  a man  of  rank  in  England,  in 
the  United  States  you  will  be  sure  to  find  an 
association. 

Thus  the  most  democratic  country  on  the  face 
of  the  earth  is  that  in  which  men  have,  in  our 
time,  carried  to  the  highest  perfection  the  art  of 
pursuing  in  common  the  object  of  their  common 


desires  and  have  applied  this  new  science  to  the 
greatest  number  of  purposes. 

It  is  this  genius  of  the  American  public  for  as- 
sociations which  has  given  rise  to  the  voluntary 
health  agency.  I don’t  know  when  the  first  such 
agency  was  established.  I am  told  that  organized 
philanthropy  for  health  causes  in  America  began 
with  Benjamin  Franklin,  when  he  organized  the 
first  hospital  fund  raising  drive.  I also  know  that 
the  nation  would  be  poorer  without  our  voluntary 
associations. 

VOLUNTARY  SERVICE 

And  my  last  point  is  that  millions  of  individual 
Americans  would  be  poorer  without  our  voluntray 
health  agencies.  They  offer  the  opportunity  for  the 
average  American  to  exercise  his  deep-seated  com- 
mitment to  voluntarism.  A Roper  Poll  in  1968 
showed  that  sixty  million  Americans  were  deeply 
concerned  about  social  problems  and  wanted  to  help 
through  volunteer  service.  Americans  tend  to  want 
to  share  their  time,  their  money,  and  their  energies 
in  helping  others.  Traditionally,  the  volunteer  health 
agencies  have  provided  a major  outlet  for  this.  I 
don’t  know  how  many  volunteers  the  American 
Lung  Association  counts,  but  the  American  Cancer 
Society  claims  two  million.  And  I know  that  this 
Rhode  Island  Lung  Association  counts  three  volun- 
teers with  over  5,000  hours  of  service.  On  the  basis 
of  a 35-hour-work-week,  this  represents  about  three 
full  years  of  activity  with  a normal  four-week  vaca- 
tion. And  I’m  sure  a government  health  agency 
couldn't  command  this  measure  of  loyalty  or  the 
long-time  dedicated  service  of  someone  like  Mary 
Thorp.  Who,  in  other  words,  is  going  to  give  blood, 
often  time  after  time,  free,  to  a government  agency? 
In  effect,  if  all  the  voluntary  health  agencies  were 
to  disband  tomorrow,  and  the  government  take  over 
the  responsibilities  they  have  been  performing  for 
many  decades,  some  new  and  similar  organizations 
would  have  to  spring  up  to  take  their  place.  The 
American  people  need  the  voluntary  agencies  — and 
I suspect  that  the  appeal  of  the  health  agencies  is 
the  strongest  of  all  such  agencies  — for  their  own 
self-fulfillment  and  self-renewal,  to  use  John  Gard- 
ner's phrase.  The  voluntary  health  agency  is  not 
only  still  important  — it  is  very  necessary! 

FUTURE  ROLE 

I cannot  conclude  these  remarks,  however,  with- 
out one  further  observation.  Beyond  the  issue  of 
mere  existence,  is  the  question  of  the  role  and  ob- 
(Concluded  on  page  393) 
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Acupuncture:  The  Effectiveness  Of  Acupuncture  As  A 
Treatment  Of  Sensorineural  Hearing  Loss 


In  None  Of  16  Randomly  Selected  Oto- 
logically  Audiologically  Confirmed  Cases 
Of  Sensorineural  Hearing  Loss  Could 
Improvement  Be  Substantiated 


By  J.  Barry  Regan,  Ed.D.  and  Janet  Tobin,  M.S. 


Acupuncture  as  a branch  of  medicine  has  been 
practiced  in  China  for  approximately  5,000  years.1 
Only  recently  has  this  procedure  become  widely 
known  and  practiced  in  the  United  States.  The  ef- 
fectiveness of  acupuncture  in  some  areas,  while 
highly  controversial,  has  been  demonstrated  with 
increasing  frequency  in  the  United  States  and  Can- 
ada. In  1971  surgery  with  acupuncture  as  the  only 
anesthesia  was  demonstrated  by  film  at  McGill  Uni- 
versity in  Montreal2.  On  December  8,  1971,  J.  W. 
Fox,  M.D.,  Assistant  Professor  of  Anesthesiology 
at  the  Down  State  Medical  Center,  Brooklyn,  New 
York,  noted  a marked  reduction  to  pin  prick  and 
pinch  pain  in  the  lower  right  quadrant  of  his  abdo- 
men after  insertion  of  two  acupuncture  needles  in 
his  right  leg.3  Such  documented  reports  of  the  suc- 
cess of  acupuncture  are  not  nearly  as  plentiful  as 
the  rumored  success  of  this  type  of  treatment  for 

J.  BARRY  REGAN,  Ed.D.,  Audiologist  and  Direc- 
tor oj  the  Hearing  and  Speech  Center,  Rhode  Is- 
land Hospital,  Providence,  Rhode  Island. 

JANET  TOBIN,  M.S.,  Assistant  Director  of  Clin- 
ical Services,  Hearing  and  Speech  Center,  Rhode 
Island  Hospital,  Providence,  Rhode  Island. 


ailments  varying  from  tennis  elbow  to  hearing 
disorders. 

Purported  successful  treatment  of  hearing  loss  by 
acupuncture  has  been  widely  publicized  by  the 
news  media.  On  September  30,  1973, 4 a local  news- 
paper gave  significant  publicity  to  a reported  in- 
stance of  “cure”  of  hearing  loss  by  acupuncture. 
On  February  19,  19745  another  instance  of  “cure” 
of  hearing  loss  was  noted  by  the  same  newspaper 
involving  a local  resident  with  reported  congenital 
sensorineural  loss.  These,  together  with  similar  un- 
substantiated reports  throughout  the  country,  of 
modification  of  sensorineural  hearing  loss  have  cre- 
ated an  acute  interest  in  this  method  of  treatment. 
Appropriate  guidance  to  those  seeking  advice  has 
been  difficult  to  provide  because  there  was  little 
scientific  evidence  either  to  support  or  contradict 
the  use  of  acupuncture  as  a method  of  successfully 
treating  sensorineural  hearing  loss.  Thus,  a study 
designed  to  determine  the  effectiveness  of  acupunc- 
ture as  a treatment  for  sensorineural  hearing  loss 
seemed  appropriate. 

In  an  effort  to  understand  fully  the  methodology 
involved  in  acupuncture,  a visit  was  arranged  with 
(Continued  on  next  page) 
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a leading  acupuncture  center  in  Washington,  D.C., 
on  February  5 and  6,  1974.  In  an  interview  held 
with  the  medical  director,  a licensed  physician,  in- 
formation was  gained  concerning  types  of  cases 
treated  as  well  as  procedures  used  during  treatment. 
The  director  explained  that  in  China  acupuncture 
is  done  on  a daily  basis  for  approximately  eight 
years;  and  from  studies  available,  improvement  not 
“cure"  is  found  with  80  per  cent  of  hearing  impaired 
patients  treated.  The  treatment  schedule  currently 
used  in  Washington,  however,  differs  widely  from 
that  approach.  He  explained  that  there  are  now 
two  centers  in  Washington,  D.C.,  one  exclusively 
for  the  treatment  of  sensorineural  hearing  loss. 

Before  a patient  is  accepted  for  treatment  at  this 
acupuncture  center,  all  medical  records  are  made 
available  to  the  licensed  physician  who  reviews  the 
information  and  performs  a physical  examination. 
The  center  then  completes  a pure  tone  audiometric 
test.  Treatment  of  sensorineural  hearing  loss  usu- 
ally consisted  of  thirty  treatments,  one  per  day  with 
a six  to  eight  week  interval  between  each  ten 
treatments.  In  addition,  it  is  recommended  that 
each  child  receive  a ‘‘booster’’  of  four  treatments 
on  a yearly  basis  to  maintain  improvement  noted. 
Children  under  six  years  of  age  are  generally  not 
accepted  by  the  center.  All  types  of  sensorineural 
hearing  losses  are  treated  except  when  there  is  a 
diagnosis  of  cerebral  palsy.  Each  child  is  evaluated 
after  each  set  of  ten  treatments.  If  no  improve- 
ment is  noted  after  the  second  set  of  treatments, 
the  child  may  be  dismissed  from  the  program.  Al- 
though the  medical  director  felt  that  there  was  no 
substantiated  medical  explanation  for  reported  im- 
provement in  hearing,  he  postulated  that  injection 
of  needles  stimulates  the  sympathetic  and  para- 
sympathetic nervous  system  which  in  turn  stimu- 
lates fibers  of  the  8th  auditory  nerve. 

According  to  the  director,  improvement  in  pure 
tone  results  is  usually  noted  within  six  months 
following  the  three  sets  of  ten  treatments.  Results 
range  from  a 20  to  30dB  increase  in  pure  tone  re- 
sponses. Subjective  impressions  of  better  discrimin- 
ation ability  and  sound  awareness  are  also  reported. 
Since  it  is  often  impossible  to  evaluate  the  im- 
provement in  discrimination  abilities  of  children 
with  profound  hearing  losses,  success  is  usually 
measured  by  subjective  observation  of  parents. 
Generally,  parents  have  noted  more  awareness  of 
sound  on  the  part  of  their  child  who  suddenly  re- 
sponds to  sounds  in  his  environment  that  he  had  not 
been  aware  of  previously.  The  director  used  the 
word  rehabilitation  and  not  cure  in  describing  re- 


sults, as  he  did  not  believe  acupuncture  could  cure 
hearing  loss.  He  believed  that  three  out  of  ten  chil- 
dren gain  a 20  to  30dB  improvement  and  two  to 
three  out  of  ten  show  some  discrimination  and  sub- 
jective improvement  in  hearing  after  treatment. 

The  director  reported  that  there  was  a “Clinical 
Philosophy”  that  explained  the  reason  for  success 
of  the  treatment  of  acupuncture,  but  he  declined 
further  explanation. 

From  two  days’  observations  at  this  acupuncture 
center  it  was  noted  that  children  and  adults  come 
in  on  a daily  basis  for  treatment.  The  needles,' 
which  are  approximately  3 inches  in  length  and 
vary  in  thickness,  are  inserted  to  a depth 
of  1 to  2 inches,  usually  three  in  the  front 
of  the  ear  and  one  in  back.  The  needles  were 
inserted  quickly  by  a physician  trained  in  acu- 
puncture while  nurses,  also  trained  in  the  proced- 
ure, held  the  patient.  Older  children  and  adults 
received  an  additional  needle  in  the  hand  to  ‘‘fur- 
ther stimulate  the  entire  nervous  system.”  In  watch- 
ing the  insertion  of  the  needles  it  was  noted  that 
this  was  a painful  experience  for  children  and 
adults.  After  the  needles  were  inserted,  the  child- 
ren or  adults  were  then  left  to  either  remain  seated 
in  the  waiting  room  or  to  play  quietly  until  called 
to  have  the  needles  removed.  During  the  first  few 
sets  of  treatments  the  needles  were  left  for  approx- 
imately a half  hour  and  then  gradually  the  time 
wras  increased  to  about  one  hour.  After  insertion 
there  was  apparently  no  pain  or  discomfort,  and 
children  were  observed  playing  quietly  in  the  clinic. 
It  was  noted  that  after  approximately  10  to  15 
minutes  the  needles  began  to  pu'sate  in  a rhyth- 
mical way. 

When  the  treatment  time  was  completed,  the 
needles  were  removed  by  nurses  and  a warm  herbal 
steam  applied  to  the  points  of  insertion  to  relieve 
any  pain.  The  most  common  side  effect  of  this 
treatment  wTas  extreme  fatigue.  In  addition,  an  in- 
formation sheet  was  distributed  to  the  parents 
which  listed  skin  irritation,  sweating,  and  loose- 
ness of  bowels  as  possible  temporary  reactions. 

Acupuncture  treatment  charges  $50.00  for  the  in- 
itial treatment  and  $35.00  for  each  additional  pro- 
cedure. Any  further  diagnostic  testing  required  was 
performed  at  no  charge  to  the  patient. 

As  acupuncture  is  deemed  still  in  the  experi- 
mental stages  in  the  United  States,  there  is  little 
documented  proof  of  the  results.  The  director  stated 
that  he  was  ready  to  release  statistics  on  600  pa- 
tients that  he  had  treated.  He  reported  improve- 
ment in  sensorineural  hearing  loss  in  two  of  three 
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out  of  ten  patients  treated,  and  he  felt  this  was 
enough  of  a basis  to  continue  the  method  of  treat- 
ment. 

PROCEDURE 

In  an  effort  to  investigate  the  effects  of  acupunc- 
ture treatment  on  sensorineural  hearing  loss,  a ran- 
dom sample  of  children  and  adults  with  medically 
validated  congenital  sensorineural  hearing  loss  of 
unknown  etiology  who  had  experienced  acupuncture 
treatment  were  examined  at  the  Rhode  Island  Hos- 
pital Hearing  and  Speech  Center.  The  subject  sam- 
ple was  effectively  randomized  by  selecting  sixteen 
consecutive  patients  previously  known  to  the  Hear- 
ing and  Speech  Center  who  reported  they  were 
undertaking  acupuncture  treatment.  All  had  sensori- 
neural hearing  loss  confirmed  by  earlier  audiological 
and  otological  examination.  This  group  was  com- 
prised of  seven  males  and  nine  females.  Average 
age  was  13  years  old  for  the  males  and  23  for  the 
females.  The  average  hearing  loss*  through  the 
critical  speech  frequencies  was  81dB  right  ear  and 
79dB  left  ear.  Bone  conduction  was  not  noted  on 
any  subjects’  test  results  at  1,000  Hz.  and  above. 
Treatment  ranged  from  10  to  30  individual  sessions 
over  a period  from  November,  1973  through  April, 
1974.  Individual  treatment  was  fairly  intensive  usu- 
ally occurring  on  consecutive  days  until  completion. 
All  subjects  were  tested  audiologically  within  two 
weeks  after  completion  of  acupuncture  treatment. 
A review  of  their  records  by  a board  certified 
otolaryngologist  indicated  that  all  subjects  included 
were  judged  free  of  any  past  or  current  medical 
problem  that  could  have  influenced  findings  other 
than  sensorineural  hearing  loss.  The  pre  and  post 
treatment  audiological  results  were  compared  using 
a simple  overlay  system.  An  arbitrary  decision  was 
made  to  judge  valid  change  as  greater  than  lOdB 
difference  at  any  two  or  more  consecutive  fre- 
quencies. 

RESULTS 

Of  the  sixteen  subjects  evaluated,  there  was  no 
change  in  post  acupuncture  treatment  audiograms. 
The  parents  of  three  subjects,  however,  indicated 
that  they  had  noted  changes  in  the  subjects’  hear- 
ing ability.  They  provided  examples  of  various 
sounds,  i.e.,  telephone,  doorbell,  and  birds,  that  were 
heard  for  the  first  time  after  acupuncture.  When 
questioned  closely,  most  admitted  that  these  re- 
sponses, while  definite,  were  inconsistent.  One  sub- 


*Average was  based  on  results  at  500,  1,000,  and 
2,000  Hz.  If  more  than  a 30dB  difference  between 
two  consecutive  frequencies  occurred,  the  average 
was  considered  as  the  two  “best”  frequencies. 


ject  reported  a decrease  in  hearing  following  acu- 
puncture. These  subjective  impressions  could  not 
be  substantiated  clinically. 

CONCLUSION 

A group  of  sixteen  randomly  selected  subjects 
with  audiologically  and  otologically  confirmed  sen- 
sorineural hearing  loss  were  evaluated  after  com- 
pletion of  from  10  to  30  acupuncture  treatments. 
In  no  instance  could  an  improvement  in  hearing  be 
substantiated  by  audiological  assessment. 
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Some  Ruminations  On  Long-Term  Care 


Adequate  Care  In  Attractive  And  Digni- 
fied Surroundings  Is  An  Inalienable  Civil 
Right 


By  Seebert  J.  Goldowsky,  M.D. 


Having  been  a practicing  surgeon  most  of  my  pro- 
ductive years,  I cannot  claim  any  special  wisdom 
in  matters  relating  to  long-term  care.  Yet  from  the 
beginning  I was  interested  in  the  personal  problems 
of  my  patients,  and  discovered  very  early  in  my 
career  that  seemingly  insoluble  clinical  problems 
often  had  a significant  social  component,  which  so- 
cial service  could  help  me  solve. 

For  the  past  six  years  I have  been  involved  in 
utilization  review  for  Blue  Cross  and  Medicare.  In 
this  pursuit  I have  observed  daily  the  serious,  often 
poignant  difficulties  of  the  elderly,  the  chronically 
ill,  and  the  disabled  when  confronted  with  the  need 
to  secure  appropriate  nursing  or  domiciliary  care. 
Delay  in  disposition  is  almost  routine,  and  the  bur- 
den of  financing  care  in  attractive  and  dignified 
surioundings  may  be  serious,  or  even  overwhelming. 

SEEBERT  J.  GOLDOWSKY,  M.D.,  Editor-in- 
Chicf,  Rhode  Island  Medical  Journal;  Medical 
Director,  Blue  Cross-Blue  Shield  oj  Rhode  Island, 
Providence,  Rhode  Island. 

Read  at  the  Governor’s  Conference  on  Rhode  Island’s 
Future  Health  Care  Needs,  June  21-22,  1974. 


It  is  this  experience  which  has  led  me  to  become 
vocal  about  these  problems.  1 should  make  it  clear 
that  the  opinions  which  I espouse  are  my  own  and 
not  necessarily  shared  by  Rhode  Island  Blue  Cross. 

In  these  concerns  I presume  that  I have  become 
somewhat  more  socialistic  than  my  background  and 
instincts  would  have  dictated.  I read  recently  in 
the  New  England  Journal  of  Medicine  that  a wo- 
man probation  officer  in  England  in  speaking  in 
court  for  a prostitute  suggested  that  the  service  of 
prostitutes  should  be  provided  by  the  National 
Health  Service.  I might  add  parenthetically  that 
the  probation  officer  had  the  interesting  name  of 
Mrs.  Pickup.  I don't  believe  that  I am  ready  to  go 
quite  as  far  as  Mrs.  Pickup  in  my  socialistic  meta- 
morphosis, but  my  attitude  as  to  the  inherent  right 
of  citizens  and  the  responsibilities  of  society  has 
certainly  altered. 

LIFE  IN  COMMUNITY  PREFERABLE 

I am  fully  in  accord  with  the  conventional  wisdom 
that  the  elderly  and  the  disabled  should  be  main- 
tained in  the  community  for  the  maximum  feasible 
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period.  Toward  the  attainment  of  this  objective  I 
would  advocate  enthusiastically  the  development  of 
an  effective  and  sophisticated  statewide  home  care 
program.  Several  programs  in  the  state  are  already 
operative.  A comprehensive  system  for  the  Provi- 
dence metropolitan  area  is  currently  being  organ- 
ized, perhaps  with  something  less  than  headlong 
speed.  Medicare,  of  course,  and  now  Blue  Cross  as 
well  are  prepared  to  reimburse  for  the  costs  of 
established  home  care  programs  in  those  cases  which 
will  benefit  from  this  type  of  care.  It  is  a means  of 
keeping  many  suitable  cases  out  of  expensive  acute 
hospital  and  nursing  home  beds  and  in  contact  with 
the  community. 

A transportation  corps  to  facilitate  the  ambula- 
tory care  of  the  aged  and  disabled,  a goal  which  I 
have  advocated  for  some  time,  is  quietly  being  im- 
plemented on  two  fronts.  The  first  such  service  is 
fostered  by  the  Rhode  Island  Department  of  Com- 
munity Affairs,  Division  on  Aging.  Designated  the 
Senior  Citizens  Transportation,  Inc.,  it  operates  a 
fleet  of  mini-buses  with  which  it  provides  free  door- 
to-door  transportation  for  older  people  who  can’t 
afford  cabs  or  public  busses,  or  are  physically  un- 
able to  use  public  transportation,  or  live  in  areas 
not  convenient  to  bus  routes.  The  system  not  only 
provides  transportation  to  medical  care  facilities  for 
diagnostic  and  treatment  services,  but  is  also  pre- 
pared, to  the  extent  feasible,  to  transfer  its  clients 
to  group  meals,  to  the  grocery  market,  to  senior 
centers,  or  to  other  places  as  there  is  need.  During 
April,  1974  there  were  25  vehicles  providing  19,000 
rides. 

Another  valuable  related  type  of  enterprise  is  the 
Stroke  and  Amputee  Transportation  Service  spon- 
sored by  the  Rhode  Island  Heart  Association.  The 
clients  of  this  service  are  stroke  and  amputee  pa- 
tients requiring  transportation  to  facilities  provid- 
ing physical  therapy  and  rehabilitation  services  in 
the  Providence  metropolitan  area.  During  the  period 
March,  1973  through  January,  1974  seventy-three 
patients  were  transported  to  six  metropolitan  hos- 
pitals for  a total  of  1,423  visits.  This  valuable 
service  is  currently  under  review  to  determine 
whether  there  is  need  for  expansion. 

Both  of  these  services  are  indispensable  for  op- 
timal use  of  ambulatory  facilities  and  should  be 
fostered  and  expanded  as  necessary. 

PROBLEM  OF  BED  SUPPLY 

What  other  developments  are  in  prospect  in  the 
care  and  sheltering  of  the  elderly  and  disabled? 
Let  us  examine  important  problems  of  the  supply 


of  long-term  beds  and  reimbursement  for  long-term 
care.  As  a result  of  my  daily  experience  in  this 
arena  I have  become  increasingly  concerned  and 
frustrated  regarding  delay  in  the  transfer  of  patients 
from  acute  general  hospitals  to  suitable  interme- 
diate long-term  care  facilities.  All  of  the  acute  gen- 
eral hospitals  complain  of  the  difficulty  of  finding 
beds  in  appropriate  facilities  within  a reasonable 
time.  It  is  very  costly  for  the  community  to  have 
a patient  occupying  an  expensive  hospital  bed  be- 
cause there  is  no  place  to  go.  The  problem  was 
exacerbated  some  months  ago  by  the  closing  of  a 
substantial  number  of  chronic  care  beds  at  the 
Rhode  Island  Medical  Center.  Recently  we  read 
in  the  daily  press  of  nine  nursing  homes  with  de- 
ficiencies. These  and  others  are  at  risk  as  the  stand- 
ards for  such  facilities  are  raised,  as  they  should 
and  undoubtedly  will  be  in  the  ensuing  months. 

Prompt  referral  of  appropriate  cases  to  the  hos- 
pital social  service  is  of  course  essential  and  should 
be  insisted  upon.  Yet  delay  in  referral  does  not 
appear  to  be  a major  component  in  the  overall 
problem  and  should  not  distract  us  from  the  more 
fundamental  question  of  bed  supply  and  reimburse- 
ment. 

A report  issued  by  the  Rhode  Island  Department 
of  Health  in  May  of  last  year  summarized  utiliza- 
tion statistics  in  nursing  and  personal  care  homes 
for  the  year  1972.  According  to  the  report  there 
were  in  Rhode  Island  167  facilities  containing  6,036 
beds.  More  recent  statistics  published  on  May  30 
of  this  year  indicate  that  in  1973  there  were  6,045 
beds,  in  154  facilities,  a loss  of  13  facilities,  and 
a net  gain  of  only  nine  beds.  Is  this  a sufficient 
number  of  beds,  and  what  are  the  prospects  for 
improvement? 

In  1972  the  overall  percentage  occupancy  for  all 
nursing  and  personal  care  homes  was  93.1  per  cent, 
the  occupancy  varying  according  to  category  from 
90.9  to  95.6  per  cent,  being  above  94  per  cent  for 
the  highest  classifications.  The  comparable  figure 
for  1973  was  almost  identical  — 93.2  per  cent  — 
while  for  skilled  nursing  facilities  specifically  occu- 
pancy was  almost  96  per  cent.  While  it  may  seem 
desirable  from  the  point  of  view  of  nursing  home 
economics  and  as  a mechanism  for  holding  down 
nursing  home  utilization  to  have  a high  degree  of 
occupancy,  the  delay  in  hospital  discharges  which  it 
entails  results  in  overutilization  of  the  much  more 
expensive  acute  hospital  beds. 

FUTURE  PLANS 

As  of  January  10,  1974,  according  to  the  Rhode 
(Continued  on  next  page) 
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Island  Department  of  Health,  there  were  1,330 
nursing  or  personal  care  home  beds  currently  under 
construction.  These  were  largely,  but  not  exclu- 
sively, skilled  nursing  beds.  The  estimated  dates 
for  occupancy  fell  largely  between  January  and 
March,  1975,  with  no  project  due  later  than  July, 
1975.  Construction  is  reported  to  be  ready  to  start 
on  an  additional  162  beds  for  an  overall  total  of 
1.492  beds. 

Certificates  of  need  have  been  issued  on  an  addi- 
tional 3,876  beds,  but  construction  of  these  is 
problematical,  presumably  depending  upon  financing 
and  other  business  matters.  There  are  in  addition 
requests  pending  for  certificates  of  need  for  an- 
other 1,594  beds,  the  fate  of  which  is  even  more 
in  doubt. 

In  recent  weeks  news  reports  indicate  continued 
activity,  such  as  a request  for  a 10-story  ‘‘health 
complex  for  the  elderly'’  to  cost  $8-million  dollars 
and  a request  for  an  expansion  project  at  the  Jew- 
ish Home  for  the  Aged  encompassing  an  additional 
92  beds. 

Projections  regarding  retirement  of  beds  of  the 
various  types,  mostly  affecting  facilities  of  the 
lower  classifications,  are  obviously  more  difficult  to 
come  by.  But  some  attrition  is  likely  either  as  a 
result  of  obsolescence  or  downgrading  by  state  or 
federal  agencies.  As  I have  already  noted,  news 
reports  indicate  that  several  existing  homes  are  in 
trouble.  Estimates  of  possible  attrition  run  as  high 
as  30  per  cent  of  beds.  This  will  occur  largely  in 
homes  of  less  than  50  beds,  which  constitute  a 
major  proportion  of  the  beds  presently  available. 
While  the  net  effect  of  these  projections  would  ap- 
pear to  be  some  increase  in  the  number  of  avail- 
able beds  of  various  types,  the  extent  of  relief  of 
the  existing  shortage  is  speculative. 

PROBLEM  OF  REIMBURSEMENT 

What  about  reimbursement?  We  shall  first  ad- 
dress the  question  of  the  Skilled  Nursing  Facility 
portions  of  Part  A of  Medicare.  These  provisions 
were  aimed  at  encouraging  discharge  of  eligible 
patients  from  acute  hospitals  to  facilities  where  a 
skilled  type  of  nursing  care  and  supervision  were 
available.  In  the  beginning  this  was  looked  upon 
as  a gravy  train  for  patients  — a dependable  means 
of  paying  for  120  days  of  nursing  home  care.  The 
Social  Security  Administration  reacted  with  dismay 
as  the  bills  began  to  come  in  and  the  demands  for 
services  multiplied,  and  very  early  tightener!  up  its 
interpretation  of  the  law.  Currently  the  number  of 
eligible  patients  is  severely  restricted.  While  a small 


minority  of  patients  find  this  service  advantageous, 
it  is  difficult  to  discern  any  comprehensive  benefits 
from  this  portion  of  the  legislation.  The  public  is 
bitter  with  disillusionment,  and  several  homes  have 
dropped  out  of  the  race. 

Except  for  patients  with  the  ability  to  pay  their 
own  way,  reimbursement  for  other  nursing  home 
or  custodial  care  is  available  only  to  the  destitute. 
To  become  eligible  for  this  type  of  benefit,  persons 
must  first  become  impoverished.  Considering  the 
costs  for  shelter  and  care  in  the  current  market 
those  of  modest  means  reach  that  status  rather 
promptly. 

Patients  eligible  for  these  types  of  benefit  belong 
in  two  categories:  Medical  Assistance  and  Welfare. 
Welfare  embraces  Old  Age  Assistance,  Aid  to  De- 
pendent Children,  Aid  to  the  Blind,  and  Aid  to  the 
Disabled.  The  maximum  benefit  for  Medical  Assist- 
ance patients  is  90  days.  Both  types  of  cases  require 
approval  by  a physician  employed  by  the  state. 
Approval  takes  a minimum  of  3 to  4 days,  but 
often  longer,  after  the  process  has  been  initiated. 
The  state  insists  upon  prior  approval  for  reim- 
bursement. If  this  has  not  been  obtained,  the  state 
will  not  pay  after  the  patient  is  placed.  Hospitaliza- 
tion for  a Medicare  patient  awaiting  this  type  of 
disposition  is  not  reimbursable  under  Medicare  reg- 
ulations. This  has  created  serious  problems  both 
of  inequity  and  misunderstanding  — equally  on  the 
part  of  the  patient,  the  physician,  and  the  hospital. 

There  is  the  further  problem  that  a number  of 
homes  throughout  the  state  will  not  accept  either 
Medical  Assistance  or  Welfare  patients  because  of 
the  lower  per  diem  payments  provided  by  the  state 
as  compared  to  the  rates  paid  by  Medicare  or  pri- 
vate patients.  Medicare  and  private  patients  are 
readily  accepted  to  preempt  available  beds.  There 
is  reason  to  speculate  that  the  substandard  condi- 
tion of  some  of  the  smaller  homes  may  be  a result 
of  the  lower  perhaps  inadequate  state  reimburse- 
ment. 

SOCIETAL  ATTITUDES  ON  AGING 

I should  like  before  closing  to  return  to  the  ques- 
tion of  the  need  for  domiciliary  or  custodial  beds. 
It  is  my  personal  belief  that  such  need  will  increase 
no  matter  howr  effectively  and  intelligently  we  pur- 
sue such  measures  as  preventive  care,  rehabilitation, 
home  care,  ambulatory  care,  and  skilled  nursing  in 
appropriate  facilities.  Mr.  Irving  Kronenberg,  di- 
rector of  the  Jewish  Home  for  the  Aged  of  Rhode 
Island,  has  addressed  himself  to  what  he  calls  So- 
cietal Attitudes  on  Aging.  He  has  listed  ten  prob- 
( Concluded  on  page  394) 


378 


Rhode  Island  Medical  Journal 


Emergency  Medical  Services  And 
The  Rhode  Island  Medical  Society 


There  Is  More  To  Emergency  Medical 
Care  Than  Telemetry 


By  Edward  J.  Lynch,  M.A. 


Much  of  the  news  media  has  focused  on  the  de- 
velopment of  the  electrocardiographic  telemetry  pro- 
gram in  Rhode  Island  because  of  its  intrinsic  dra- 
matic effect  on  the  communities  in  which  it  is 
being  implemented  and  because  it  offers  possible  life- 
saving techniques  at  the  earliest  possible  moment. 
Yet  there  have  been,  other  substantial  developments 
in  emergency  medical  services  which  have  not  yet 
'captured  the  imagination  of  the  news  media  or 
through  them  the  people  of  Rhode  Island.  While 
these  developments  cannot  be  said  to  have  the 
glamor  and  flair  of  the  cardiac  telemetry  program, 
their  implementation  nevertheless  has  provided  the 
gate  through  which  the  telemetry  (and  other  future 
as  yet  unforeseen  emergency  medical  technology) 
has  entered. 

One  such  development  is  the  basic  training  of 
the  rescue  squad  worker  and  other  ancillary  health 
personnel  who  have  for  a long  time  devoted  them- 
selves zealously  and  quietly  to  upgrading  their 
skills  in  emergency  medical  techniques  through  ard- 
uous study  and  practice.  Their  activity  and  de- 
votion to  duty  have  long  gone  unrecognized  by  the 

EDWARD  J.  LYNCH  of  Barrington,  R.  /.,  former 
Associate  Executive  Director  of  The  Rhode  Island 
Medical  Society;  current  Executive  Director  of 
Rhode  Island  Professional  Standards  Review  Or- 
ganization, Inc. 


general  public  — but  active  they  are  and  devoted 
they  have  been. 

Since  1969  great  strides  have  indeed  been  made 
in  improving  the  quality  of  emergency  medical  serv- 
ices in  Rhode  Island.  In  the  forefront  of  this  ac- 
tivity has  been  the  Emergency  Medical  Services 
Committee  of  the  Rhode  Island  Medical  Society, 
formerly  named  the  Disaster  Committee.  It  has 
indeed  played  a leading  role  in  the  upgrading  of 
training  of  the  approximately  1,600  rescue  squad 
workers  in  Rhode  Island.  The  activity  in  large 
measure  can  be  attributed  to  the  personal  leader- 
ship of  Dr.  Robert  L.  Conrad,  a Wakefield  general 
surgeon,  who,  with  other  physician  members  of  his 
committee,  had  initially  conducted  an  annual  work- 
shop on  emergency  medical  care  in  various  hospitals 
in  the  state.  However,  the  physician  members  of 
the  committee  quickly  realized  that  such  a hap- 
hazard method  of  training  rescue  squad  workers 
and  ambulance  personnel  was  an  inadequate  means 
to  meet  the  emergency  medical  care  challenges  in 
Rhode  Island.  Because  of  the  magnitude  and  com- 
plexity of  the  subject  matter  to  be  taught  to  the 
emergency  medical  services  workers,  and  because 
of  the  press  of  time,  the  physicians  agreed  that  the 
committee  should  scrutinize  other  modes  of  train- 
ing, especially  since  the  quality  of  training  the  res- 
cue squad  workers  would  have  a direct  effect  on  the 
(Continued  on  next  page) 
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quality  of  life-saving  measures  at  the  scene  of  an 
accident. 

START  OF  THE  PROGRAM 

Hence,  early  in  1970,  the  first  session  of  the 
Emergency  [Medical  Technician  training  course  was 
launched  at  The  Miriam  Hospital,  and  soon  there- 
after courses  were  conducted  at  the  South  County 
and  Westerly  Ambulance  Corps  Buildings,  the  New- 
port Hospital.  Kent  County  Memorial  Hospital. 
Woonsocket  Hospital.  Fogarty  Hospital,  and  the 
Memorial  Hospital  in  Pawtucket.  Each  of  these 
courses  was  coordinated  by  a physician  member  of 
the  Emergency  Medical  Services  Committee  who 
was  also  on  the  staff  of  the  local  hospital.  These 
physicians  included,  besides  Doctor  Conrad:  George 
T.  Van  Petten.  M.D.,  Wilfrid  V.  Ethier.  NED., 
Richard  Bertini,  [NED..  Henry  Litchman.  NED.. 
Joseph  S.  Karas.  NED.  and  William  F.  Garrahan. 
NI.D.  Wherever  possible  the  subject  matter  and 
curriculum  were  standardized,  and  wherever  pos- 
sible rescue  squad  workers  and  allied  health  per- 
sonnel were  utilized  as  instructors  in  their  areas  of 
expertise.  At  first  these  local  courses  included  such 
topics  as:  The  Organization  of  Emergency  NIedical 
Care.  Vital  Signs  and  their  Significance,  NIedical 
Emergencies.  Neurological  Problems,  Surgical  In- 
juries, Fractures,  the  Emotionally  Disturbed  and 
Unruly.  Emergency  Childbirth.  Infectious  and  Con- 
tagious Diseases,  and  Environmental  Emergencies. 

To  supplement  these  local  courses,  the  committee 
sponsored  a course  on  Extrication  in  September  of 

1970  at  the  University  of  Rhode  Island  in  Kingston 
and  an  Ice  Rescue  demonstration  in  February  of 

1971  at  Roger  Williams  Park.  These  initial  forays 
into  a practical  training  exercise  for  the  rescue 
squad  workers  proved  extremely  successful  and 
later  encouraged  Doctor  Conrad  and  his  course  co- 
ordinator, Deputy  Chief  Ronald  S.  Jones  of  the 
Cranston  Fire  and  Rescue  Department,  further  to 
develop  this  type  of  exercise. 

After  reviewing  numerous  books,  the  Emergency 
NIedical  Services  Committee  in  1970  agreed  to  use 
as  a text,  a book  published  by  the  Committee  on  In- 
juries of  the  American  Academy  of  Orthopedic  Sur- 
geons titled  “Emergency  Care  and  Transportation 
of  the  Sick  and  Injured.’'  These  courses  at  the  com- 
munity hospitals  served  approximately  300  allied 
health  personnel.  While  the  courses  met  with  un- 
qualified success,  concomitant  problems  had  arisen 
such  as  the  time-consuming  administration  of  the 
courses  by  a limited  NIedical  Society  staff,  the  diffi- 
culty of  coordinating  the  curricular  material  and 
subject  matter,  the  national  pressure  for  licensure 


or  certification  or  both  by  state,  or  federal  agencies 
for  rescue  squad  personnel,  and  the  possible  finan- 
cial incentives  which  could  result  from  state  licen- 
sure and  certification  for  future  emergency  medical 
technicians. 

ACADEMIC  INVOLVEMENT 

For  these  reasons  the  committee  explored  the 
possibility  of  placing  the  ENIT  course  in  the  hands 
of  an  academic  institution  of  higher  learning.  After 
discussion  with  various  community  agencies,  the 
committee  agreed  to  start  a new  ENIT  course  in 
cooperation  with  the  Emergency  NIedical  Services 
Division  of  the  Rhode  Island  Department  of  Health, 
at  Rhode  Island  Junior  College.  In  the  negotiations 
and  discussions  with  the  Department  of  Health.  NIr. 
Harold  Pace,  Chief,  Division  of  Emergency  NIedical 
Services,  showed  himself  to  be  a cooperative  and 
enthusiastic  disciple. 

In  September  of  1971  a pilot  course  was  initiated 
for  34  students  who  attended  a 37 1/2  hour  course  at 
Rhode  Island  Junior  College  in  Providence.  The 
following  year  approximately  120  students  enrolled 
in  the  same  course  conducted  by  the  Rhode  Island 
Junior  College  in  Providence  and  South  County. 
In  September  of  1972  the  course  was  expanded  in 
other  localities  throughout  the  state  so  that  the 
traveling  time  to  the  classroom  was  reduced  as  far 
as  possible  for  the  students.  With  the  help  of  the 
Department  of  Health  and  the  Rhode  Island  Junior 
College,  a scholarship  committee  was  formed  to  aid 
those  rescue  squad  persons  who  were  in  need  of 
financial  assistance.  In  recognition  of  the  benefits  to 
be  derived  from  his  knowledge  and  experience  based 
on  his  long  career  in  emergency  medical  care.  Chief 
Jones  was  named  the  coordinator  for  the  course.  In 
conjunction  with  the  course  the  Emergency  NIedical 
Sendees  Commitee  of  the  Society  designed  an  arm 
patch  (see  cover)  and  awarded  it  to  those 

students  who  successfully  completed  the  ENIT 
course  at  Rhode  Island  Junior  College.  The 

Junior  College  also  presents  to  each  student 
a certificate  of  successful  completion  of  the 
course  signed  by  Dr.  Joseph  E.  Cannon,  Di- 

rector of  Health,  NIr.  John  NIarmaras.  Asso- 
ciate Dean,  Rhode  Island  Junior  College,  and 

Doctor  Conrad  (see  figure  1 ).  The  course  has  grown 
from  37 y2  hours  in  its  embryonic  stage  in  1970  to 
an  85  hour  course  which  was  conducted  in  the  Fall 
semester  of  1974.  The  subjects  include:  Introduction 
— “Before  the  Emergency,”  Pulse  of  Life  (Slides), 
Use  of  Dolls,  Anatomy  and  Physiology.  Driving 
Practices.  Fractures  and  Splinting,  Practice  Splint- 
( Continued  on  page  382) 
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Figures  2-9  are  photographs  of  a recent  Extrication 
training  exercise  conducted  in  conjunction  with  the 
Emergency  Medical  Technicians  course. 


EMERGENCY  MEDICAL  SERVICES 

(Continued  from  page  380) 
ing,  Evaluation  of  Patient-Diagnostic  Signs,  Emer- 
gency Childbirth,  Building  Extrication  (Fires  and 
Extinguishers),  Medical  Emergencies,  Surgical  In- 
juries, Radiation  Problems,  Psychiatric  and  Drug 
Problems,  Water  Accidents,  Ice  Rescue  Films,  Ex- 
trication from  Wrecked  Autos,  and  15  hours  of 
clinical  hospital  emergency  room  work. 

In  a recent  interview  Doctor  Conrad  and  Chief 
Jones  reported  that  285  students  had  enrolled  dur- 
ing the  Spring  1974  semester  at  Rhode  Island  Jun- 
ior College  in  the  ‘ Rescue  Practices  auid'  Emergency 
Aid-’  course.  Seven  classes  were  held,  including  4 
at  the  Junior  College  in  Warwick,  and  one  at  Fo- 
garty Memorial  Hospital,  one  at  South  County 
Hospital,  and  one  at  Newport  Hospital.  The  suc- 
cessful completion  of  the  enrollees  brought  the 
total  of  certified  EMTs  in  Rhode  Island  to  964  out 
of  an  approximate  1,600  rescue  squad  workers  in 
the  state.  This  total  does  not  include  the  72  persons 
from  6 Rhode  Island  communities  who  have  been 
certified  as  advanced  EMT  personnel  and  who  will 
operate  the  intensive  mobile  care  units.  All  rescue 
squad  workers  who  wish  to  take  the  advanced  EMT 
course  must  successfully  complete  or  have  the 
equivalent  of  the  EMT  training  which  is  being 
taught  at  Rhode  Island  Junior  College. 

Dining  the  Spring  semester  of  1974  through  gen- 
ual increments  the  hours  of  training  increased  from 
66  to  70  with  the  revived  addition  of  an  ice  rescue 
procedures  seminar  and  an  abbreviated  defensive 
driving  course  which,  Chief  Jones  declared,  would 
hopefully  be  expanded  to  increase  the  course  to  81 
hours  starting  this  month  to  conform  with  the 
Federal  Department  of  Transportation  require- 
ments. 

The  growth  in  numbers  of  trainees  and  in  the 
quality  of  the  Emergency  Medical  Technician  course 
since  1970  can  be  attributed,  Doctor  Conrad  em- 
phasizes, not  only  to  the  rescue  squad  personnel, 
but  also  the  Rhode  Island  physician  community  and 
these  members  of  the  profession  who  coordinated 
the  courses  at  their  local  community  hospitals  in 
1971,  including:  Doctors  Lorand  Brown,  Gerald 
Smith  Gilbert  Houston,  Joseph  O’Neill,  Robin  Wal- 
lace, Charles  Hall,  Martin  Schwartz,  Roger  Ashley, 

(Continued  on  page  391) 
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Editorials 

UNIFIED  MEMBERSHIP 


At  the  present  time  most  district  medical  societies 
in  Rhode  Island  do  not  require  membership  in  the 
Rhode  Island  Medical  Society.  The  Rhode  Island 
Medical  Society  in  turn  does  not  require  member- 
ship in  the  American  Medical  Association.  As  a re- 
sult of  these  permissive  policies  and  bylaws,  there 
are  some  50  district  society  members  who  are  not 
members  of  the  Rhode  Island  Medical  Society,  and 
some  500  members  of  the  Rhode  Island  Medical 
Society  who  are  not  members  of  the  American  Med- 
ical Association. 

Physicians  of  both  groups  have  the  advantages 
of  the  support  of  organized  medicine  locally  and 
nationally  without  assuming  the  reciprocal  obliga- 
tion of  supporting  the  state  and  national  societies. 
The  AMA  is  the  only  national  organization  that 
represents  all  physicians.  In  return  it  needs  their 
support  in  its  extensive  programs  in  legislation, 
quality  of  care,  education,  manpower,  and  the  in- 
terrelationships with  the  many  other  organizations 
involved  in  medical  care  problems.  Further,  the  in- 


creased Rhode  Island  Membership  in  the  AMA  will 
entitle  it  to  another  delegate  in  the  AMA  House  of 
Delegates. 

At  the  present  time  six  states  — Arizona,  Cali- 
fornia, Hawaii,  Illinois,  Oklahoma  and  Wisconsin 
already  have  unified  membership.  During  the  pres- 
ent year  three  additional  states  — New  York,  New 
Jersey,  and  Missouri  — have  voted  to  join  the 
group  in  1975.  Several  other  states  have  this  change 
under  consideration.  It  is  significant  that  the  three 
largest  states  — California,  New  York,  and  Illinois 
— all  have  unified  membership.  The  Medical  So- 
ciety of  the  State  of  New  York,  which  had  been  a 
pioneer  in  unified  membership,  but  dropped  the 
requirement  for  a few  years,  has  found  it  expedient 
and  desirable  to  return  to  the  fold. 

It  is  time  that  the  Rhode  Island  Medical  So- 
ciety gave  serious  study  to  this  important  change  in 
policy  which  will  require  not  only  bylaw  changes 
in  the  district  and  state  societies,  but  also  a change 
in  attitudes. 


Guest  Editorial 

EMERGENCY  MEDICAL  SERVICES 


Rhode  Island  has  made  great  strides  in  upgrading 
Emergency  Medical  Services  over  the  past  five 
years  through  the  efforts  of  many  dedicated  men 
and  women  and  the  availability  of  state  and  federal 
funds.  Largely  as  a result  of  the  leadership  of  the 
Rhode  Island  Medical  Society's  Committee  on 
Emergency  Medical  Services,  chaired  by  Dr.  Rob- 
ert L.  Conrad,  more  than  one-third  of  the  state’s 
rescue  and  ambulance  attendants  have  been  thor- 
oughly trained  and  certified  as  Emergency  Medical 
Technicians.  The  training  program,  initiated  by 
Doctor  Conrad,  has  now  reached  a total  of  81  hours, 
which  is  in  accordance  with  nationally  recognized 
standards.  It  is  anticipated  that  by  the  end  of 
1976  all  ambulance  and  rescue  attendants  in  the 
state  will  have  completed  this  training  program  and 
been  certified  as  Emergency  Medical  Technicians. 

. Upgrading  has  also  been  achieved  through  the 
purchase  oif  communications  equipment.  Funds  re- 
ceived from  the  Tri-State  Regional  Medical  Pro- 
gram have  made  it  possible  to  equip  hospitals  and 
ambulance  and  rescue  vehicles  with  two-way  radios 
so  that  the  vehicles  may  communicate  directly  with 
the  hospitals  they  serve.  This  enables  the  attendant 
to  radio  the  patient’s  condition  directly  from  the 
scene  to  a doctor  in  the  hospital  emergency  room 


and  obtain  immediate  guidance  with  respect  to  the 
proper  lifesaving  procedures  to  be  utilized.  This 
project  is  now  in  its  final  stages,  and  it  is  expected 
that  the  installation  of  the  necessary  equipment 
will  have  been  completed  by  the  end  of  this  year. 

In  addition,  thanks  to  the  efforts  of  Dr.  Francis 
D.  Lamb,  Medical  Director  of  Kent  County  Hos- 
pital and  Dr.  Robert  Capone,  Director  of  the  Coro- 
nary Care  Unit  at  Rhode  Island  Hospital,  telemetry 
is  now  a reality  in  Rhode  Island.  With  funds  made 
available  through  the  Tri -State  Regional  Medical 
Program  this  highly  sophisticated  monitoring  sys- 
tem is  now  operational  in  Warwick,  Cranston.  West 
Warwick,  Barrington,  and  East  Providence.  We 
anticipate  that  the  system  will  be  expanded  to  other 
parts  of  the  state  in  the  near  future. 

Space  does  not  permit  a detailed  description  of 
the  many  other  advances  made  in  emergency  medi- 
cal services  over  the  past  five  years.  It  is  well  to 
mention,  however,  that  the  state  now  has  a federally 
approved  Statewide  Plan  for  Emergency  Medical 
Services.  The  plan  is  the  product  of  a consortium  of 
agencies  including  the  Rhode  Island  Medical  So- 
ciety, Rhode  Island  Department  of  Health,  Hospi- 
tal Association  of  Rhode  Island,  Health  Planning 
(Concluded  on  next  page) 
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Council  of  Rhode  Island,  Citizens'  Advisory  Com- 
mittee on  Emergency  Medical  Services,  Blue  Cross- 
Blue  Shield  of  Rhode  Island,  Rhode  Island  Health 
Services  Research,  Inc.,  and  the  Rhode  Island  Ad- 
visory Committee,  Tri-State  Regional  Medical  Pro- 
gram. The  plan  identifies  the  state’s  current  emer- 
gency medical  services  resources  and  establishes 
guidelines  for  future  developments  in  the  areas  of 
training,  communications,  upgrading  of  hospital 
emergency  rooms,  ambulance  and  rescue  vehicles 
design  and  equipment,  uniform  reporting  systems, 
and  public  education.  Much  credit  is  to  be  given  to 
those  who  labored  conscientiously  and  unselfishly 
in  the  formulation  of  this  statewide  plan. 

Fortunately,  after  many  years  of  prodding,  we 
now  have  legislation  in  Rhode  Island  governing  the 
delivery  of  emergency  medical  sendees.  The  bill, 
which  was  signed  by  the  Governor  on  May  10,  1974 
provides  for  the  creation  of  an  Ambulance  Service 
Governing  Board  and  establishes  minimum  stand- 
ards with  respect  to  training,  equipment,  and  other 
related  matters. 

Regarding  the  emphasis  which  should  be  placed 
on  Emergency  Medical  Services  in  Rhode  Island  in 
the  future,  we  should  endeavor  for  even  high- 
er levels  of  training  for  our  Emergency  Med- 
ical Technicians  as  well  as  additional  programs 
for  emergency  room  physicians  and  nurses.  Training 
programs  in  the  latest  emergency  medical  techniques 
should  also  be  offered  to  school,  industrial,  and 


public  health  nurses.  We  should  also  strive  for  the 
acquisition  of  properly  designed  ambulance  and 
rescue  vehicles  which  are  adequately  equipped  to 
handle  any  medical  emergency  which  might  arise. 
Efforts  should  also  be  expended  toward  the  estab- 
lishment of  a communication  system  whereby  emer- 
gency medical  aid  is  available  to  the  general  pub- 
lic within  the  shortest  possible  time.  Finally,  we 
should  attempt  to  insure  that  all  hospital  emergenev 
rooms  are  adequately  staffed  and  equipped  to  pro- 
vide immediate  effective  treatment  to  the  seriously 
ill  or  injured  patient. 

Fortunately,  the  importance  of  emergency  medi- 
cal care  in  the  overall  health  care  system  is  now 
being  recognized  by  professionals  and  non  profes- 
sionals alike.  This  can  only  lead  to  further  improve- 
ments in  our  emergency  medical  services  system. 
I have  mentioned  here  just  a few  of  the  individuals 
who  have  contributed  greatly  to  the  improvement 
of  Emergency  Medical  Sendees  in  Rhode  Island 
over  the  past  five  years.  Obviously,  they  were  not 
alone  in  this  endeavor,  Many  dedicated  physicians, 
nurses,  para-medics,  ambulance  and  rescue  person- 
nel. fire  and  police  officials,  health  officials,  and 
private  citizens  with  a keen  interest  in  emergency 
medical  services  have  made  the  system  in  Rhode 
Island  what  it  is  today. 

HAROLD  A.  PACE 

Chief,  Emergency  Medical  Services 

R.  I.  Department  of  Health 


Editor’s  Mailbox 

PROBLEM  ORIENTED  RECORD 


To  the  Editor: 

We  are  writing  to  express  our  concern  about  the 
implications  of  the  editorial  ‘ The  Problem-Oriented 
Record”  which  appeared  in  the  Rhode  Island 
Medical  Journal,  57:  256,  June  1974. 

The  general  tenor  of  the  editorial  seems  to  be  a 
criticism  of  the  Problem-Oriented  Medical  Record. 
When  we  examined  most  of  the  specific  items  criti- 
cized by  the  editorial,  however.  — legibility,  use 
of  abbreviations,  elegance  of  sentence  structure,  and 
use  of  days  for  dates,  — we  found  that  they  apply 
equally  to  all  records,  whether  conventional  or 
problem-oriented.  We  agree  that  these  points  need 
emphasis  for  both  students  and  physicians,  regard- 
less of  the  format  of  the  record. 

The  editorial  also  notes  that  there  is  “no  con- 
sistant  follow-up  of  designated  problems.”  Such 
omissions  are,  of  course,  regrettable,  and  they  are 


readily  apparent  when  the  Problem-Oriented  Medi- 
cal Record  is  used.  We  think  that  such  omissions 
however,  are  far  more  likely  to  occur  in  the  con- 
ventional (scrambled)  record,  where  omission  of 
notes  regarding  problems  of  secondary  importance 
are  the  tide  rather  than  the  exception. 

The  editorial  also  noted  that  “plans  and  intent 
should  be  stated  clearly.”  With  this,  of  course,  we 
are  in  complete  agreement.  If  one  uses  the  Prob- 
lem-Oriented Medical  Record  in  the  manner  sug- 
gested by  Weed  (S-O-A-P;  Subjective  Information, 
Objective  Observations  and  Data,  .Assessment,  and 
Plans),  the  plans  will  be  included  as  an  integral 
part  of  the  progress  notes. 

We  must  agree  that  the  Problem-Oriented  Medi- 
cal Record  is  no  pancrea  for  improving  medical 
care,  but  we  submit  that,  when  it  is  used,  it  will  be 
of  considerable  help.  We  do  not  think  that  it  has 
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yet  been  widely  enough  used  in  Rhode  Island  to 
permit  an  adequate  evaluation.  At  the  present  time, 
its  use  seems  to  be  confined  largely  to  medical  stu- 
dents, some  interns  and  residents,  and  a very  few 
practicing  clinicians.  Thus  far,  we  doubt  that  the 
editorialist  has  had  sufficient  opportunity  to  com- 
pare records  using  conventional  and  Problem-Ori- 
ented approaches  when  used  by  clinicians  with  equal 
levels  of  sophistication. 

In  our  opinion,  Drs.  Larry  Weed  and  J.  Willis 
Hurst  have  offered  a format  for  medical  records  with 
guidelines  which,  if  followed,  will  lead  to  better 
medical  care.  If  the  method  is  poorly  understood 
and  misused,  then  one  might  as  well  not  be  using 
the  Problem-Oriented  Medical  Record. 

The  basic  tenets  of  the  Problem-Oriented  Medi- 
cal Record  are  as  follows: 

(1)  Problem  Stating-.  A patient’s  problems  are 
stated  accurately  at  a level  of  clear  understanding, 
even  if  this  is  not  a diagnosis;  e.g.,  sign  or  symp- 
tom: (e.g.,  abdominal  bloating,  chest  pain). 

When  so  listed,  this  stimulates  the  physician  to 
study  the  problems  further  until  a higher  level  of 
understanding  is  reached.  This  allows  for  proper  and 
logical  treatment  and  helps  to  afoid  premature  di- 
agnosis and  inappropriate  therapy. 

Proper  problem  stating  leads  to  logical  problem 
solving. 

(2)  The  Problem  List : The  complete  problem 
list  in  the  front  of  a patient’s  chart  is  an  index  of 
the  patient’s  medical  problems  , active  and  inactive. 
When  complete  and  properly  done,  this  list  organ- 
izes the  material  that  follows  and  helps  one  to  re- 
member all  of  a patient’s  problems  — e.g..  drug 

UNITED 

To  the  Editor: 

I am  writing  to  inform  physicians  of  a responsi- 
bility I have  accepted  within  this  year’s  United 
Way  campaign,  to  explain  how  it  relates  to  doctors, 
and  to  seek  your  support. 

Simply  stated,  I have  been  asked  to  head  up  the 
Medical  Department  of  L'nited  Way,  which,  as  you 
know,  has  the  responsibility  of  soliciting  physicians. 

I have  accepted  this  assignment  in  good  faith, 
knowing  that  through  discussion  and  communica- 
tions, physicians  will  respond  appropriately  to 
LTnited  Way  when  asked  to  do  so. 

I know  the  personal  sacrifices  physicians  make 
for  patients,  and  therefore  — for  the  community.  I 
have  reviewed  the  community’s  financial  needs  that 
are  expected  of  United  Way.  They  are  enormous. 


allergies,  inactive  and  now  asymptomatic  medical 
problems,  such  as  myocardial  infarction  in  the  past 
and  previous  surgery. 

(3)  Progress  Notes  — S-O-A-P:  These  refer  to 
specific  problems  and  are  clearly  identified  by  title 
and  number.  Including  the  lrst  one  (the  admission 
history  and  physical  examination ) , they  are  divided 
into  sections  which  form  the  basis  for  medical  de- 
cision-making pf  high  quality.  The  subjective  and 
objective  data  are  listed  separately  and  completely. 
After  reviewing  these  data  a proper  assessment  may 
be  made.  The  latter  may  reflect  clarity  or  uncer- 
tainty as  to  the  exact  diagnosis  and  will  also  sug- 
gest a variety  of  logical  possibilities.  The  plans  that 
follow  will  then  elucidate  the  diagnostic  possibilities 
and  indicate  the  therapeutic  measures  to  be  under- 
taken. These  are  the  logical  steps  for  medical  de- 
cision-making. 

(4)  Discharge  Summary:  When  initial  informa- 
tion as  well  as  follow-up  data,  course  in  hospital, 
and  therapy  are  listed  separately  under  each  prob- 
lem, the  discharge  summary  is  clear,  logical,  and 
easy  to  read.  It  is  complete,  and  the  course  of  all 
signilcant  problems  is  summarized  for  easy  review. 

Perhaps  the  most  signipcant  problem  with  the 
Problem-Oriented  Medical  Record  is  the  fact  that 
it  has  not  really  been  tried  by  most  physicians,  es- 
pecially those  who  are  most  critical.  Those  who 
have  used  it  conscientiously  for  a significant  length 
of  time  may  make  some  modifications  in  the  sys- 
tem, but  are  unlikely  to  abandon  it  altogether. 

Robert  W.  Hopkins,  M.D. 

Henry  F.  Izeman,  M.D. 

The  Miriam  Hospital 

WAY 

and  have  been  compounded  by  the  negative  effect 
of  inflation  on  the  giving  power  of  individuals  and 
by  the  economic  problems  created  by  the  recent 
Xavy  cutbacks  in  the  State.  This  year  the  Fund 
must  raise  and  then  distribute  some  $7,800,000  to 
meet  essential  community  service  needs. 

I am  convinced  that  physicians,  both  as  indi- 
viduals and  collectively  as  a group,  will  make  a 
meaningful  contribution  to  LTnited  Way  this  year. 

I also  know  that  you  will  receive  this  letter  in  the 
spirit  in  which  it  is  written  and  will  respond  ac- 
cordingly to  the  need  when  you  complete  your 
United  Way  pledge  card. 

ARTHUR  F.  HANLEY 

President 

Blue  Cross-Blue  Shield  of 
Rhode  Island 

& 
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STATEWIDE  EOAFEREIVEE  01V  HMDs 

WEDNESDAY,  OCTOBER  30,  1974  AT  7:30  P.M. 

Rhode  Island  Medical  Society  Auditorium  (106  Francis  Street) 

The  Health  Maintenance  Organization  Act  of  1973  provides  for  an  al- 
ternative to  existing  health  care  systems.  The  law  authorizes  over  375  million 
to  be  spent  over  a five  year  period  to  encourage  the  organization  and  imple- 
mentation of  HMOs. 

This  Law  raises  many  questions: 

What  about  HMO  advertising? 

How  “comprehensive"  must  an  HMO  be? 

What  will  be  the  impact  of  the  HMO  law  on  Rhode  Island  physicians? 

These  questions  and  others  will  be  answered  by  a panel  of  National  ex- 
perts comprised  of  Mr.  Anthony  Masso,  HEW  Office  of  Health  Maintenance 
Organizations,  Mr.  Lawrence  C.  Morris,  Jr.,  Vice  President  for  Planning  and 
Programming,  National  Association  of  Blue  Shield  Plans  (Chicago)  and  Mr. 
Donald  D.  Jones,  Assistant  Director  of  Research,  the  Health  Insurance  Asco- 
ciation  of  America  (New  York). 

Dr.  Joseph  E.  Caruolo,  Chairman  of  the  RIMS  Committee  on  the  De- 
livery of  Medical  Care,  will  be  available  with  other  local  experts  to  answer' 
questions  on  HMO  developments  as  they  relate  to  Rhode  Islasd. 

MARK  YOUR  CALENDAR  NOW  and  plan  to  attend  this  important 
meeting. 

WEDNESDAY,  OCTOBER  30,  AT  7:30  P.M. 

RHODE  ISLAND  MEDICAL  SOCIETY  AUDITORIUM 

A question  and  answer  period  will  follow! 


Peter  L.  Mathieu,  Jr.,  M.D. 
President 

Providence  Medical  Association 


HMO — OCTOBER  30  HMO — OCTOBER  30  HMO — OCTOBER  30 


HMO— OCTOBER  30  HMO — OCTOBER  30  HMO — OCTOBER  30  HMO— OCTOBER  30  HMO— OCTOBER  30 


Supplied  Tablets:  0 025  mg.,  0.05  mg..  0.1  mg., 
0 15  mg  , 0.2  mg.,  0 3 mg.,  0.5  mg.,  scored  and 
color-coded  in  bottles  of  100,  500.  and  1000. 
Injection:  500  meg  lyophitized  active  ingredient 
and  10  mg  of  Mannitol.  U .S.P.,  m 10  ml.  Single-dose 
vial,  with  5 ml  vial  of  Sodium  Chloride  Injection, 
U S P,  as  a diluent 


FLINT  LABORATORIES 

OIVISION  OF  TRAVENOL  LAB0RAT0Rfl%‘jNC 
Deerfield.  HlinoiSS.6001 5, 


Iff 


I 

: 


Indications:  Pro-Banthtne  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respir  x 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  ii 
possibility  should  be  considered  before  administering  Pro-Banthine.  1 1 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evide  :( 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  shouliX 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcer  X 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  » 


Therapeutic  comparisons 
in  peptic  ulcer. 


jitacids 


have  only  one  mode  of  action  to  relieve  ulcer  pain . . . 


itntacids: 

I itacids  relieve  ulcer  pain  by  neutralizing  gastric 
| id.  This  action  is  relatively  short-lived  and  they  have 
|l)  other  mode  of  action. 

ro-Banthine: 

uro-Banthine  suppresses  gastric  acid 
uxretion.  The  antisecretory  properties  of 
;|  o-Banthine  are  well  established.  By  effectively 
Ipcking  vagotonic  impulses  Pro-Banthlne  suppresses 
j stric  secretion  to  reduce  both  total  and  free  acid. 

ro-Banthine  helps  relieve  pain. 

B o-Banthlne  relieves  ulcer  pain  by  reducing  gastric 
I cretion  and  the  motility  and  spasm  of  the 
j strointestinal  tract. 


Pro-Banthine  reduces  acidity  without 
subsequent  acid  rebound.The  capacity  of 
Pro-Banthine  to  reduce  the  secretion  of  total  and 
free  acid  in  the  stomach  has  been  demonstrated  in 
scores  of  studies.  None  has  demonstrated  any 
significant  evidence  of  acid  rebound. 

Pro-Banthine  activity  lasts  about  six  hours. 
The  effect  of  a single  therapeutic  dose  (15  mg.)  of 
Pro-Banthine  lasts  about  six  hours.*  Pro-Banthine  PA.® 
the  prolonged-acting  form,  is  active  from  8 to  12 
hours.  Thus  Pro-Banthine  may  be  used  to  suppress 
acid,  spasm,  and  pain  around  the  clock,  even  during 
the  sleeping  hours  when  antacids,  to  be  effective, 
must  be  taken  almost  hourly. 

“Innes,I.R.,and  Nickerson,  M.  in  Goodman.  L.  S„  and  Gilman,  A.  (editors):  The 
Pharmacological  Basis  of  Therapeutics,  ed.  4.  New  York, The  Macmillan  Company, 
1970,  p,  537. 


Pro-Banthine  complements  and 
enhances  the  action  of  antacids. 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 


pir  as  well  as  mydriasis  and  blurred  vision.  In  addition  the  following 
• Jerse  reactions  have  been  reported:  nervousness,  drowsiness,  dizziness, 
i omnia,  headache,  loss  of  the  sense  of  taste,  nausea,  vomiting,  constipa- 
ln,  impotence  and  allergic  dermatitis. 

■sage  and  Administration:  The  recommended  daily  dosage  for  adult 
tl  therapy  is  one  15-mg.  tablet  with  meals  and  two  at  bedtime.  Subse- 
ent  adjustment  to  the  patient’s  requirements  and  tolerance  must  be 
ude. 

o-Banthine  R A.  — Each  tablet  of  Pro-Banthlne  PA.  (propantheline 
pmide)  contains  30  mg.  of  the  drug  in  the  form  of  sustained-release  or 


timed-release  beads:  on  ingestion  about  half  of  the  drug  is  released  within 
an  hour  and  the  remainder  continuously  as  earlier  increments  are  metab- 
olized. Thus  the  result  is  even,  high-level  anticholinergic  activity  main- 
tained all  day  and  all  night  in  most  patients  with  only  two  tablets  daily. 
Some  patients  may  require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro-Banthlne  15 
mg.  should  be  observed. 

How  Supplied:  Pro-Banthlne  is  supplied  as  tablets  of  15  and  7.5  mg.,  as 
prolonged-acting  tablets  of  30  mg.  and,  for  parenteral  use,  as  serum- 
type  vials  of  30  mg. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


The  Role 
of  the 

Detail  Man 


Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


Dialogue 


“I  may  be  prejudiced,  but  I a 
very  much  in  favor  of  the  detail  mi! 

I meet.  Most  of  them  are  knowled^  • 
able  about  the  drugs  they  promote) 
and  can  be  a great  help  in  acquairi 
ing  me  with  new  medication.” 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  o 
the  men  who  visit  me  regularly  anc 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  mucll 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  samel 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  countr 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con-  j 
tact  that  people  in  a medical  center! 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihol 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 1 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach  , 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- ! 
cational  function  in  their  ability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets— some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


; a Source  of  Information? 

Yes,  with  certain  reservations, 
average  sales  representative 
i3  great  fund  of  information 
: jt  the  drug  products  he  is  re- 
nsible  for.  He  is  usually  able  to 
Iver  most  questions  fully  and 

I ligently.  He  can  also  supply 
ints  of  articles  that  contain  a 
tdeal  of  information.  Here, 

I I exercise  some  caution.  I usu- 
accept  most  of  the  statements 
[opinions  that  I find  in  the 

urs  and  studies  which  come 
.1  the  largerteachingfacilities. 
es  without  saying  that  a physi- 
should  also  rely  on  other 
;ces  for  his  information  on 
macology. 

ling  of  Sales  Representatives 

Ideally,  a candidate  for  the 
tion  as  a sales  representative 
oharmaceutical  company 
ild  be  a graduate  pharmacist 
has  a questioning  mind.  I don’t 
< this  is  possible  in  every  case, 
so  it  becomes  the  responsibility 


icity  they  are  indeed  useful; 
icularly  in  the  fact  that  they 
sminate  broadly  based  educa- 
3l  material  and  serve  not  just 
)ushers”  of  their  drugs. 

DtherSideof  the  Coin 

Obviously,  the  pharmaceuti- 
ompanies  are  not  producing  all 
material  as  a labor  of  love- 
are  in  the  business  of  selling 
ucts  for  profit.  In  this  regard 
mbitious  and  improperly  moti- 
d sales  representative  can 
t a negative  influence  on  the 
ticing  physician,  both  by  pre- 
ng  a one-sided  picture  of  his 
uct,  and  by  encouraging  the 
titioner  to  depend  too  heavily 
'ugs  for  his  total  therapy.  In 
s ways,  the  salesman  has  often 
irted  objective  reality  and 
irmined  his  potential  role  as  an 
;ator. 

Industry  Responsibility 

Since  the  detail  man  must  be 
.formation  resource  as  well  as 
iresentative  of  his  particular 
maceutical  company,  he 
ild  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  seethe  various 
forms  of  the  particular  medication 
at  first  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public — /.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuingeducation.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


R.  I.  Medical  Society  Blue  Cross-Blue  Shield  Group 
OPEN  ENROLLMENT  PERIOD-OCTOBER  1 to  31 

If  you  are  already  a member  of  a group  plan,  or  are  enrolled 
on  a direct  payment  basis,  arrangements  can  be  made  for  transfer  of 
your  membership  during  this  period. 

If  you  are  not  a subscriber  you  may  apply  for  enrollment  for 
yourself  and  your  eligible  dependents  — husband  or  wife,  and  all  un- 
married, dependent  children  up  to  24  years  of  age. 

BLUE  CROSS-BLUE  SHIELD  bills  will  be  mailed  in  October.  Be  on 
the  lookout  for  your  bill. 

Any  change  in  your  coverage  must  be  done  during  the  month  of 
October. 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 


MEDICAL  BUREAU 
of  the 

Providence  Medical  Association 
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Wealth 

can  sometimes  be 
a real  headache. 


vloney  solves  many 
iroblems. 

But  only  you,  with  sub- 
itantial  assets  are  truly 
rware  of  the  burdens  that 
iccompany  wealth. 

After  all,  the  more  you 
lave,  the  more  you  could 
stand  to  lose ...  to  inflation, 
i lackluster  stock  market,  or 
ligh  taxes. 

So  if  you  think  you’ve 
'eached  the  point  in  life 
when  money  is  no  problem, 
hink  again.  You  may  now 
ie  facing  the  problem  of 
irotecting  your  assets  and 
naking  them  work  effi- 
ciently for  you. 

And  in  times  like  these 
:hat’sa  job  in  itself. 

Realizing  the  complex 
problems  you  face,  we  at 
Unionmutual  Management 
Corporation  have  created  a 


new  service  designed  to 
help  manage  some  of  the 
daily  burdens  that  accom- 
pany financial  success. 

But  after  analyzing 
services  offered  by  others  in 
this  field,  we  decided  to 
take  what  we  feel  is  a more 
realistic  and  personal 
approach  in  building  our 
Individual  Asset  Manage- 
ment Service. 

We  felt  that  before  mak- 
ing any  investment  deci- 
sions on  a client’s  behalf,  it 


was  our  obligation  to  fully 
understand  his  particular, 
and  often  unique  lifestyle. 

His  needs,  goals  and 
ambitions. 

It’s  this  in-depth,  “life- 
style” approach  that  allows 
our  team  of  professional 
money  managers  to  make 
the  day-to-day  investment 
decisions  required  to  help 
maintain  your  way  of  life, 
and  to  assist  you  in  achiev- 
ing your  plans  for  the  future. 

If  you  have  assets  of 
$50,000  or  more,  and  would 
like  more  information  on 
our  new  service,  please  call 
or  write: 

Andrew  Colby 

Second  Vice  President 
Unionmutual  Management 
Corporation 

One  Bulfinch  Place 
Boston,  Massachusetts  02114 
(617) 523-5135 


INDIVIDUAL 

ASSETS 

MANAGEMENT 


A Unionmutual  Management  Corporation  Service. 


Fiske  Fund  Prize  Dissertation 

1974 

The  Trustees  of  the  Fiske  Fund  of  The  Rhode  Island  Medical 
Society  announce  the  following  for  the  Prize  Dissertations  of  1974: 

5L  ^ Jhimfrccl  '1/JearS  ofi  s^merican 

^ Ijetiicin e;  the  bicentennial 


For  the  best  dissertation  of  the  subject  worthy  of  a premium 
they  offer  three  prizes:  $500,  $300,  and  $200.  The  dissertation  will 
be  particularly  graded  on  the  basis  of  original  work  by  the  author. 
The  competition  is  not  restricted  to  physicians  and  the  chosen  sub- 
ject may  cover  any  phase  of  our  health  sciences  history  of  interest 
to  the  writer.  Each  competitor  for  the  premium  is  expected  to  con- 
form with  the  following  regulations: 

To  forward  to  the  secretary  of  the  Trustees  on  or  before  the 
fifteenth  day  of  December,  1974.  free  of  all  expense,  a copy  of  his 
dissertation  with  a motto  thereon,  and  also  accompanying  it  a 
sealed  envelope  bearing  the  same  motto  inscribed  on  the  outside 
with  his  name  and  address  within. 

Previous  to  receiving  the  premium  awarded,  the  author  of 
the  successful  dissertation  must  transfer  to  the  Trustees  all  his  right, 
title  and  interest  in  and  to  the  same,  for  the  use,  benefit,  and 
advantage  of  the  Fiske  Fund. 

Dissertations,  other  than  the  successful  ones,  will  be  returned 
to  the  authors. 

The  dissertations  must  be  typewritten,  double  spaced  on  stand- 
ard typewriter  paper  and  should  not  exceed  10,000  words. 

TRUSTEES,  CALEB  FISKE  FUND 
RHODE  ISLAND  MEDICAL  SOCIETY 

Secretary 

Mrs.  Helen  E.  Dejong  Nathan  Chaset,  M.D. 

106  Francis  Street  John  P.  Grady,  M.D. 

Providence,  Rhode  Island  02903  Stephen  J.  Hove,  M.D. 


EMERGENCY  MEDICAL  SERVICES 

(Continued  from  page  382) 

Henry  Falconer,  Hayes  Cluxton,  Jean  Marcellot, 
Paul  Poirier,  Thomas  Vest,  and  Edward  Karotkin, 
Roger  Raymond,  Michael  Roland,  Agit  Chadha, 
Felix  Balasco,  Robert  Baute,  John  Carr,  Robert 
Westlake,  and  George  Kriebel.  This  large  under- 
taking was  entirely  voluntary. 

Doctor  Conrad  praised  the  work  of  former  chair- 
man of  the  Emergency  Medical  Services  Committee, 
Dr.  John  W.  Lawlor,  who,  he  recalled,  “started  the 
whole  thing”  with  the  one-day  workshop  for  rescue 
workers.  He  took  note  also  of  the  excellent  admin- 
istrative tasks  performed  by  Chief  Jones,  and  by 
John  G.  Marmaras,  Dean  of  Continuing  Education 
at  Rhode  Island  Junior  College  in  Warwick. 

Doctor  Conrad  has  recognized  the  importance  to 
the  program  of  requiring  certification  of  the  Emer- 
gency Medical  Technician.  This  has  recently  been 
accomplished  by  legislation  passed  by  the  Rhode 
Island  General  Assembly.  There  is  a continuing 
mandate  not  only  for  more  theoretical  training  of 
the  rescue  squad  woikers,  but  also  for  intense  de- 
velopment of  his  skills  in  the  practical  aspects  of 
emergency  medical  care.  This  is  reflected  in  the 
exercises  of  the  extrication  and  ice  rescue  tech- 
niques. It  is  desirable  to  have  as  nearly  as  possible 
a one-to-one  relationship  between  instructor  and  the 
student,  thus  providing  the  maximum  amount  of 
training,  to  the  end  that  the  EMT  can  respond 
quickly  and  skillfully  to  the  injured  victim  at  the 
scene  of  an  accident. 

RECOGNITION  OF  THE  PROGRAM 

Doctor  Conrad  is  the  second  chairman  of  a Rhode 
Island  Medical  Society  Committee  to  have  been 
recognized  recently  for  an  outstanding  contribution 
to  the  community.  Another  was  Dr.  John  E.  Farley, 
Jr.,  of  Riverside,  Chairman  of  the  Committee  on 
Drug  Abuse,  who  was  accorded  an  honor  for  his 
work  in  developing  the  Rhode  Island  Uniform  Con- 
trolled Substances  Bill  by  the  Community  Organi- 
zation for  Drug  Abuse  Control  (CODAC).  At  a 
meeting  in  Newport  in  June,  1974,  Doctor  Conrad 
was  presented  with  a plaque  “for  his  many  signifi- 
cant achievements  in  improving  emergency  medical 
services  in  Rhode  Island.”  He  was  named  “Man  of 
the  Year”  by  the  New  England  Council  for  Emer- 
gency Services.  He  also  received  recognition  from 
the  American  Medical  Association  for  his  innovative 
program  to  provide  medical  services  to  Block  Island 
(Concluded  on  next  page) 


ATTENTION: 

Doctors  and  Nurses 

Here's  a way  to  preserve  any  picture,  di- 
ploma, certificate,  etc.  forever.  Just  by  calling 
or  writing  to: 

LAMINATING  UNLIMITED 

1492  Park  Avenue 
Cranston,  R.  I.  02920 
(401)  943-1884 


apply  for 

OFFICE  EXPENSE  INSURANCE 
(TAX  DEDUCTIBLE) 

ALL  R.I.M.S.  members  are  now  eligible  to 
to  pay  up  to  $3,500.00  monthly  Overhead 
Expenses  which  continue  during  DISABILITY. 

RATES  REDUCED  15%  because  of  good  ex- 
perience of  our  group  to  date.  Present  exper- 
ience and  increased  Member  participation  can 
earn  us  all  another  10%  to  20%  next  year! 

Write  or  phone  the  Administrator  for  liter- 
ature and  information. 

ADMINISTRATOR: 

R.  A.  DEROSIER  AGENCY 

215  Waterman  Avenue 
East  Providence,  Rhode  Island 
Tel.  438-0660 


September,  1974 
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WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all  -quickly,  reliably,  and  at 
moderate  cost. 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryomc  Antigen  (CEA], 

Test  Combinations? 

We  offer  a variety  of  useful  profiles, 
all  designed  to  provide  a maximum  of 
information  at  minimum  cost. 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call: 


LEARY 

LABORATORY,  INC. 


A Smith  Kline  Clinical  Laboratory 

Serving  New  England  and  the  Nation  Since  1929 


Providence.  R.I.,  Laboratory  Locations: 

655  Broad  Street  1 89  Governor  Street 

(401)421-1138  (401)3514900 

1 1 1 Plain  Street 
(401)  421-9403 


Central  Laboratory  43  Bay  State  Road  Boston  Mass 
Telephone  (617)  536-2121 


HEALTH  HAVENS 

A SKILLED  NURSING  HOME 

Medicare  Participating 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 


when  that  community  lacked  its  own  physician. 
Dr.  Francis  D.  Lamb,  a member  of  the  Emergency 
Medical  Services  Committee,  also  was  an  award 
recipient  for  his  activity  in  developing  the  telemen- 
try  project.  In  developing  the  program  in  training 
of  Emergency  Medical  Services,  Doctor  Conrad 
has  had  a loyal  and  hard-working  Coordinator, 
Chief  Jones,  who  recognizes  a significant  upgrading 
of  emergency  medical  services  in  the  state.  ‘‘A 
better  treated  patient  at  the  scene  of  the  accident 
is  now  brought  into  the  hospital  emergency  room,” 
states  Chief  Jones.  He  pointed  out  that  the  leader- 
ship of  the  instructors  has  been  remarkable  in  the 
EMT  courses  and  points  with  pride  to  the  dedica- 
tion of  Chief  Raymond  Murray  of  Pawtucket,  Lt. 
Donald  Gregson  of  Providence  Rescue  3,  Pvt.  Philip 
Rodina  of  Middletown,  Pvt.  Edwin  Kirwin  of  Mid- 
dletown, and  Pvt.  John  Nottell  of  Cranston,  with- 
out whose  constant  effort  the  training  program 
would  not  have  reached  as  many  people  in  such 
quality. 

THE  FUTURE 

There  have  been  obvious  faults  to  be  corrected 
such  as  any  beginning  program  might  reveal  — 
Doctor  Conrad  recognizes  them  and  is  working  hard 
to  overcome  them.  The  obvious  pressure  constantly 
to  improve,  alter,  and  modify  to  meet  the  changing 
circumstances  of  the  times  and  the  new  and  expand- 
ing frontiers  of  medical  knowledge  will  probably 
require  a new  look  at  the  program  some  time  in  the 
future.  Even  when  certification  has  been  achieved 
for  all,  with  new  advances  in  skills  and  knowledge, 
there  will  still  be  new  challenges  to  be  met. 


& 


vfl/ 


JOIN 

THE  R.  I.  PSRO  AND  MAKE 
YOUR  VOICE  HEARD 
IN  THE  REVIEW  PROCESS 
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VOLUNTARY  HEALTH  AGENCY 

(Concluded  from  page  372) 
jectives  of  the  voluntary  health  agency  in  the  years 
ahead.  As  I see  the  future,  I would  expect  a lesser 
emphasis  on  research,  although  for  reasons  I have 
implied  I would  expect  such  research  to  continue, 
but  with  a lower  priority  than  in  the  past.  Further- 
more, in  view  of  the  imminence  of  some  kind  of  a 
comprehensive,  national  health  program,  I would 
expect  the  assistance  to  victims  of  whatever  par- 
ticular disease  or  health  problem  is  the  concern  of 
the  agency  to  be  phased  cut  completely.  I would 
interpret  Doctor  Thorp’s  statement  in  last  year's 
report,  that  the  Association  must  “focus  on  the  re- 
duction of  suffering  from  pulmonary  disease,”  to 
mean  preventive  measures  and  the  discovery  of 
means  by  which  such  suffering  may  be  reduced,  not 
the  provision  at  Association  expense  of  home  or 
hospital  care  for  such  sufferers. 

Finally,  I would  see  the  role  of  this  organization 
as  increasingly  one  of  educational  service.  The  1971 
report  recognizes  this  as  its  top  priority.  "Educa- 
tion toward  better  health  is  the  Association’s  over- 
riding goal.’’  Its  educational  objectives  are  directed, 
it  goes  on  to  say,  to  “the  general  public,  the  pro- 
fessional health  woikers,  and  specific  target  groups.” 

I need  not  comment  further,  Your  task  is  cut  out 
for  you.  It’s  not  to  be  an  easy  one.  The  energy  crisis 
has  already  slowed  progress  toward  the  control  of 
air  pollution.  Xow  that  gasoline  seems  to  be  more 
readily  available,  drivers  are  teaiing  down  the  high- 
ways as  before,  with  not  only  a resulting  increase 
in  pollution  but  in  accidents  and  highway  deaths. 
Cigarette  smoking,  for  all  the  warning  about  its 
being  injurious  to  health,  is  once  again  on  the  in- 
crease. Lung  cancer  continues  to  take  its  heavy 
toll.  And  tuberculosis,  like  YD,  is  on  the  upswing 
again.  Yes,  indeed,  there  is  plenty  of  education  for 
better  health  needed. 

I am  certain  that  with  its  dedicated  staff  and 
board,  with  its  tradition  of  enlightened  leadership 
such  as  Doctor  Thorp  has  provided  and  of  excep- 
tional service  to  this  state,  with  the  continued  sup- 
port of  its  hundreds  of  voluntary  workers  and 
thousands  of  contributors,  the  Rhode  Island  Lung 
Association  can  look  forward  to  at  least  another 
sixty  seven  years  of  notable  achievement. 

t & t 

One  Sentence  Essay 

He  will  be  the  physician  that  should  be  the 
patient 

. . . William  Shakespeare,  Troilus  and  Cressida. 


PERIPATETICS 

(Concluded  from  page  356) 

EDWARD  S.  ISRAEL,  Senior  Radiologist,  will 
assume  a residency  in  psychiatry  at  the  State  Uni- 
versity of  New  York  at  Stony  Brook  Health  Sci- 
ences Center. 

5-1  5|C  5|C 

WILLIAM  V.  HINDLE,  JR.  has  joined  the 
staff  of  the  Memorial  Hospital,  Pawtucket,  as  a 
board  certified  radiologist. 

HERBERT  F ANGER  was  honored  for  his  25 
years  of  service  at  Rhode  Island  Hospital’s  Service 
Awards  Dinner  recently. 

* * * 

Four  new  psychiatrists  have  been  appointed  to 
the  in-patient  and  out-patient  divisions  of  Butler 
Hospital.  They  are:  WILLIAM  BRADEN,  ED- 
WARD FINK,  DUNCAN  ROSS,  and  PAUL 
ROSSMAN. 


HOUSE  FOR  SALE 

GRAND  VIEW  OF  NARRAGANSETT  BAY  From 
This  Rambling  Ranch  in  South  County  and  just 
200  feet  from  Water,  Boat  Moorings  and  Swim- 
ming. 30  x 20  family  room  with  field  stone, 
fireplace  and  raised  beamed  ceilings.  Asking 
$38,000.  Please  call  owner  401-432-1364. 


E.  P.  Anthony, 

iNC. 

'D'lUytyidtd 

WILLBUR  E.  JOHNSTON.  Phar.  D. 
RAYMOND  E.  JOHNSTON.  B.S. 

178  ANGELL  STREET 
PROVIDENCE,  R.  1. 
GAspee  1-2512 

Pharmacy  License  Xo.  225 

September  1974 
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RUMINATIONS  ON  LONG  TERM 
CARE 

(Concluded  from  page  378) 
lems  which  confront  the  elderly  and  which  Society 
must  face  up  to: 

1.  Xeed  for  transportation  to  fulfill  daily  needs. 

2.  Xeed  for  mobility  in  an  automobile  civilization. 

3.  Exposure  to  crime. 

4.  Architectural  barriers  in  housing  and  public 
buildings. 

5.  Illness  and  disability. 


Curran  & Burton 

DIVISION  OF  TEXACO.  INC. 

1120  Eddy  Street 
Providence.  Rhode  Island 
HOpkins  7-8050 


GREAT  OPPORTUNITY  FOR 
BEAUTIFUL  RETREAT  HOUSE 

MAGNIFICENT  OCEAN  VIEW 

1 3/4  ACRES 

LARGE  CARRIAGE  HOUSE 

OCEAN  ROAD 
NARRAGANSETT,  R.  I. 

May  Be  Possible  to  Arrange  Bank  Financing 

AVENUE  REALTY,  INC. 

P.  O Box  3561 
Cranston,  R.  I.  02910 


6.  Cost  of  living  escalation. 

7.  Intervention  of  crises  and  disaster  — such  as 
heart  attacks,  strokes,  and  accidents. 

8.  Social  isolation. 

9.  Bureaucracy. 

10.  Family  rejection. 

Some  of  these  problems  overlap  to  a degree.  You 
may  have  a list  that  differs  somewhat  from  this 
one,  but  his  point  is  well  taken.  These  are  pervasive 
problems.  To  provide  the  inevitably  larger  propor- 
tion of  the  elderly  and  disabled  in  our  population 
with  attractive  surroundings  and  dignity  will  be  a 
growing  challenge  to  society. 

I believe  that  the  federal,  state,  and  local  govern- 
ments have  an  obligation  to  assume  leadership  in 
assuring  sufficient  numbers  of  appropriate  facilities 
and  in  providing  adequate  reimbursement  for  care 
without  insisting  upon  pauperization.  It  is  ulti- 
mately a political  problem.  The  substantial  costs 
involved  have  been  the  major  unspoken  hazard.  I 
do  not  blame  the  politicians  alone  for  failing  to 
confront  this  challenge.  There  is  a basic  unwilling- 
ness on  the  part  of  the  public  to  tax  itself  sufficient- 
ly to  pay  for  the  needs  of  a politically  silent  con- 
stituency. The  old  man  vegetating  in  an  unsafe, 
dreary,  nursing  home  does  not  vote  because  he  is 
senile,  or  disabled,  or  lacking  in  transportation. 

MISTAKEN  ASSUMPTION 

I am  convinced  that  a significant  part  of  the  ag- 
itation for  universal  health  insurance  and  cata- 
strophic coverage  has  been  inspired  by  the  naive 
or  mistaken  assumption  that  these  types  of  insur- 
ance will  protect  against  these  burdens.  The  public 
are  once  again  destined  to  be  frustrated  and  dis- 
illusioned. 

I do  believe  that  the  political  establishment  has 
an  important  role  in  educating  and  informing  the 
public  about  the  distinction  between  these  social 
needs  and  those  matters  more  directly  related  to 
medical  care.  They  must  assume  leadership  in  de- 
veloping effective  solutions,  however  costly  they 
will  be. 

A NEW  CIVIL  RIGHT 

I shall  conclude  my  remarks  on  long-term  care 
by  espousing  a new  civil  right  for  the  elderly  and 
disabled:  ‘‘ Adequate  care  in  attractive  and  digni- 
fied surroundings  is  an  inalienable  civil  right.  Our 
projections  for  the  future  must  take  account  of  this 
precept. 
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Before  prescribing,  please  consult 
jmplete  product  information,  a summary 
f which  follows: 

Indications:  Relief  of  anxiety  and 
■nsion  occurring  alone  or  accompanying 
jrious  disease  states. 

Contraindications:  Patients  with  known 
ypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
Dssible  combined  effects  with  alcohol  and 
‘her  CNS  depressants.  As  with  all 
NS-acting  drugs,  caution  patients 
gainst  hazardous  occupations  requiring 
omplete  mental  alertness  (e.g.,  oper- 
cing  machinery,  driving) . Though  physi- 
al  and  psychological  dependence  have 
arely  been  reported  on  recommended 
oses,  use  caution  in  administering  to 
ddiction-prone  individuals  or  those  who 
night  increase  dosage;  withdrawal  symp- 
oms  (including  convulsions),  following 
^continuation  of  the  drug  and  similar 
'o  those  seen  with  barbiturates,  have  been 
eported.  Use  of  any  drug  in  pregnancy, 
actation,  or  in  women  of  childbearing 
ge  requires  that  its  potential  benefits 
ie  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
lilitated,  and  in  children  over  six,  limit  to 
mallest  effective  dosage  (initially  10 
ng  or  less  per  day)  to  preclude  ataxia  or 
iversedation,  increasing  gradually  as 
leeded  and  tolerated.  Not  recommended 
n children  under  six.  Though  generally 
lot  recommended,  if  combination  therapy 
vith  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
ogic  effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults.- 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients.- 
5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Libriums'  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Laboratories 

Division  ol  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

■ IWlf  up  to  100  mg  daily  in 

LIKjlIUlII  severe  anxiety 

(chlordiazepoxide  HCI) 


Please  see  following  page. 


Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 

LIBRARY 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physician- 
patient  rapport  and,  on  occasion, 
making  it  easier  for  the  patient  to 
accept  medical  counsel. 
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HEW  YORK  ftCADEM'. 

OF  MEDICINE 

Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

<@>  Librium  10-mg  capsules 

(chlordiazepoxide  HCI) 
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BALC 


Both  offer 


Associated 
• depressive 
symptoms 


Predominant 
• psychoneurotic 
anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequ 
and / or  severity  of  grand  mal  seizuresi 
require  increased  dosage  of  standard  i 
convulsant  medication;  abrupt  withdr 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  o' 
seizures.  Advise  against  simultaneous 
gestion  of  alcohol  and  other  CNS  depri 
sants.  Withdrawal  symptoms  (similar! 
those  with  barbiturates  and  alcohol)  h. 
occurred  following  abrupt  discontinua 
(convulsions,  tremor,  abdominal  and  r 
cle  cramps,  vomiting  and  sweating).  K 
addiction-prone  individuals  under  care 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 
in  the  patient  within  a few 
days  rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  B W,  et  al:  Dis  Nerv 
Syst  30: 675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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MEDICAL  EVENTS  CALENDAR 


Thursday,  November  14,  1974 


MIDLIFE  FAMILY  CRISES 
Harold  I.  Lief,  M.D. 

Director,  Division  of  Family  Study, 

University  of  Pennsylvania  School  of  Medicine 


Butler  Hospital 
Ray  Hall 

4:30  p.m.-6:00  p.m. 


Thursday,  November  21,  1974 


THE  FAMILY:  DYNAMICS  AND  TREATMENT 
(To  Be  Announced) 


Butler  Hospital 
Ray  Hall 

4:30  p.m. -6:00  p.m. 


Saturday,  November  23,  1974 


ANAEROBIC  INFECTIONS 

1.  Significance  and  prevalence  of  anaerobic  infections 

2.  Isolation  and  identification  of  anaerobic  bacteria 
in  the  clinical  laboratory 

3.  Anaerobic  infections  and  abdominal  surgery 

4.  Current  treatment  of  anaerobic  infections 

Richard  Gleckman,  M.D. 

Chief,  Infectious  Diseases, 

Lemuel  Shattuck  Hospital,  Boston,  Massachusetts 
SYMPOSIUM  ON: 

"Recent  Advances  in  the  Management  of  Severe 
Trauma" 

Presented  by:  Section  of  Surgery  and  The  American 
College  of  Surgeons  (R.  I.  Chapter) 

Presiding:  David  M.  Barry,  M.D.,  President  of  the 
Rhode  Island  Chapter  of  the  American  College  of 
Surgeons 

Welcome  by:  Lloyd  L.  Hughes,  President,  Rhode  Island 
Hospital 

EMERGENCY  CARE  OF  THE  SEVERELY  INJURED 
R.  Adams  Cowley,  M.D. 

Professor  of  Thoracic  and  Cardiovascular  Surgery, 
University  of  Maryland  School  of  Medicine; 

Director  of  Maryland  Institute  for  Emergency 
Medicine 


Newport  Hospital 
Friendship  Street 
Newport,  Rhode  Island 
(Postgraduate  Seminar) 


Rhode  Island  Hospital 
George  Building 
Auditorium 
8:30  a. m. -12:45  p.m. 


8:30  a.m. 

8:40  a.m. 


THE  UNCONSCIOUS  TRAUMATIZED  PATIENT 

Robert  G.  Fisher,  M.D. 

Clinical  Professor  of  Surgery,  Rutgers  Medical 
School;  Chief,  Department  of  Surgery,  Muhlenberg 
Hospital,  Plainfield,  New  Jersey 

9:10  a.m. 

PULMONARY  PROBLEMS  AFTER  SEVERE  TRAUMA 

Louis  L.  M.  DelGuercio,  M.D. 

Clinical  Professor  of  Surgery,  New  Jersey  Medical 
College;  Director  of  Surgery,  St.  Barnabas  Medical 
Center,  Livingston,  New  Jersey 

9:40  a.m. 

Coffee  Break 

RECENT  ADVANCES  IN  THE  MANAGEMENT  OF  SEVERE 
TRAUMA  SYMPOSIUM  (continued) 

10:00  a.m. 

PROBLEMS  IN  THE  USE  OF  BLOOD  AND  BLOOD  DERIVITIVES 
Charles  E.  Huggins,  M.D. 

Associate  Professor  of  Surgery,  Harvard  Medical 
School;  Director,  Blood  Bank  and  Transfusion  Serv- 
ice, Massachusetts  General  Hospital 

10:30  a.m. 

SEPSIS  IN  SEVERE  TRAUMA 

Louis  Weinstein,  M.D. 

Professor  of  Medicine,  Tufts  University  School  of 
Medicine;  Chief  of  Infectious  Disease  Service,  New 
England  Medical  Center 

1 1 :00  a.m. 

STARVATION  IN  SURGERY:  WHEN  AND  HOW  DOES  IT 

BEGIN  TO  HURT 

Francis  D.  Moore,  M.D. 

Mosely  Professor  of  Surgery,  Harvard  Medical 
School;  Surgeon-in-Chief,  Peter  Bent  Brigham  Hos- 
pital 

1 1 :30  a.m. 

Panel  Disussion 

12:00 

Adjournment 

(The  Rhode  Island  Chapter  of  the  American  College  of  Surgeons 
will  hold  a brief  business  meeting  after  the  Symposium) 

12:45  p.m. 

Tuesday,  December  10,  1974 

SYMPOSIUM  ON: 

"The  Prevention  of  Developmental  Disabilities" 

^ ^ ^ 

Brown  University 

Andrews  Hall 

211  Bowen  Street 
Providence,  R.  1.  02912 
8:30  a.m. -5:00  p.m. 
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BROWN  UNIVERSITY 

DIVISION  OF  BIOLOGICAL  AND  MEDICAL  SCIENCES 
Providence,  Rhode  Island  02912 
863-3231 
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NEW  DIRECTIONS  IN  HEALTH  MANPOWER  LEGISLATION 


A few  weeks  ago  the  prospect  of  new  federal 
legislation  to  replace  the  Health  Manpower  Act 
of  1971  appeared  very  dim.  American  medical 
schools,  which  depend  on  federal  funds  for  their 
very  existence,  were  openly  wondering  what  to  do. 
The  only  positive  resolution  seemed  to  be  to  re- 
quest from  Congress  a one-year  extension  of  the 
present  act.  Then,  all  of  a sudden,  a compromise 
making  possible  the  enactment  of  new  legislation 
seems  within  reach  as  the  Health  Subcommittee  in 
the  Senate  and  the  House  completed  action  on  the 
bills  in  a surprisingly  short  time. 

The  overwhelming  concern  of  federal  legislators 
relates  to  the  shortage  of  doctors  in  rural  and 
inner  city  areas.  The  problem  is  one  of  distribu- 
tion, which  Congress  feels  can  be  resolved  by  in- 
ducing medical  schools  and  their  affiliated  hos- 
pitals to  shift  the  emphasis  of  graduate  medical 
education  away  from  specialties  toward  primary 
care  and  family  practice.  The  debate  in  Congres- 
sional deliberations  focuses  on  the  means  to 
achieve  redistribution  of  medical  manpower.  The 
sweeping  and  all-inclusive  “doctor  draft”  proposed 
by  Senator  Edward  M.  Kennedy  (D-Massachu- 
setts)  and  Senator  Jacob  Javits  (R-New  York) 
was  overwhelmingly  defeated,  whereupon  Repre- 
sentative Paul  G.  Rogers  (D-Florida)  accepted 
major  amendments  to  the  companion  bill  in  the 
House.  As  a result,  the  Senate  as  a whole  and  the 
House  Health  Subcommittee  have  now  approved 
bills  which  appear  reconcilable  in  the  current  ses- 
sion of  Congress,  and  reflect  to  a surprising  extent 
the  view  of  Republican  minorities  in  both  houses. 

Both  measures  retain  capitation  monies  for  all 
health  professions,  and  both  require  some  minor 
increase  in  enrollment.  The  Senate  bill  requires 
medical  schools  to  assure  that  at  least  25  per  cent 


of  their  students  will  practice  in  an  underserved 
area  (it  does  not  say  how  this  could  be  enforced). 
It  also  requires  all  medical  schools  to  establish 
family  medicine  units  and  demands  that  of  all 
residencies  affiliated  with  a school,  35  per  cent 
be  in  primary  care  in  fiscal  1975  (10  per  cent  of 
the  total  to  be  in  family  medicine),  with  increas- 
ingly higher  percentages  in  the  following  year. 

In  both  bills  all  students  who  attend  medical 
schools  which  receive  capitation  must  serve  a year 
in  an  underserved  area  for  each  year  their  alma 
mater  received  such  support.  In  the  House  ver- 
sion they  would  owe  the  gove:nm°nt  a year's 
worth  of  capitation  for  each  year  they  did  not 
serve.  In  the  Senate  bill  they  would  owe  twice 
as  much.  Both  bills  introduce  scholarship  provi- 
sions for  students  who  accept  to  enroll  in  a Na- 
tional Health  Service  Corps,  but  both  permit  medi- 
cal graduates  to  repay  any  service  owed  to  the 
government  by  private  practice  in  an  underserved 
area. 

The  only  major  discrepancy  between  the  bids 
lesides  in  the  proposed  policy  toward  foreign  medi- 
cal graduates  (FMGs).  The  Senate  bill  dictates 
that  the  percentage  of  FMGs  in  training  positions 
affiliated  with  medical  schools  be  limited  to  40 
per  cent,  of  the  total  in  fiscal  1975,  and  25  per 
cent  in  1977.  The  House  bill  simply  provides  that 
beginning  in  1978,  the  total  number  of  open  resi- 
dencies will  not  exceed  the  total  of  each  year’s 
U.  S.  medical  school  graduates  by  more  than  25 
per  cent.  Also  that  year  the  Liaison  Committee  of 
the  Coordinating  Council  on  Medical  Education 
will  become  the  official  accrediting  agency  for 
residencies,  and  any  institution  operating  an  un- 
accredited residency  will  lose  all  funds  available 
to  it  under  the  manpower  law.  The  Senate  bill 
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requires  FMGs  to  pass  National  Boards  Part  1 
and  2 or  FLEX  and  English  competency  examina- 
tions before  being  allowed  in  the  country,  but  this 
could  be  waived  by  the  HEW  Secretary  if  he  de- 
cided that  the  FMG  filled  a critical  need  for  which 
there  is  no  reasonable  alternative,  and  would  par- 
ticipate in  a supervised  program  designed  to  cor- 
rect possible  educational  deficiencies. 

No  one  knows  which  bill  will  eventually  emerge 
from  conference.  If  past  experience  is  a guide,  some 
of  the  most  controversial  provisions  may  be  de- 
leted. Yet  some  radically  new  elements  are  likely 
to  characterize  the  upcoming  federal  legislation: 

1)  the  push  toward  primary  care  residencies 
as  a means  to  resolve  the  doctor  maldistri- 
bution problem. 

2)  a formalization  of  the  numerical  relation- 


ship between  the  output  of  U.  S.  medical 
schools,  and  the  number  of  accredited  resi- 
dency positions. 

3)  the  obligation  for  medical  students  to  re- 
pay, in  money  or  services,  the  support  re- 
ceived from  government  toward  their  edu- 
cation. 

4)  progressive  restriction  on  the  number  of 
foreign  medical  graduates  allowed  to  enter 
the  U.  S.  health  care  system. 

Depending  upon  one’s  convictions,  one  may  note 
with  melancholy  or  outrage  that  once  again  noth- 
ing is  said  or  done  about  American  students 
studying  medicine  abroad. 

Pierre  M.  Galletti,  m.d.,  ph.d. 

Vice  President  (Biology  and 
Medicine)  Oct  10,  1974. 
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PHYSICIANS  SHOULD  BE  AWARE  THAT  INVOICES  THEY  RECEIVE 
from  Mayo  Research  and  Publishing  Co.  for  the  International  Medical 
Directory  of  Physicians  may  be  deceptive  and  misleading.  The  invoice 
appears  to  be  a bill  for  $185.00  for  the  purchase  of  the  directory, 
which  has  not  yet  been  published.  On  the  reverse  side  of  the  invoice 
card,  the  terms  of  the  agreement  explain  that  "your  check  is  accept- 
ance of  our  offer  to  publish  your  name  in  the  proposed  directory," 
which  will  be  ready  for  distribution  "no  later  than  December,  1975." 
The  use  of  "Mayo"  in  the  company's  title  should  not  be  confused  with 
publications  of  the  Mayo  Clinic  or  a directory  of  medical  specialists. 
The  mailing  of  the  cards  was  made  through  a postal  service  in  Cali- 
fornia, but  remittances  are  to  be  sent  to  an  address  in  Hong  Kong. 

THE  AMA  PLANS  TO  REPORT  the  mailing  to  U.S.  postal 
authorities  and  emphasizes  that  names  used  in  the  mailing, 
apparently  those  of  all  U.S.  physicians,  were  not  provided 
or  approved  for  use  by  the  AMA.  An  AMA  spokesman  said 
it  appeared  that  names  on  the  invoices  had  been  typed 
directly  from  the  AMA's  American  Medical  Directory. 
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Dx:  Duodenal  ulcer... 

Rx:  Maalox. 

Why  do  people  develop  duodenal  ulcers? 

No  one  knows  with  certainty. . .yet.  Competitiveness? 
Perhaps.  Stress?  Aggressiveness?  All  probably  play  their  parts. 

But  one  thing  is  certain:  in  a disease  characterized  by  a 
gastric-acid  output  that  may  befourtimes  normal,  antacid  therapy 
is  a vital  adjunct  to  effective  clinical  management. 

That’s  where  Maalox  comes  in.  It’s  America’s  number 
one  antacid.  And  has  been  foryears.  The  reasons? 

Maalox  does  precisely  what  an  antacid,  ideally,  is 
intended  to  do.  It  works  fast.  It  neutralizes  effectively.  It  doesn’t 
constipate.  And  its  pleasant  taste  is  well  tolerated— definitely  a 
major  consideration  in  long-term  therapy. 

In  any  ulcer  regimen,  as  you  know,  there  are  many 
factors  to  consider.  But  the  inclusion  of  Maalox,  as  the  antacid  of 
choice,  gives  you  and  your  patient  one  less  thing  to  worry  about. 

Maalox®Suspension 

(12  fl.  oz.  and  5 fl.  oz.  [plastic  bottle]).  • 

Maalox®  No.  1 Tablets  (o.4Gm.) 

a 

—no  sugar  and  low  in  sodium. 

Maalox®  No.  2 Tablets  (o.8Gm.) 

—the  “chew"  tablet  with  double  antacid  action. 


Maalox 

(a  balanced  combination  of 
magnesium  and  aluminum  hydroxides) 


the  number  one  antacid 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa.  19034 
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Seminal 


An  important 
30  minutes  for 


physicians 

and  medical  assistant 


Seminars  for  physicians  and  medical  assistants  are  scheduled  throughout  the  state  to  explain  how 
the  country's  first  Catastrophic  Health  Insurance  Plan  can  eliminate  financial  ruin  because  of  an 
illness. 


These  seminars  are  important  for  physicians.  For  all  your  patients,  no  matter  what  their  level  of 
health  care  coverage,  the  Catastrophic  Health  Insurance  Plan  (CH  IP)  can  mean  the  difference  betw 
a relatively  manageable  load  of  debt  and  financial  ruin. 

As  the  most  important  link  in  the  referral  process,  physicians  and  medical  assistants  will  need  deta 
information  on  the  program's  eligibility  requirements  and  levels  of  coverage.  And  in  just  30  minut 
you'll  know  how  CHIP  can  help  your  patients. 

Seminars  sponsored  by  Blue  Cross  and  Blue  Shield  of  Rhode  Island  in  its  role  as  a 
CHIP  intermediary  will  be  held  in  the  following  locations: 


November  11th  8 p.m. 

Woonsocket  Hospital 

Christiansen  Hall 

November  13th  8 p.m. 

Blue  Cross  & Blue  Shield  Building 

Cafeteria 

November  18th  8 p.m. 

Kent  County  Memorial  Hospital 

Auditorium  B 


November  21st  8 p.m. 

Pawtucket  Memorial  Hospital 

Richardson  Lecture  Room  I 

November  26th  8 p.m. 

Newport  Hospital 

Audio-Visual  Room  — James  Buildim 

December  4th  8 p.m. 

Blue  Cross  & Blue  Shield  Building 

Cafeteria 


We  hope  you'll  plan  to  attend  one  of  these  important  seminars. 

Mark  your  calendar  now  . . . plan  to  be  with  us  at  the  CHIP  seminar  nearest  you. 


Blue  Cross 
Blue  Shield - 

of  Rhode  Island 


The  Council  of  the 

New  England  State  Medical  Societies 

announces  its 

15%  or  $7500 
NEW  KEOGH  PLAN 

Choose  your  investment 

• Commercial  Paper 

• Savings  Accounts 

• Treasury  Notes 

• Life  Insurance 

• Annuities 

(a)  variable 

(b)  fixed 

• Mutual  Funds 

(a)  Income 

(b)  Growth 

(c)  Money  Market 

• Stocks 

• Bonds 

Understand  the  advantages  and  consequences  of  this  new  law 
before  you  update  your  existing  plan  or  start  a new  one. 


Write  or  call 


New  England  Physicians  Advisory  Services,  Ine. 

One  Wells  Avenue,  Newton,  Mass.  021 59  (61 7)  965-51 00 


This  unusual  window 
looks  out  on  the  city's  most  dynamic  new  are, 


And  looks  in  on  its  most  gracious  living. 


It's  one  of  the  many  unique  fea- 
tures you'll  find  in  Cathedral  Square 
Townhouses.  The  Square  itself  is  a 
delightful  European  plaza,  complete 
with  fountain,  kiosks,  and  tasteful 
landscaping. 

The  Townhouses  are  developed 
by  the  Reynolds  Metals/Gilbane  Build- 
ing Company  Joint  Venture  which  has 
already  sponsored  $23-million  in  Wey- 
bosset  Hill  improvements  including  the 
prestigious  Regency  Plaza  complex  of 
luxury  apartments. 

Cathedral  Square  Townhouses 
are  not  condominiums  or  co-ops.  They 
are  homes  which  you  own  outright. 


They  feature  two  bedrooms,  central  air 
conditioning,  high  cathedral  ceilings, 
bath  plus  lavette,  and  wall-to-wall 
closets. 

They  are  located  in  the  most 
talked-about  new  neighborhood  in 
Providence  and  offer  the  urban  experi- 
ence at  its  finest.  You  will  be  steps  away 
from  the  Trinity  Square  Theatre,  the 
Civic  Center,  restaurants,  and  the  cen- 
tral business  district. 

A fully  furnished  model  is  open 
by  appointment  for  your  inspection. 
Once  you  look  us  over,  you'll  come 
back  to  the  city. 


CATHEDRAL  SQUARE 
TOWN  HOUSES 


City  living  for  uncommon  people 

Washington  Street  at  Jackson  Walkway,  Providence  Telephone;  33 1 -8858 


Triaminic*  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.;  pheniramine  maleate,  6.25  mg.; 
pyrilamine  maleate,  6.25  mg.);  glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Available  in  8-oz.  Family  Size  and  4-oz. 

No  Rx  needed— recommend  over  the  phone. 

The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501  bs-rd 


Attractive  it  hunctional  Offices 


Division  of  National  Office  Supply  Co. 


□ □ □ 


Designers  & Suppliers  of  Offices 

36  Branch  Avenue  Providence.  R.  I.  02901 

(Jet.  No.  Main  St.)  GAspee  1-5228 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all -quickly,  reliably,  and  at 
moderate  cost. 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  (CEA). 

Test  Combinations? 

We  offer  a variety  of  useful  profiles, 
all  designed  to  provide  a maximum  of 
information  at  minimum  cost. 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call: 


LEARY 

LABORATORY,  INC. 


A Smith  Kline  Clinical  Laboratory 

Serving  New  England  and  the  Nation  Since  1929 


Providence.  R.I.,  Laboratory  Locations: 

655  Broad  Street  1 89  Governor  Street 

(401)421-1138  (401)351-4900 


1 1 1 Plain  Street 
(401)  421-9403 


Central  Laboratory  43  Bay  State  Road  Boston  Mass 
Telephone  (617)536-2121 


To  the  Members  of  RISPRO,  Inc. 

Notice  is  hereby  given  that  the  first  Annual  Meeting  of  the  Rhode 
Island  Professional  Standards  Review  Organization,  Inc.  will  be  held 
on  Tuesday,  November  26,  1974,  at  8:00  p.m.  in  the  auditorium  of 
the  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence. 

The  meeting  is  called  for  the  purpose  of  electing  directors  and  to 
consider  such  other  business  as  may  properly  come  before  it. 
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Burns 


1ERE 


hen  parenteral  analgesia 
no  longer  required, 
npirin  Compound  with 
adeine  usually  provides  the 
diet  needed. 


1ERE 


Sutures 


npirin  Compound  with 
adeine  is  effective  for 
^sceral  as  well  as  soft  tissue 
lain— provides  an  antitussive 
anus  in  addition  to  its 
l'ompt,  predictable 
nalgesia. 


H prescribing  convenience: 

!%pto5  refills  in6months, 
your  discretion  (unless 
:stricted  by  state  law);  by 
plephone  order  in  many  states. 


npirin  Compound  with 
odeine  No.  3,  codeine 
aosphate*  32.4  mg.  (gr.  V2); 
0. 4,  codeine  phosphate* 
18  mg.  (gr.  1). ♦Warning- 
ay  be  habit-forming.  Each 
blet  also  contains:  aspirin 
! r.  3V2,  phenacetin  gr.  2V2, 
affeine  gr.  V2. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


EMPIRIN 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


STAGE  1 


STAGE  2 


STAGE  3 


STAGE  4 


HOURS  , 

begins  within 


17  minutes,  on  average  ... 

an  initial  benefit  of 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies 
16  Subjects* 2 * *'5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  H C I)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HC1)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HC1) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over"  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  ( flurazepam  HC1),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  bv  difficulty  in  falling  asleep, 
ifrequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
Inot  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HC1. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
.e.g..  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
Reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
imited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
affects,  consider  potential  additive  effects.  Employ  usual  precautions 
n patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
unction  tests  are  advised  during  repeated  therapy.  Observe  usual 
jprecautions  in  presence  of  impaired  renal  or  hepatic  function, 
adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
|br  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
i|:oma.  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 

:hest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
l ilso  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
olurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
preath.  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
ion.  anorexia,  euphoria,  depression,  slurred  speech,  confusion. 

Restlessness,  hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
ij direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions. 

■ g , excitement,  stimulation  and  hyperactivity,  have  also  been 
1 eported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
[Usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
tated  patients:  15  mg  initially  until  response  is  determined, 
supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HC1. 

REFERENCES:  1 Kales  A,  et  ai.  Arch  Gen  Psychiatry  23.226-232.  Sep  1970 
(2.  Karacan  I , Williams  RL,  Smith  JR  The  sleep  laboratory  in  the  investigation  of  sleep  and 

deep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC,  May  3-7,  1971 

|j3.  Frost  JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

1 Vogel  GW:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc,  Nutley  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR  The 

follow  ing  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome:  steroid-induced  and  idiopathic 
edema:  edema  resistant  to  other  diuretic  therapy. 
Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may- 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g..  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used 
concomitantly  with  'Dyazide'.  check  serum 
potassium  frequently  — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one.  recommended 
dosage  was  exceeded:  in  the  other,  serum  elec- 
trolytes were  not  properly  monitored).  Observe 
patients  on  'Dyazide'  regularly  for  possible 
blood  dyscrasias.  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium 
(triamterene.  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely 
ill  cirrhotics.  Thiazides  are  reported  to  cross  the 
placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili- 
rubinemia. thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BL  N determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  descreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in 
hypokalemia ).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth:  anaphylaxis: 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions:  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  pares- 
thesias. icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina.  P.R.  00630 

Subsidiary'  of 
SmithKhne  Corporation 


KEEP  THE  HYPERTENSIVE  PATIENT 
ON  THERAPY 

KEEP  THERAPY  SIMPLE  WITH 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


No  potassium  supplements 

No  special  K~  rich  diets 

Just  ’Dyazide’  once  daily  or  twice  daily 


Studies  have  demonstrated  that  two  prime  reasons  patients  drop  out  of 
hypertensive  therapy  are:  ( 1 ) the  patient  failed  to  understand  directions, 
and  (2)  the  regimen  was  overly  complicated.*  Dosage  is  simple  with 
'Dyazide'.  easily  understood,  once  or  twice  daily,  depending  on  response. 

There's  no  need  to  complicate  the  regimen  with  potassium  supplements 
or  unwieldy  potassium-rich  diets. 

*E.D.  Freis:  The  Modem  Management  of  Hypertension.  V.A.  Information 
Bulletin.  11-35. 

TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POTASSIUM  LEVELS  UP 


Book  Reviews 


ATTENTION: 

Doctors  and  Nurses 

Here's  a way  to  preserve  any  picture,  di- 
ploma, certificate,  etc.  forever.  Just  by  calling 
or  writing  to: 

LAMINATING  UNLIMITED 

1 492  Park  Avenue 
Cranston,  R.  I.  02920 
(401)  943-1884 


Introducing 

NUVEEN 
TAX-EXEMPT 
BOND  FUND 

Check-a-Month  Plan 
Series  60 


The  coupon  below  will  bring  information  on 
how  to  obtain  income  which  is  entirely  exempt 
from  Federal  income  taxes,  in  the  opinion  ot 
counsel.  This  new  series  consists  of  200,000 
units  — each  of  which  offers  you  a share  in  a 
$20,000,000  par  value  portfolio  of  profession- 
ally selected  municipal  bonds.  The  Fund’s 
chief  objectives  are  conservation  of  capital  and 
tax-free  return.  Participants  receive  a monthly 
check  for  their  proportionate  share  of  the  tax- 
free  interest.  For  a free  prospectus,  call  or 
write  your  nearest  Nuveen  office  or: 


MANUAL  ON  ARTIFICIAL  ORGANS.  Volume 
1:  The  Artificial  Kidney  by  Yukihiko  Nose. 
Saint  Louis,  The  C.  Y.  Mosby  Company,  1969 
THE  HEMODIALYSIS  MANUAL,  edited  by 
Jerry  P.  Pendras  and  G.  \Y.  Stinson.  Seattle, 
Edmark  Corporation,  1970 
HEMODIALYSIS  MANUAL.  LT.S.  Department 
of  HEW,  Publ.  No.  (HSM)  72-2002.  Washiing- 
ton,  D.C.,  U.S.  Government  Printing  Office, 
1973 

The  use  of  the  artificial  kidney  in  the  manage- 
ment. of  acute  renal  failure  was  pioneered  by  Dr. 
Willem  Koiff  in  occupied  Holland  about  30  years 
ago  and  developed  clinically  after  World  War  II, 
in  this  country  initially  by  Dr.  John  Merrill  at 
the  Peter  Bent  Brigham  Hospital.  Its  use  re- 
mained a specialized  service  restricted  to  a few 
referral  centers  until  interest  began  to  grow  among 
nephrologists  in  the  management  of  chronic  renal 
failure.  The  utility  of  hemodialysis  in  the  manage- 
ment of  end  stage  renal  disease  was  proven  by  Dr. 
Belding  Scribner  over  a decade  ago. 

Beginning  prior  to,  but  accelerated  by  the  re- 
cent development  of  an  experimental  mechanism 
through  the  Social  Security  system  for  funding 
on  a broad  basis  the  provision  oif  costly  hemo- 
dialysis services,  there  has  been  a growing  hemo- 
dialysis capability  in  this  country.  More  and  more 
nephrologists,  nurses,  and  technicians  are  being 
trained  to  expertise  in  dialytic  techniques.  A 
variety  of  apparatus  has  been  developed  to  serve 
the  purpose  of  dialysis  for  renal  failure  and  in- 
toxications. 

There  has  been  growing  need  for  useful  texts 
to  serve  as  training  and  reference  manuals  in  this 
area.  Generally,  training  has  been  conducted  on- 
the-job  in  established  dialysis  centers.  Useful  con- 
cepts and  interesting  misconceptions  have  been 
spread  and  perpetuated  by  this  method  of  training. 
As  the  literature  has  grown,  these  concepts  have 
been  subject  to  closer  scrutiny,  criticism,  and 
documentation. 

We  are  now  fortunate  in  having  available  man- 
uals of  hemodialysis  which  can  serve  with  varying 
satisfactoriness  as  basic  texts  in  the  dialysis  unit, 
especially  when  bolstered  by  reference  to  current 
literature  (chiefly  appearing  in  Kidney  Interna- 
tional, Nephron,  and  the  Transactions  of  the 
American  Society  for  Artificial  Internal  Organs) 
and.  reference  to  texts  such  as  Hampers  and  Schu- 
pack  Long  Term  Hemodialysis  (Greene  and  Strat- 
( Continued  on  Page  408) 
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Wherever  you  go, 
forget  your  telephone 
calls.  We  II  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


WANTED 

Physician  needed  for  full-time  or  part-time  employment  in  Outpatient 
Service,  VA  Hospital,  Providence,  R.  I.  Physician  will  be  responsible 
or  examining  veterans,  civil  service  employees  and  other  patients  on 
an  outpatient  basis  in  an  active,  progressive  hospital  affiliated  with 
Brown  University  Medical  Program,  Salary  commensurate  with  quali- 
fications up  to  maximum  of  $36,000.  Excellent  benefits  and  working 
conditions. 

For  Further  Information,  Contact 

Robert  D.  Michel,  M.D. 

Chief  of  Staff 

Area  Code  401, 521-1700,  Extension  3200 
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When  your  number 
conies  up,wiUyou  be  ready? 


There  are  lots  of  ways  to 
nake  $ 1 ,000,000.  Unfortunately, 
/ou  can’t  count  on  any  of  them. 

But  if  you  should  ever  find 
/ourself  looking  for  more 
eliable  ways  to  help  your  invest- 
nents  grow,  we  can  help. 

First,  because  we  bring 
/ears  of  professional  experience 
o your  investment  situation,  we 
:an  help  you  do  a better  job  of 
lefining  your  investment 


objectives. 

And  secondly, 
if  our  record  of  mak- 
ing money  grow  is 
any  indication,  we’re 
almost  sure  to  be  a 
help  in  attaining  those 
objectives.  In  fact, 
we’ll  gladly  match 
our  performance 
record  against  anybody  else’s. 

Call  Mr.  Evans  at  278-6607. 
You  can  count  on  him  to  show 
you  how  easy  it  is  to  make  the  nec- 
essary arrangements.  And  you’ll 
probably  find  that  the  service 
costs  much  less  than  you  think. 

Trust  & Investment  Divi- 
sion, Industrial  National  Bank, 

100  Westminster  Street,  Provi- 
dence, Rhode  Island  02903. 


iH  BASIL 

Industrial  National  Bank 

Something  extra  in  Investment  Management. 


Half  a 
Century  of 
Service  to 
the  Medical 
Profession 


eastern  scientific  company 

267  PLAIN  STREET 

PROVIDENCE,  RHODE  ISLAND  02905 


ONE  CALL! 

Your  complete 
source  of  all 
medical,  surgical, 
laboratory 
needs 


YOU'RE  INVITED  TO  VISIT  OUR 
NEWLY  EXPANDED  MEDICAL  & 
SURGICAL  SUPPLY  DEPARTMENT 

WOULD  YOU  LIKE  OUR  NEW 
MEDICAL  SUPPLY  CATALOG? 


Call  421-4600 


BOOK  REVIEWS 

(Continued  from  Page  405) 
ton,  New  York,  1967)  or  better  still  Bailey's 
Hemodialysis,  Principles  end  Practice  (Academic 
Press,  1972. 

Each  of  the  three  practical  hemodialysis  man- 
uals chosen  for  review  is  aimed  primarily  for  the 
nurse  or  technician  specializing  in  dialysis.  All 
are  very  pragmatic,  while  the  Nose  volume  has 
the  most  extensive  bibliography  that  can  be  useful 
to  workers  interested  in  the  background  cf  the 
technology  of  dialysis.  Each  is  profusely  illus- 
trated, Nose's  manual  with  diagrams,  the  other 
two  with  actual  photographs  of  the  apparatus. 
The  quality  of  photography  is  adequate,  perhaps 
best  in  the  manual  by  Pendras  and  Stinson.  Since 
apparatus  is  reasonably  well  standardized  and 
commercially  available,  the  close-up  photographs 
are,  to  my  mind,  more  useful  than  the  simpler 
diagrams  of  Nose’s  manual.  The  volume  by  Pen- 
dras and  Stinson  and  the  manual  published  by 
DHEW  have  simple  but  reasonably  accurate  sum- 
maries of  renal  physiology  and  the  principles  of 
dialysis.  This  basic  scientific  background  has  a 
rather  rudimentary  and  perhaps  libertarian  treat- 
ment by  Nose.  This  weakness  detracts  from  the 
value  of  this  volume  which  is  generally  less  satis- 
factory than  the  other  two.  Nose’s  is  the  only  one, 
however,  that  is  extensively  indexed.  The  DHEW 
publication  has  a brief  index,  while  the  manual 
edited  by  Pendras  and  Stinson  has  a useful  Table 
of  Contents  before  each  of  its  major  subsections. 
The  latter  volume  has  the  appearance,  but  not 
the  construction  of  a loose-leaf  manual.  This  re- 
viewer would  hope  that  subsequent  editions  would 
be  in  loose-leaf  format  to  permit  periodic  updating 
by  the  publisher  or  adaptation  by  local  dialysis 
units. 

Either  the  DTEW  Hemodialysis  Manual  or 
that  edited  by  Pendras  and  Stinson  appears  to  be 
the  most  satisfactory  fer  dialysis  units  at  this 
time.  They  are  profusely  illustrated  and  technically 
accurate  and  provide  a sufficient  scientific  base 
to  support  the  continuing  education  and  training 
programs  necessary  to  assure  dialysis  care  of  high 
quality 

Robert  P.  Davis,  m.d. 

(Continued  on  Page  409) 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  lie’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs'®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


€ 'oht  or 


Altergy? 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 

gic  manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
ratory  sGcrations,  thGreby  affording 
relief  from  nasal  stuffiness  and  postnasal 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 


Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 

AH-pOBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day's pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  V*  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2.  3.  or  4 contains-  Phenobarbital  (V*  gr.).  16  2 mg.  (warning 
may  be  habit  forming!  Aspirin  (21/?  gr  ).  162  0 mg  Phenacetin  (3  gr  ).  194  0 mg  Codeine 
phosphate.  V*  gr.  (No  2).  Vi  gr  (No  3)  or  1 gr.  (No  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed  Fcr  further  details 
see  product  literature. 

/cr.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
v!!  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 
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REVIEW  OF  MEDICAL  MICROBIOLOGY  by 
Ernest  Jawetz,  Joseph  L.  Melnick,  and  Edward 
A.  Adelberg.  11th  Edition.  Los  Altos,  California, 
Lange  Medical  Publications,  1974.  $8.50 

The  fact  that  this  book  has  come  out  with  a 
new  edition  every  two  years  since  1954  and  that 
it  is  translated  into  seven  foreign  languages  shows 
that  many  people  have  found  it  useful.  In  fact 
it  is  an  amazingly  efficient  and  up-to-date  ab- 
stract that  covers  a lot  of  territory  in  microbiology. 
The  authors  seem  determined  that  they  will  not 
be  accused  of  leaving  anything  out,  and  quite  a 
little  basic  science  relating  to  bacteria  and  viruses 
is  included.  There  is  a chapter  on  the  latest  knowl- 
edge about  bacterial  cell  division,  including  elec- 
Ujon-micrographs  of  conjugation  oif  male  and 
female  E.  Coli  cells.  Nothing  is  passed  over  — 
even  lysogenic  bacteria  (bacteria  parasitized  sym- 
biotically  by  a virus)  are  dealt  with. 

For  the  reader  wanting  to  look  up  about  the 
hemolytic  streptococcus  or  the  pneumococcus  as  he 
would  in  the  old  bacteriology  books  the  informa- 
tion is  there  but  in  capsule  form,  and  there  is 
much  much  more  in  related  material,  such  as  clini- 
cal findings,  antibiotic  sensitivity,  and  treatment. 
There  are  interesting  sections  on  drug  resistance 
and  on  the  choice  and  use  of  various  antibiotics. 
The  last  third  of  the  book  is  devoted  to  viruses, 
which  are  treated  in  the  same  complete  manner, 
ending  with  a chapter  on  the  oncogenic  viruses. 

In  summary,  this  book  attempts  to  cover  a wide 
field  in  deipth,  but  to  compress  the  information 
as  much  as  possible.  The  result  is  overwhelmingly 
successful. 

Morgan  Cutts,  m.d. 
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I.  Introduction: 


The  Collaboration  Between  Pediatricians  And  Child 
Psychiatrists  In  Delivering  Comprehensive  Child 
Health  Care  In  Rhode  Island 


By  Eric  Denhoff,  M.D.  and  Joseph  Zucker,  M.D. 


The  information  explosion  of  the  twentieth  cen- 
tury has  encouraged  the  development  of  better 
medical  communication  techniques  in  order  to  help 
cope  more  efficiently  with  the  tremendous  medical 
needs  that  have  been  provoked  by  living  in  the 
Space  Age  with  its  numerous  social  and  economic 
pressures.  The  most  sensitive  to  such  pressures  are 
the  children  and  as  a consequence  behavioral  and 
learning  difficulties  are  now  commonplace.  These 
problems  are  generally  of  a crisis  nature  and  par- 
ents are  demanding  immediate  solutions.  They  turn 
to  the  pediatrician  for  help,  and  he  in  turn  points 
to  the  'child  psychiatrist  for  guidance  and  solu- 
tions. Generally  the  psychiatrist  is  not  attuned  to 
crisis  care  but  prefers  carefully  and  cautiously  to 
change  the  faulty  environmental  factors  which  have 
contributed  to  the  overreactive  behavior  of  both 
the  child  and  his  family. 


ERIC  DENHOFF,  M.D.,  Chairman,  Rhode  Is- 
land Chapter,  American  Academy  of  Pediatrics. 
JOSEPH  ZUCKER,  M.D.,  Chairman,  Subcommit- 
tee, Rhode  Island  Chapter,  American  Academy  of 
Pediatrics,  and  Rhode  Island  District  Branch, 
American  Psychiatric  Association. 

The  papers  in  this  symposium  were  read  at  a 
seminar  on  Collaboration  between  Pediatricians  and 
Child  Psychiatrists  for  tie  Purpose  of  Developing 
Comprehensive  Child  Health  Care  in  Rhode  Island, 
jointly  sponsored  by  the  R.  I.  Chapter  of  the  Ameri- 
can Academy  of  Pediatrics  and  the  Rhode  Island 
District  Branch  of  the  American  Psychiatric  Asso- 
ciation in  collaboration  with  Brown  University’s  Sec- 
tion of  Human  Growth  and  Development,  held  on 
December  5,  1973,  in  Providence,  R.  I. 


How  can  two  child  and  family  oriented  profes- 
sional groups  help  solve  the  dilemma  of  crisis  de- 
mands for  an  ever  increasing  number  of  children, 
limited  child  care  facilities,  and  a small  number 
of  child  psychiatrists  who  do  their  best  work  on 
a one  to  one  basis  in  the  confines  of  their  offices? 

The  answer  appeared  to  be  better  intercommuni- 
cation between  the  disciplines,  and  as  a result  an 
interprofessional  committee  was  established  to 
tackle  the  problem. 

Four  broad  areas  for  mutual  work  emerged. 
These  were: 

1 ) Problems  of  the  professions  — Where  do 
pediatricians  and  child  psychiatrists  agree  and 
where  do  they  disagree?  Where  and  how  do  they 
complement  and  supplement  each  other?  Where 
and  how  are  they  similar  and  dissimilar  in  the 
understanding  and  approaches  to  mental  health 
problems? 

2)  Problems  of  Training  — What  forums  can 
be  provided  to  develop  team  work  between  the 
specialties? 

3)  Problems  of  the  Community  — How  do 
they  try  to  provide  comprehensively  for  the  unmet 
needs  of  the  needy  children? 

4)  Financing  — How  do  they  solve  the  cur- 
rent resistance  of  third  party  health  care  providers 
to  pay  for  mental  health  care  services  for  children 
and  families? 

In  January,  1973  the  Rhode  Island  Chapter  of 
the  American  Academy  of  Pediatrics  and  the  child 
psychiatry  section  of  the  Rhode  Island  District 
(Concluded  on  Page  436) 
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II.  The  Pediatrician  And  The  Child  Psychiatrist 
Basis  For  Cooperation 


By  Robert  J.  Haggerty,  M.D. 


Pediatricians  have  always  been  concerned  with 
the  behavior  of  children.  Their  approach  has  dif- 
fered from  child  psychiatry  because  they  must  deal 
with  large  numbers  of  children.  Pediatrics  is  and 
always  will  be  a large-volume,  rapid  turnover  serv- 
ice with  a very  low  reimbursement.  The  pediatric 
approach  is  one  of  normalization.  Pediatricians  see 
a great  many  things  such  as  fevers  of  acute  or 
unknown  origin  that  are  self-limited.  They  have  a 
‘‘he  will  grow  out  of  it”  approach.  We  teach 
pediatricians  to  keep  their  hands  off  and  not  in- 
terfere too  much  in  the  natural  process  of  growth 
and  development.  This  philosophy  often  runs  coun- 
ter to  the  child  psychiatry  discipline  which  deals 
with  children  and  families  on  a long-term  basis. 
Often  they  see  only  that  small  segment  of  chil- 
dren who  can  afford  private  care  or  who  are 
severely  ill  on  an  emotional  basis.  Therefore  the 

ROBERT  J.  HAGGERTY,  M.D.,  Professor  and 
Chairman,  Department  of  Pediatrics  at  University 
of  Rochester  School  of  Medicine  and  Dentistry, 
Rochester,  New  York. 


two  — - pediatrics  and  child  psychiatry  — go  down 
parallel  tracks,  without  a switching  system  being 
available  to  help  the  two  disciplines  to  interact. 
Switching  mechanisms  are  terribly  important  to 
develop.  However,  until  the  training  programs  of 
both  pediatrics  and  child  psychiatry  develop  fea- 
tures in  common,  it  will  be  impossible  to  develop 
effective  switching  mechanisms. 

PROFESSIONAL  DIFFERENCES 
Of  importance  to  the  pediatricians  is  trying  to 
understand  the  basis  for  a behavior  problem.  Is 
the  problem  internal,  i.e.  getting  the  child  to  ad- 
just to  his  family's  internal  needs,  or  is  it  external, 
i.e.  getting  him  to  adjust  to  society's  demands? 
Or  is  it  the  attempt  to  change  some  of  society's 
ills  that  produces  the  problem  in  the  child?  Re- 
gardless of  cause,  by  and  large  the  child  psychia- 
trist tries  to  get  the  child  and  family  to  adjust  to 
intolerable  situations  while  the  pediatrician  tries 
to  change  intolerable  situations,  i.e.  improving 
nutrition,  immunization  programs,  child  advocacy 
programs.  Do  these  goals  run  counter?  This  is  the 
issue  to  be  faced! 
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Another  professional  issue  which  needs  to  be 
dealt  with  involves  the  fact  that  pediatricians  have 
been  quick  to  accept  semi -professionals,  i.e.  lay 
people,  family  health  counselors,  and  the  like  as 
part  of  their  health  team  sometimes  without  enough 
insistence  on  their  proper  education  and  skill.  On 
the  other  hand,  the  child  psychiatrist  is  overly  rigid 
in  demanding  super-professional  training.  He  may 
say,  “We  can't  let  that  person  do  this  particular 
kind  of  care  or  therapy  because  he  isn’t  well  enough 
trained.”  There  must  be  bilateral  give  and  take  on 
this  issue  if  we  are  to  develop  better  services.  I am 
much  impressed  in  respect  to  this  issue  of  pro- 
fessionalization versus  non-professionalization  by 
a book  by  Truax  and  Carkhuff.1  They  made  care- 
ful evaluations  of  outcome  of  effective  psycho- 
therapy. The  major  determinant  of  suocess  in  terms 
of  symptom  relief  were  related  to  the  “Warmth  of 
the  therapist,”  rather  than  to  the  amount  of  train- 
ing, the  academic  degree  held  by  the  professional, 
or  the  technique  that  was  used..  I am  sure  that 
is  a vastly  overgeneralized  conclusion,  but  personal 
interest  and  warmth  still  goes  a very  long  way  in 
helping  people  and  it  is  something  we  have 
neglected  to  develop  well  in  the  process  of  training 
and  recruiting  professionals. 

Finally,  another  difference  between  the  profes- 
sions is  what  happens  as  the  end  result.  Pediatri- 
cians are  on  the  end-result  side.  We  justify  what 
we  do  by  what  happens.  For  instance,  we  have 
wanted  to  achieve  infant  mortality  reduction.  We 
have  gone  after  it,  and  to  some  degree  have  been 
able  to  effect  it.  The  same  is  true  of  the  treatment 
of  acute  infectious  disease.  Here  one  can  see  the 
results  fairly  quickly,  and  pediatricians  have 
savored  their  accomplishment  in  this  area.  The 
behavioral  professions  have  more  modest  goals. 
They  are  more  concerned  with  process  and  the 
quality  of  the  process  and  haven’t  looked  enough 
at  end  results.  They  haven’t  looked  enough  to  what 
is  the  effect  of  this  intervention  versus  no  inter- 
vention. They  do  not  use  the  controlled  trial  ap- 
proach as  much  which  is  the  basis  of  scientific 
medicine.  The  child  psychiatrist  says,  “Oh,  you 
have  to  look  at  the  individual  and  not  the  group 
outcome.”  These  are  very  real  differences  between 
the  professions.  They  need  to  be  resolved  as  a first 
step  in  the  process  of  working  together  in  a com- 
munity. 

USEFUL  PROGRAMS 

There  are  several  programs  that  we  have  found 
useful  in  getting  at  these  issues.  The  first  is  a need 
to  develop  residential  treatment  facilities  of  some 


kind  in  every  community.  We  have  found  the  resi- 
dential milieu  of  therapy  far  more  useful,  accept- 
able, deep,  and  effective  than  the  more  traditional 
psychiatric  in-patient  or  out-patient  hospital  kind 
of  care.  By  residential  milieu  I mean  a small  cot- 
tage development  with  six  to  eight  children  per 
cottage,  cared  for  by  a surrogate  family.  This  con- 
sists of  a man  and  woman  who  serve  as  surrogate 
parents  and  do  milieu  therapy,  not  psychotherapy 
in  the  traditional  sense.  I personally  refer  many 
patients  to  this  residential  type  of  milieu  therapy 
in  preference  to  the  psychiatric  inpatient  service 
of  hospitals.  The  same  can  be  said  for  “half-way 
houses.”  There  is  a great  need  for  a variety  of 
“in  and  out”  kinds  of  semi-institutional  care  for 
children  of  which  the  half-way  type  of  house  is  a 
good  example.  These  more  “normal”  living  arrange- 
ments often  prevent  institutionalization.  To  be 
effective,  professional  education  of  both  pediatri- 
cians and  psychiatrists  should  occur  in  these  set- 
tings. 

A second  program  is  group  or  family  therapy. 
I am  increasingly  impressed  that  individual  therapy 
is  neither  as  effective  nor  as  efficient  and  afford- 
able by  the  average  community  as  is  group  and 
family  therapy.  I speak  as  a recent  convert,  for 
our  new  chairman  of  psychiatry  is  family  therapy 
oriented.  We  in  Rochester  are  going  the  route  of 
family  therapy.  In  our  own  health  center  and  clin- 
ics, family  and  group  therapy  is  now  much  more 
often  advocated  by  both  pediatricians  and  child 
psychiatrists  than  is  individual  therapy. 

The  school  setting  is  another  ideal  place  for 
programs  to  be  mounted,  because  you  have  a cap- 
tive population.  You  have  a teacher  generally  who 
is  able  to  make  the  diagnosis  of  deviance  better 
than  anyone  else.  She  sees  the  child  longer  than 
anyone  except  the  parents.  She  has  the  milieu  in 
which  to  effect  treatment.  That  milieu  accounts 
for  four  to  six  hours  of  the  child’s  day  every  day. 
This  is  far  more  than  any  psychotherapist  has 
available  to  bring  about  effective  treatment  no 
matter  what  techniques  he  uses. 

Programs  for  physically  handicapped  children 
provide  another  important  means  to  bring  about 
positive  changes.  Children  with  chronic  physical 
disorders  constitute  10  per  cent  of  the  total  popu- 
lation, but  occupy  30  per  cent  of  the  mental  health 
facilities  with  behavioral  management  problems.  A 
physical  disability  increases  the  chances  for  emo- 
tional problems.  This  high  risk  or  vulnerable  group 
require  a good  deal  of  help,  but  they  have  a greater 
(Continued  on  Next  Page) 
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chance  of  beneficial  outcome  when  we  concentrate 
upon  them  as  a group  rather  than  diffuse  services 
across  the  whole  population. 

In  this  group,  family  counselors  and  other  an- 
cillary health  workers,  such  as  women  with  no 
health  training  but  who  have  themselves  success- 
fully reared  handicaptped  children,  have  made  a 
very  impressive  record.  With  only  10  hours  of  in- 
struction in  the  processes  of  counselling  they  have 
been  very  effective.  They  receive  continued  coun- 
seling through  group  meetings.  Each  counsels  any- 
where from  five  to  10  families,  each  of  which  has 
one  (or  more)  physically  handicapped  child  (or 
children)  and  serves  three  functions  with  that 
family.  She  serves  to  educate  the  family  about  the 
health  problem  of  that  particular  child,  to  help 
the  family  adjust  to  that  child  and  to  his  special 
needs,  and  to  socialize  the  child  in  terms  of  his 
activities  of  daily  living.  If  he  has  cerebral  palsy 
and  has  trouble  trying  to  get  on  the  bus,  she  helps 
teach  him  how  to  get  on  the  bus.If  his  parents 
have  problems  in  arranging  transportation  to 
school,  she  works  on  the  transportation  issue.  They 
are  specialists  in  concrete  kinds  of  problem  solv- 
ing. They  work  either  as  volunteers  without  pay 
or  for  very  low  pay.  Such  women  can  be  found  in 
any  community.  In  a controlled  trial  in  Rochester, 
such  family  counselors  were  placed  at  the  disposal 
of  a randomly  selected  group  of  families  and  an- 
other group  who  were  not  randomly  selected.  In 
terms  of  function,  such  as  attendance  days  at 
school,  ability  to  perform  successfully  in  school 
work,  peer  interaction,  and  psychological  function- 
ing, there  was  a significant  improvement  in  the 
children  who  received  such  family  counseling  over 
those  who  did  not.2 

Another  mechanism  worthy  of  mention  is  one 
in  which  pediatricians  join  together  to  discuss 
problem  casvs.  We  call  these  pediatric  workshops. 
It  turns  out  that  90  per  cent  of  the  problem  cases 
brought  up  in  these  meetings  are  in  the  behavioral 
area,  but  it  is  interesting  that  these  pediatricians 
did  not  want  a child  psychiatrist  as  their  leader, 
but  a child  psychologist  or  pediatrician.  As  a re- 
sult we  have  developed  an  interesting  behavioral 
pediatric  group  in  our  department.  They  are  a 
group  of  pediatricians  with  short  term  psychiatric 
training  who  have  developed  some  skills  in  the 
behavioral  area.  They,  plus  psychologists  and  other 
consultants  including  child  psychiatrists,  have  de- 
veloped an  active  child  advocacy  group.  Through 
this  mechanism  the  pediatricians’  resistance  to 
child  psychiatrists  as  the  leaders  of  the  groups  have 


diminished,  and  they  are  beginning  to  use  them 
a little  more  as  consultants.  This  is  an  important 
issue.  The  fact  that  fairly  sophisticated  pediatri- 
cians did  not  want  to  have  child  psychiatrists  as 
team  leaders,  because  they  felt  they  were  too  rigid 
or  not  comprehensive  enough  in  their  outlook,  tells 
us  something.  It  took  competence  and  comfortable- 
ness on  the  part  of  the  child  psychiatrist  to  gain 
acceptance. 

In  the  series  of  preventive  programs,  the  most 
important  concerns  are  for  the  newborn.  Inter- 
vention in  the  neonatal  period  can  have  a preven- 
tive role.  The  issue  of  maternal-infant  attachment 
is  clearly  an  important  prevention  aspect.  It  is  not 
yet  fully  explored.  Babies  who  are  premature  or 
are  separated  early  from  their  mothers  in  the  hos- 
pital for  a long  time  need  to  make  physical  contact 
with  such  adults  if  they  are  to  develop  a healthy 
personality.  Early  and  frequent  visiting  by  mothers 
of  prematures,  even  when  they  are  very  sick,  is  an 
important  preventive  approach. 

Another  aspect  of  preventive  mental  health  is 
in  the  preparation  for  elective  hospitalization  and 
elective  surgery.  There  also  needs  to  be  open  visit- 
ing in  the  hospital,  and  rooming-in  of  parents  in 
the  hospital.  Skipper  and  Leonard3  at  Yale  have 
shown  the  psychological  effects  of  a program  where 
controlled  introduction  of  the  child  to  the  hospital 
with  support  during  the  hospital  stay  reduced  such 
complications  as  postoperative  vomiting,  post- 
operative urinary  retention,  and  post-hospitaliza- 
tion  nightmares  and  behavioral  symptoms.  The 
subject  o>f  hospital  complications  is  very  important, 
and  we  tend  to  neglect  it  in  the  organization  of  <our 
pediatric  hospital  units.  The  classic  studies  of 
Prugh  25  years  ago4  in  which  random  samples  were 
used  in  assignment  of  children  to  play  therapy  in 
the  hospital  versus  a group  of  children  who  were 
left  alone,  showed  a significant  reduction  in  be- 
havior symptoms  after  the  hospitalization.  How 
many  hospitals  have  implemented  such  practices? 
Presently  not  too  many,  and  that’s  the  pediatri- 
cians’ fault.  We  should  really  be  challenged  about 
our  failure  to  insist  upon  such  recommended  prac- 
tices by  child  psychiatrists  and  social  workers. 

Finally,  I would  mention  the  issue  of  crisis  in- 
tervention. This  is  entirely  separate  from  overt 
behavioral  problems.  We  have  done  some  studies 
to  show  that  the  amount  of  physical  illness  is  in- 
creased in  a child  in  the  period  following  severe 
emotional  stress,  such  as  the  death  of  a grand- 
parent, a parent  separation,  or  adverse  parent  in- 
teraction. There  is  no  question  that  family  crises 
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increase  the  amount  and  degree  of  disease,  whether 
infectious  or  otherwise.  Also,  family  crises  affect 
the  ways  parents  use  health  services.  With  family 
crises,  as,  for  example,  when  daddy  walks  out  on 
momma,  there  is  an  increased  use  of  health  serv- 
ices by  the  child.5  In  the  two  days  following  such 
a crisis,  there  is  an  increased  use  of  the  emergency 
room,  the  telephone,  and  the  nun-appointment  visit 
in  the  office,  as  compared  to  periods  when  no  fam- 
ily crisis  exists.  It  is  important  that  the  pediatri- 
cian recognize  this  phenomenon.  Some  people  have 
called  it  the  ‘‘second  diagnosis,”  i.e.  the  emotional 
factors  behind  the  physical  issue.  It  is  important 
to  teach  pediatricians  how  to  probe  for  that  sec- 
ond diagnosis  and  how  to  work  on  it  effectively. 
Psychiatric  consultations  are  necessary  once  pedia- 
tricians are  alerted  to  this  possibility.  When  you 
press  hospital  pediatric  residents  to  make  a second 
diagnosis  you  find  them  in  diagnostic  situations 
which  they  are  unable  to  handle.  Often  they  find 
they  have  uncovered  very  severe  psychopathology. 
They  need  psychiatric  back-up  promptly,  a child 
psychiatrist  who  can  respond  within  a few  hours 
and  not  one  who  will  say,  “I’ll  give  you  an  ap- 
pointment in  two  months.”  I think  that  providing 
crisis  psychiatric  intervention  is  a key  element  in 
bringing  together  the  pediatrc  community  and  the 
psychiatric  community. 

In  the  past,  the  age  period  from  two  to  five 
has  represented  a kind  of  “no-man’s  land.”  Pedia- 
tricians see  children  relatively  infrequently  at  that 
point,  often  at  yearly  intervals.  I think  a lot  of 
emotional  development  goes  on  during  that  time. 
But  there  is  no  other  health  profession  who  rou- 
tinely sees  children  a that  time.  Dr.  Robert  West 
Chamberlin  in  our  department  has  been  carrying 
out  a study  of  intervention  with  young  children 
who  have  behavior  problems  before  they  are  severe 
enough  to  be  brought  to  the  attention  of  the  doc- 
tor. He  uses  a check  list  of  behavior  symptoms, 
and  then  intervenes  with  behavior  modification 
when  problems  are  found.  He  deals  on  an  objective 
basis  with  a particular  unwanted  behavior.  In  other 
words,  if  the  child  has  temper  tantrums,  he  re- 
wards him  for  not  having  temper  tantrums;  he 
rewards  him  for  behavior  that  is  acceptable  within 
the  family.  He  does  not  worry  about  “What  is  the 
underlying  psychological  situation  of  the  mother 
and  the  child  producing  the  problem.”  He  assumes 
that  everyone  has  a certain  number  of  problems 
and  hang-ups. 

If  you  can  prevent  the  behavior  from  becoming 
a fixed  part  of  the  vicious  cycle  which  involves 


the  family  in  their  own  neurotic  problems,  you 
have  done  a great  deal  of  prevention.  Now,  he  still 
is  unclear  whether  that  kind  of  intervention  results 
in  less  behavior  symptoms  later.  Nevertheless,  it 
is  a good  example  of  where  pediatrics  can  offer 
an  important  service.  The  child  psychiatrist  has 
neither  the  numbers  of  children  nor  the  access  to 
children  at  that  early  level  of  the  problem,  but 
pediatricians  do  have.  Temperament  is  an  impor- 
tant issue  that  we  have  finally  begun  to  recognize 
as  a result  of  Thomas,  Chess,  and  Birch’s  work.6 
There  are  inherent  differences  in  children.  If  a 
family  happens  to  want  a “go-go”  child  and  has 
a placid  one,  there  is  trouble  ahead.  More  often 
the  leverse  happens.  Families  that  want  a placid 
boy  often  have  an  overactive  one.  Here  is  where 
the  pediatrician  can  help  the  family  by  straight- 
forward behavioral  modification  — reward  for  ac- 
ceptable behavior,  and  not  punishment  for  un- 
acceptable kinds  of  behavior. 

WHAT  ARE  THE  NEEDS? 

What  do  we  need  to  do  these  things  well?  I 
think  both  the  pediatrician  and  child  psychiatrist 
must  be  educated  together.  We  must  share  experi- 
ences and  not  have  a two-culture  system.  Thus  we 
have  found  it  advantageous  to  educate  young  peo- 
ple together  by  having  psychiatrists  in  training  on 
the  pediatric  wards  and  in  the  emergency  room. 
This  is  one  of  the  most  important  ways.  Within 
the  past  year  we  have  been  able  to  get  the  child 
psychiatrists  to  place  themselves  on  24-hour  call 
to  the  house  staff  in  the  emergency  room.  It  makes 
all  the  difference  in  the  world  in  terms  of  attitude. 
If  the  child  psychiatrist  is  willing  to  be  called  and 
to  come  in  at  12  o’clock  at  night  to  deal  with  the 
problem  of  a battered  child,  the  pediatrician  is 
also  moved  to  care.  The  child  psychiatrists  helps 
the  pediatrician  to  look  at  the  superficiality  with 
which  he  often  approaches  problems  and  to  see  the 
value  of  depth  intervention.  This  requires  a staff 
working  together.  The  emphasis  is  on  models.  You 
cannot  expect  the  house  staff  to  do  it  unless  the 
faculty  is  doing  it.  And  so  you’ve  got  to  have  fac- 
ulty who  share  patient  care,  who  work  together, 
and  who  show  that  they  work  together  even  though 
they  may  fight  together  at  times.  I’d  rather  have 
'people  interacting  and  rubbing  the  raw  edges  than 
going  their  separate  ways  peacefully  ignoring  one 
another,  and  not  interacting. 

Finally,  I would  say  that  the  answer  to  the  prob- 
lem of  the  difficulties  between  pediatrician  and 
psychiatrist  is  to  build  a program  that  allows  for 

(Concluded  on  Page  442) 
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ill.  The  Rhode  Island  Experience 

1.  Child  Psychiatry  In  Rhode  Island  -- 
The  Problem 


By  Hector  Jaso.  M.D 


In  the  area  of  prevention  as  well  as  in  the  de- 
livery of  mental  health  care  for  children,  it  is  the 
pediatrician  who  will,  in  most  instances,  be  the 
first  one  to  whom  parents  will  turn  for  orientation, 
advice,  and  help.  It  is  most  important  that  he  be 
prepared  to  deliver  these  services  directly  or 
through  appropriate  referral. 

In  doing  so.  he  must  not  succumb  to  the  temp- 
tation to  use  his  own  personal  experiences,  but  to 
use  the  broader  understanding  that  accumulated 
knowledge  provides  and  to  be  aware  of  the  many 
available  resources  in  his  locality  and  state..  He 
must  be  alert  to  the  discrete  as  well  as  to  the  ob- 
vious ways  in  which  emotional,  behavioral,  and 
mental  difficulties  will  be  presented  to  him.  He 
must  be  ready  to  evaluate,  alone,  but  often  in  col- 
laboration with  other  professionals,  problems  which 
are  far  from  simple  concerning  a child,  his  imme- 
diate family,  and  his  environment,  including  learn- 
ing difficulties,  school  behavior  problems,  crisis 

HECTOR  JASO.  M.D.,  Consultant  in  Child  Psy- 
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situations,  reactive  problems  of  a child  surrounded 
with  family  conflicts  oftentimes  beyond  his  ability 
to  Cope  with  or  influence.  At  times  the  child  is  the 
barometer  of  difficulties  within  the  family  con- 
stellation and  will  frequently  be  wrongly  identified 
as  being  the  central  problem  because  of  the  manner 
in  which  he  manifests  his  distress.  There  is  a need 
then  for  the  strengths  of  the  family  and  of  the 
child  to  be  assessed  as  accurately  as  the  manifes- 
tations of  psychopathology. 

A general  pediatric  hospital  is  often  the  most 
adequate  referral  center  for  those  problems  the 
pediatrician  is  unable  fully  to  evaluate  or  where 
the  complexity  of  the  situation  at  hand  requires  a 
team  evaluation,  either  as  an  outpatient  or  during 
a period  of  observation  during  hospitalization. 

The  first  step  to  treatment  planning  is  adequate 
diagnostic  evaluation.  The  child  and  the  family 
(often  the  teacher,  also)  are  invited  to  tell  their 
own  stories  in  their  own  way.  a truly  radical  de- 
parture from  being  just  dosed  and  discharged.  An 
open  mind  must  prevail  at  all  times  by  all  those 
involved  to  avoid  falling  into  personal  biases,  short 
cuts,  where  there  are  none,  or  always  using  the 
same  method  no  matter  what  the  problem. 
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All  members  of  the  team,  of  different  professions 
and  clinical  convictions,  must  learn  to  interchange 
clearly  and  regularly  and  to  defer  to  what  the 
accumulated  data  wili  uncover.  Special  caution 
must  be  observed  to  avoid  the  frequent  error  of 
thought  that  a problem  is  either  organic  or  psycho- 
logical, ignoring  the  instances  where  these  overlap. 
The  child  who  shows  signs  of  psychic  disturbance 
is  not  necessarily  sick.  Children  suffering  from 
reactive  disorders  or  developmental  delays  or  de- 
viations are  many  times  examples  of  children  who 
display  symptoms  that  are  not  signs  of  illness  in 
the  strict  medical  sense,  but  can  be  healthy  re- 
sponses to  traumatic  events,  to  overwhelming  en- 
vironmental stresses,  or  to  temporary  incongruities. 

When  a child  shows  signs  of  an  incipient  neu- 
rotic learning  inhibition,  the  pediatrician  or  the 
team  may  be  sorely  tempted  to  abandon  the  ap- 
propriate recommendations  for  psychiatric  treat- 
ment in  favor  of  more  palatable  suggestions,  such 
as  use  of  medication,  change  of  teacher  or  school, 
or  extra  tutoring.  There  is  ample  clinical  evidence 
that  many  of  these  children  develop  severe  learn- 
ing difficulties  in  time. 

Treatment  recommendations  mainly  determined 
by  resources  that  are  easily  accessible  but  are  in- 
sufficiently equipped  to  deal  with  the  situation 
of  a particular  child  or  family  influence  the  plans 
adversely.  Community  clinics  are  often  so  over- 
loaded with  patients  referred  to  them  that  what 
they  can  offer  the  patient  is  insufficient,  if  not 
altogether  contraindicated. 

With  the  availability  of  child  psychiatric  serv- 
ices at  the  Rhode  Island  Hospital  rather  limited, 
the  effectiveness  of  utilization  leaves  much  to  be 
desired.  Ideally  speaking,  every  time  that  the  pedia- 
trician suspects  the  possibility  of  an  emotional 
problem  or  an  emotional  component,  a psychiatric 
consultation  should  be  requested.  Preferably,  the 
pediatrician  who  plans  to  hospitalize  a child  for 
whatever  observations  arid  procedures  are  indicated 
should  notify  the  consultant  of  his  intention  to 
request  a consultation  before  the  child  is  admitted 
to  the  hospital.  In  addition  to  the  individual  inter- 
view of  the  child  by  the  child  psychiatrist,  a social 
service  evaluation  of  the  family  should  be  obtained, 
and,  whenever  possible,  a psychological  evaluation 
should  be  added.  Upon  the  completion  of  all  of 
these  procedures,  a planning  conference  including 
all  of  these  persons  involved  including  the  nurses 
is  most  desirable,  both  for  the  sake  of  bringing 
together  the  data,  as  well  as  for  the  educational 
aspects  of  this  approach.  Also,  besides  the  mem- 


bers of  the  team,  residents  and  medical  students 
should  be  included. 

The  planning  conference  should  arrive  at  recom- 
mendations which  are  both  appropriate  to  the  case 
and  feasible  and  realistic. 

An  opportunity  should  be  developed  for  the 
child  psychiatrist  to  attend  rounds  with  the  pedia- 
trician on  service  at  least  once  a week.  Not  infre- 
quently problems  can  be  noted  by  the  child  psy- 
chiatrist, so  that  useful  suggestions  can  be  made 
on  the  spot  and  a continuing  awareness  of  the  emo- 
tional needs  of  the  child  can  be  maintained. 

The  problem  of  the  chronically  ill,  incurably  ill, 
or  dying  child  deserves  very  special  consideration. 
More  often  than  not  very  little  can  indeed  be  of- 
fered to  the  child.  On  the  other  hand,  it  has  been 
our  experience  that  the  staff,  including  nurses, 
pediatricians,  residents,  interns,  and  other  hospital 
employees  who  are  in  frequent  contact  with  these 
children,  react  with  varying  degrees  of  frustration. 
It  has  been  a very  important  part  of  the  training 
of  the  helping  professions  to  expect  that  our  mini- 
strations will  result  in  a favorable  prognosis.  Very 
often,  quite  unknowingly,  when  we  are  constantly 
exposed  to  situations  which  are  beyond  our  ability 
to  help,  we  tend  to  deal  with  them  by  means  of 
various  selUprotective  mechanisms,  ranging  from 
avoidance  and  denial  to  actual  emotional  responses 
of  depression  and  helplessness,  often  with  anger 
expressed  in  different  directions  (other  colleagues, 
parents  of  child). 

The  function  of  the  child  psychiatry  consultant 
in  such  situations  has  been  served  in  terms  of  gath- 
ering of  the  staff  and  encouraging  the  open  com- 
munication of  personal  feelings  and  reactions  to 
the  situation,  an  aspect  which  often  brings  relief 
in  the  immediate  situation  and  by  influence  pro- 
vides relief  to  the  child  and  to  the  parents. 

Child  psychiatry  should  become  a consistent 
participant,  not  just  in  the  areas  of  patient  care, 
but  also  in  the  process  of  education  of  medical 
students  and  training  of  professionals  (pediatric 
residents,  interns,  social  workers,  psychologists,  and 
nurses). 


Nathan  Chaset,  M.D.,  President  of  the  R.  I. 
Medical  Society,  was  recently  elected  President- 
Elect  of  the  New  England  Section,  American 
Urological  Society,  at  its  meeting  on  October  1, 
1974  in  Bermuda. 
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2.  The  Pediatrician  Views  Childhood  Behavior 
Problems 


By  Mario  Yigliani,  M.D. 


The  pediatrician  is  actually  the  first  physician 
who  in  the  life  of  a new  family  fulfills  the  father 
image  of  the  old  family  doctor.  He  gains  the  con- 
fidence of  the  new  mother  by  solving  those  simple 
problems  that  create  so  much  anxiety  in  a new- 
parent,  and  he  is  the  first  one  to  have  a chance 
to  observe  the  new  family  and  the  various  relation- 
ships among  its  members.  He  is  therefore  in  an 
ideal  position  to  anticipate  problems  of  emotional, 
behavioral,  and  mental  nature  that  may  arise 
throughout  the  years.  Sometimes  he  is  the  first  to 
identify  those  traumatic  events  or  those  environ- 
mental stresses  which  may  result  in  behavior  dis- 
orders, developmental  delays,  or  learning  disabili- 
ties. In  these  situations,  the  pediatrician  is  often 
tempted  to  use  his  social  evaluation  and  his  own 
judgment  in  getting  involved  in  counseling,  which 
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is  often  based  more  on  common  sense  than  on  real 
psychiatric  training.  This  is  not  because  he  does 
not  realize  the  limitations  of  his  time  and  of  his 
training,  but  because  the  resources  of  the  com- 
munity are  limited,  overloaded,  and  not  easily  ac- 
cessible to  the  average  patient,  especially  if  a 
situation  of  disease  has  not  yet  occurred  and  all 
that  is  needed  is  advice  on  how  to  deal  with  prob- 
lems that  could  result  in  emotional  disturbances. 

As  a pediatrician,  I make  it  a point  of  spending 
what  may  seem  an  unnecessary  amount  of  time 
with  the  mother  of  a first  born  while  she  is  still 
in  the  hospital.  Frequently,  I gain  her  friendship 
and  confidence,  and  I learn  a great  deal  about  her 
and  her  family.  Sometimes,  even  at  this  early  stage, 
I can  sense  trouble  brewing.  Experience  has  taught 
me  to  recognize  the  immature  mother,  the  fearful 
mother,  and  the  compulsive  mother.  I can  foresee 
and  deal  efficiently  with  many  emotional  problems 
of  infancy  and  early  childhood.  Feeding  problems 
and  bowel  training  problems  are  often  the  conse- 
quence of  compulsive,  insecure,  or  immature  par- 
ents. Any  pediatrician  by  skillful  recognition  and 
handling  of  these  problems  may  prevent  real  or- 
ganic diseases  such  as  iron  deficiency,  anemia,  or 
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psychogenic  megacoLon.  He  may  feel  a little  less 
secure  but  still  adequate  in  dealing  with  the  night 
fears  of  the  two  and  three  year  olds,  their  temper 
tantrums,  and  their  breath-holding  spells.  Still  the 
frequency  with  which  he  is  exposed  to  these  prob- 
lems gives  the  pediatrician  the  feeling  of  being  the 
one  doctor  who  can  deal  with  them  best. 

All  of  a sudden,  however,  Johnny  leaves  his 
familiar  environment  and  marches  off  to  school. 
The  new  situation  may  create  new  sets  of  prob- 
lems in  some  of  which  the  pediatrician  may  not 
feel  as  comfortable  as  he  was  earlier  with  his  Doc- 
tor Spock’s  attitude.  The  problem  of  school  phobia 
that  repetitiously  oomes  up  every  September  makes 
us  feel  quite  uncomfortable  if  it  persists  through 
October,  and  by  Thanksgiving  time  we  really  feel 
we  should  have  some  psychiatric  help.  We  turn  to 
the  community  for  help,  and  what  does  the  com- 
munity have  to  offer?  There  are  about  a dozen 
child  psychiatrists  and  maybe  half  of  them  are 
members  of  the  American  Academy  of  Child  Psy- 
chiatry. There  are  some  neighborhood  mental 
health  clinics,  which  are  not  designed  primarily  for 
the  problems  of  children.  Appointments  are  ob- 
tained with  considerable  delay,  and  we  are  faced 
with  the  real  problem:  the  demand  for  service  is 
much  higher  than  for  what  is  available.  The  pedia- 
trician can  only  do  his  best  — ■ even  if  he  did  not 
lack  the  training  to  deal  efficiently  with  these  prob- 
lems, his  office  is  not  geared  to  care  for  chronic 
time-consuming  problems.  At  this  time,  the  prac- 
tice of  pediatrics  is  crisis  oriented  — physical  ex- 
amination, diagnosis,  prescription,  so  that  we  can 
move  on  to  the  next  patient  annd  the  next  prob- 
lem. 

As  the  young  child  is  thrown  willingly  or  un- 
willingly into  a school  situation,  he  will  not  honor 
his  biologic  label  of  homo  sapiens  unless  he  is 
equipped  to  learn.  Now  we  are  approaching  the 
stage  when  learning  disabilities  become  evident, 
and  hyperkinesis  interferes  with  school  perform- 
ance and  disturbs  school  routine.  Up  to  this  point 
the  parents  could  have  refused  to  understand  or 
see  the  problem.  The  pediatrician  could  have  ful- 
filled only  a marginal  role,  having  been  consulted 
only  irregularly  for  the  episodic  treatment  of  acute 
infections,  and  the  whole  problem  may  have  been 
hidden  and  ignored.  At  this  point,  however,  in  a 
school  situation,  it  becomes  evident  that  the  child 
does  not  fit  into  the  group  of  his  peers. 


Now  the  school  demands  that  something  be  done 
for  the  child.  It  is  obvious  that  these  children  need 
more  help  than  a pediatrician  alone  could  offer. 
They  need  a team  approach  with  involvement  of 
social  service,  neurologist,  psychologist,  otologist, 
speech  therapist,  and  others.  We  frequently  find 
that  the  learning  disability  is  the  cause  or  the  con- 
sequence of  a deeper  emotional  disturbance.  The 
school  authorities  exercise  a lot  of  pressure  on  the 
pediatrician,  demanding  quick  referral.  Frequently 
this  demand  is  the  first  indication  to  pediatrician 
that  a problem  exists.  Unfortunately  not  all  teach- 
ers have  enough  experience  to  identify  children 
with  real  behavior  problems  or  learning  disabilities. 
Many  of  them  see  hyperkinesis  in  every  active 
child  and  suspect  perceptual  difficulties  in  every 
poor  reader.  The  fact  that  5mm  of  Dexedrine®  has 
changed  Johnny’s  school  performance  dramatically 
gives  Miss  Jones  the  impression  that  probably  10 
more  children  in  her  class  could  benefit  from  the 
same  pills. 

We  have  to  use  a lot  of  our  time  and  all  of  our 
skill  in  trying  to  screen  our  referrals  in  order  to 
limit  the  few  available  resources  to  the  children 
most  in  need. 

Even  to  these  children  at  this  time  help  comes 
in  a slow-consuming  way.  Because  of  the  expense 
involved  in  this  type  of  work  up,  most  school  per- 
sonnel suggest  to  the  parents  that  the  work-up  can 
be  obtained  free  of  charge  at  the  Child  Develop- 
ment Center  (C.D.C.)  at  the  Rhode  Island  Hos- 
pital. We  have  tremendous  numbers  of  demands 
for  referral  to  the  C.D.C.  This  creates  overload- 
ing of  those  facilities,  long  waiting  lists,  and  often 
waste  of  sophisticated  facilities.  We  are  very  frus- 
trated if  we  try  to  screen  patients  out  of  a work-up. 
These  school  problems  of  the  seven-,  eight-,  and 
nine-year-olds  involve  the  pediatrician  more  often 
than  the  later  problems  of  anti-social  behavior  or 
drug  addiction. 

At  this  age  pediatric  visits  are  few  and  far  be- 
tween, and  these  problems  usually  are  discussed  in 
a crisis  situation.  The  pediatrician  is  often  by- 
passed since  the  problem  is  of  such  a magnitude 
that  the  school,  the  police,  or  the  accident  room 
personnel  refer  the  patient  directly  to  the  few 
psychiatric  facilities  available.  My  colleagues  of 
the  panel  I am  sure  will  be  able  to  elaborate  on 
this  point. 


The  Pediatrician  Views  Childhood  Behavior  Problems 
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3.  ^hy  Are  Mental  Health 
Children  Inadequate? 


By  Gunnar  Nirk,  M.D. 


Last  year  I was  asked  to  explore  the  possibility 
of  developing  outpatient  psychiatric  services  within 
the  Department  of  Pediatrics  of  a local  teaching 
hospital.  I started  by  providing  psychiatric  con- 
sultations to  practicing  pediatricians.  The  children 
I saw  in  a nine  month  period  should  be  a fair 
sample  of  the  kind  of  problems  that  concern  pedia- 
tricians in  our  community. 

There  was  a great  variety  of  presenting  symp- 
toms, but  certain  common  characteristics  might 
be  important  for  the  discussion  today. 

1.  The  majority  of  children  had  chronic  be- 
havior, and/or  learning  problems  which  had 
existed  for  a long  time  and  were  getting  worse. 

2.  Psychosomatic  illness  and  emotional  aspects 
of  serious  physical  illness  were  less  often  reason 
for  referral. 

3.  Most  children  came  from  families  who  had 
long-standing  emotional  difficulties. 

GUXXAR  XIRK,  M.D..  practicing  physician  in 
Providence,  Clinical  Assistant  Professor  of  Psy- 
chiatry, Brown  University,  Providence,  Rhode  Is- 
land. 
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4.  In  many  cases  a dramatic  event  or  symptom 
caused  urgent  referral,  however,  a chronic  situa- 
tion had  existed  before  the  situation  became  acute. 

5.  The  pediatricians  had  usually  been  aware  of 
the  emotional  problems  for  some  time  and  had  tried 
to  help,  but  were  frustrated  by  the  chronically  dis- 
turbed families’  inability  to  change. 

Most  of  the  children  referred  for  consultation 
needed  more  help  than  the  pediatrician  could  offer. 
The  hospital  was  unable  to  develop  treatment  fa- 
cilities; so  the  only  alternative  was  to  refer  to 
other  resources  in  the  community.  These  were  quite 
inadequate.  I suspect  that  we  provided  troubled 
children  with  a psychiatric  diagnosis,  but  could 
not  find  adequate  treatment  resources  for  them. 

There  is  no  reason  to  think  that  our  experience 
was  unique.  There  are  not  enough  funds  and  per- 
sonnel in  this  community  to  offer  treatment  to  all 
the  children  with  serious  psychological  problems. 
Chronic  problems  require  long-term  treatment  in- 
volving the  child  and  parents.  This  is  time-consum- 
ing and  expensive,  and  at  the  current  state  of  our 
knowledge  has  frequently  a dubious  prognosis. 

I should  like  to  reflect  on  some  of  our  profes- 
sional attitudes  and  practices  which  seem  to  lead 
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us  into  the  dead-end  street  I have  just  described. 
To  facilitate  further  discussion  I shall  characterize 
each  with  a descriptive  phrase. 

1.  “It  is  only  a stage;  he  will  grow  out  of  it.” 
This  is  what  parents  frequently  hear  when  they 
first  report  the  child’s  problems  to  the  profes- 
sional. It  is  true  that  sometimes  developmental 
difficulties  in  children  cause  alarming  behavior 
which  soon  disappears  without  residue.  Unfor- 
tunately it  is  also  true  that  unresolved  develop- 
mental tasks  cause  life-long  problems  for  many 
people.  We  know  that  the  child’s  development  de- 
pends on  adequate  support  and  stimulation  from 
the  environment.  The  reassurance  that  a child  will 
“grow  out”  of  a problem  should  not  be  given  with- 
out adequate  assessment  of  the  situation. 

2.  Organic  vs.  Environmental  Etiology.  There 
is  much  unproductive  preoccupation  with  etiology. 
In  order  to  treat  an  infection  properly  we  need 
to  know  the  organism  causing  it.  However,  if  we 
deal  with  dysfunction  of  the  ONS  we  have  no  way 
to  restore  damaged  cells.  All  we  can  do  is  to  offer 
special  inputs  from  the  environment  to  help  the 
child  to  use  better  the  central  nervous  system  he 
has.  A report  of  diffusely  abnormal  brain  waves 
contributes  little  to  the  treatment  plan. 

3.  Learning  problem  or  behavior  problem?  Cog- 
nitive and  affective  development  are  closely  inter- 
related. Regardless  of  the  presenting  symptom  a 
careful  study  will  usually  reveal  that  problem  chil- 
dren have  difficulty  in  both  areas  and  need  help 
in  both  areas.  The  tendency  to  set  u,p  separate 
treatment  facilities  may  leave  one  aspect  of  the 
problem  untreated. 

4.  “All  he  needs  is  love  and  understanding.” 
This  implies  that  there  is  a universal  treatment  and 
more  specific  understanding  of  the  child’s  problems 
is  not  necessary.  By  the  time  the  helping  profes- 
sionals realize  that  “love  is  not  enough”  the  child 
may  be  in  serious  chronic  trouble. 

5.  “Promises  Freud  never  made.”  Chronic  prob- 
lems which  have  become  a way  of  life  cannot  be 
changed  by  psychiatric  treatment.  A child  is  de- 
pendent on  his  environment,  especially  home  and 
school.  Psychiatric  interviews  will  not  help  a child 
unless  there  are  also  some  changes  in  his  environ- 
ment. Requests  to  treat  a child  whose  parents  and 
teachers  are  not  cooperating  are  really  requests 
for  a magical  cure. 

6.  “To  help  the  child  we  need  to  change  the 
parents.”  This  is  as  unrealistic  as  the  previously 
mentioned  approach.  Thousands  of  hours  of  valu- 


able treatment  time  are  spent  on  dealing  with  un- 
conscious conflicts  of  parents  who  lack  the  capac- 
ity to  change.  However,  parents  who  cannot  change 
can  still  be  taught  how  to  deal  better  with  their 
children.  When  parents  lack  resources,  school  per- 
sonnel can  help.  Day  Care  programs  can  rescue 
children  who  live  in  especially  difficult  circum- 
stances. 

7.  My  last  point  is  that  “Freud  lived  a long 
time  ago.”  Not  all  emotional  problems  of  child- 
hood are  like  the  fears  of  Little  Hans,  caused  by 
unconscious  conflicts.  Since  Freud  we  have  learned 
a lot  about  child  development.  The  discoveries  of 
Piaget,  Erikson,  Rapaport,  and  others  can  also 
be  used  in  therapeutic  programs. 

Children  can  get  “hung  up”  on  certain  develop- 
mental tasks.  These  delayed  functions  can  be  diag- 
nosed, and  specific  remedial  programs  formulated. 
This  approach  has  been  used  for  cognitive  prob- 
lems: delays  in  the  development  of  language,  per- 
ception, or  problem-solving  skills.  Recently  similar 
techniques  have  been  described  for  emotional  prob- 
lems: difficulties  with  attention,  impulse  control, 
self-esteem,  and  dependency.  There  has  been  little 
interest  in  these  new  ideas  in  our  community. 

I have  outlined  some  of  the  problems  related 
to  psychiatric  treatment  of  children  in  our  com- 
munity. 

I am  looking  forward  to  hearing  from  our  dis- 
tinguished guests,  new  ideas  leading  to  better  solu- 
tions of  our  problems. 
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4.  Delivery  Of  Mental  Health 
A Pediatric  Need 


Services  -- 


By  Venetia  B.  Georas,  M.D. 


Mental  Health  and  Delivery  of  Mental  Health 
Services  to  children  are  terms  very  much  in  the 
proscenium  these  days.  These  broad  terms  embrace 
prevention  and  treatment  of  emotional  disturb- 
ances as  well  as  maintenance  of  emotional  health. 

Needless  to  say  that  to  discuss  even  briefly  the 
overall  problem  of  Delivery  of  Mental  Health  serv- 
ices with  its  vast  ethical,  medical,  and  sociological 
implications  will  bring  the  discussion  to  a general 
philosophical  level.  We  need  to  be  pragmatists  and 
try  to  find  workable  ways  to  provide  these  services 
to  the  ones  who  need  them. 

I should  like  to  present  the  problem  from  the 
perspective  of  a specialty  clinic  pediatrician.  The 

VENETIA  B.  GEORAS,  M.D.,  Assistant  Physi- 
cian, Department  of  Pediatrics,  Rhode  Island  Hos- 
pital; Staff  Pediatrician  and  Coordinator  Cystic 
Fibrosis  Program,  Child  Development  Center, 
Rhode  Island  Hospital,  Providence,  R.  /. 


sporadic  instances  of  the  neurotic,  psychotic  or 
schizophrenic  child  sconer  or  later  will  be  identi- 
fied, and  care  will  be  provided.  It  is  the  greater 
number  of  children  who  present  with  deviations 
of  emotional  and  social  growth,  the  children  who 
grow  up  with  psychosocial  disease  and  who,  if  not 
cared  for,  represent  human  wraste. 

Another  group  of  children  and  families  are  the 
ones  with  an  incurable  fatal  disease,  those  with 
serious  physical  handicaps,  and  the  mentally  re- 
tarded. In  this  latter  group  the  impact  of  the  dis- 
ease or  the  handicap  may  be  catastrophic  regard- 
ing the  emotional  status  of  the  whole  family,  par- 
ents, and  siblings. 

Through  my  work  at  the  Child  Development 
Center  I have  been  exposed  to  the  familial  psycho- 
social disease  endemic  among  the  underprivileged. 
I am  certain  that  my  colleagues  in  private  practice 
see  the  same  nosologic  entity  expressed  in  differ- 
( Continued  on  Page  441) 
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IV.  Collaboration  Between  Pediatricians  And  Child 
Psychiatrists  In  Delivering  Comprehensive  Child 
Health  Care:  The  Cambridge  Experience 


By  Lee  B.  Macht,  M.D. 


In  his  introduction  to  the  report  of  the  Joint 
Commission  on  Mental  Health  of  Children,  Sena- 
tor Abraham  Ribicoff  reminds  us  that  only  a third 
of  the  children  in  this  country  who  need  psychia- 
tric care  receive  it,  and  nearly  one  million  receive 
no  care  at  all.  He  states  that  the  Joint  Commis- 
sion concludes:  “As  of  today  the  treatment  of  the 
mentally  ill  child  in  America  remains  uncertain, 
variable  and  inadequate.  This  is  true  on  all  levels: 
rich  and  poor,  rural  and  urban.  Only  a fraction 
of  our  young  people  get  the  help  they  need  and 
at  the  time  they  need  it.”  Ribicoff  concludes, 
“Thus  the  American  public  faces  a double  chal- 
lenge. The  challenge  of  caring  for  the  child  that 
is  already  sick  and  in  need  of  help,  and  the  chal- 
lenge of  preventing  sickness  by  fostering  healthy 
growth.”1 

Mental  health  services  for  children  and  their 
families  can  be  delivered  by  a variety  of  different 
professionals  and  para-professionals.  In  my  view, 
however,  the  core  of  mental  health  service  delivery 

LEE  B.  MACHT,  M.D  , Associate  Director  of 
Psychiatry,  The  Cambridge  Hospital,  Cambridge, 
Massachusetts ; Associate  Professor  of  Psychiatry, 
Harvard  Medical  School,  Boston,  Massachusetts. 


to  children  is  the  medical  specialties  of  pediatrics 
and  child  psychiatry.  Pediatricians  and  child  psy- 
chiatrists may  function  in  a number  of  different 
ways,  including  innovative  training  capacities  de- 
signed to  spread  their  expertise  to  other  disci- 
plines, so  that  they  can  affect  the  mental  health 
of  increasing  numbers  of  children.  In  order  to  ful- 
fill our  goal  of  the  delivery  of  mental  health  serv- 
ices to  all  children  in  need,  it  is  clear  that  both 
child  psychiatrists  and  pediatricians  must  not  only 
collaborate  together,  but  must  work  in  new  ways 
to  reach  larger  numbers  of  children. 

Clearly  our  manpower  is  extremely  small.  For 
example,  of  the  23,000  psychiatrists  in  this  coun- 
try, there  are  estimated  to  be  only  1,500  child 
psychiatrists.  It  is  further  estimated  that  only 
half  of  these  child  psychiatrists  treat  emotionally 
disturbed  children,  the  remainder  are  involved  in 
administration,  teaching,  research,  or  consultation 
as  a primary  activity.  Not  only  is  this  a very 
scarce  manpower  resource,  but  the  distribution 
of  child  psychiatrists  is  such  that  they  tend  to 
concentrate  in  the  large  metropolitan  areas  of  the 
country. 

When  we  look  at  pediatric  manpower,  it  is  of 
(Continued  on  Next  Page) 
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note  that  pediatricians  increased  from  1,600  in 
1931  to  10,500  in  1962.  Despite  this  rise  of  ap- 
proximately 2.6  per  cent  per  year,  the  child  popu- 
lation has  been  expanding  at  an  even  more  ac- 
celerated rate  of  3.3  per  cent  per  year.  Thus,  al- 
though the  ratio  of  pediatricians  to  the  child  popu- 
lation under  15  years  of  age  rose  from  7.3  per 
100.000  in  1940  to  16.3  by  1961,  it  fell  to  12.2  by 
1965.  Clearly,  in  many  areas  pediatricians  are  also 
in  short  supply.  This  shortage  of  trained  physi- 
cians has  led  many  to  conclude  that  we  must  de- 
velop other  manpower  resources  in  the  mental 
health  field,  and  particularly  in  the  delivery  of 
mental  health  services  to  children.  While  this  is 
certainly  true,  and  while  the  roles  of  psycholo- 
gists, social  workers,  nurses,  and  para-tprofessionals 
must  be  developed,  we  must  be  aware  that  thic 
cannot  occur  at  the  expense  of  severely  limiting 
the  medical  base  for  child  mental  health  services. 

The  mutual  interests  of  pediatrics  and  child 
psychiatry  in  the  development  of  children,  as  well 
as  in  the  management  and  treatment  of  psycho- 
pathology in  childhood,  leads  us  also  to  consider 
more  effective  means  of  collaboration.  The  pur- 
pose of  this  presentation  is  to  explore  some  of  the 
issues  involved  in  the  collaboration  between  pedia- 
trics and  child  psychiatry  and  to  present  our 
ongoing  experience  in  Cambridge  as  a case  illus- 
tration designed  to  stimulate  our  thinking  about 
practical  issues  in  this  collaborative  endeavor. 

Solnit  and  Senn2  have  defined  comprehensive 
medical  care  of  the  child  as  “the  prevention  and 
treatment  of  physical  disease  and  the  supervision 
of  healthy  growth  and  development  both  physical 
and  psychological.”  They  say  further,  “Through 
his  comprehension  of  the  physical,  psychological 
and  social  forces  that  influence  the  child,  the  pedi- 
atrician enables  the  child  and  his  family  to  take 
an  active  role  in  solving  their  health  problems.”  As 
the  role  of  the  pediatrician  has  been  expanded  in 
recent  years,  questions  of  training  of  pediatricians 
in  child  development  have  become  increasingly 
prominent  as  have  the  issue  and  problems  of  col- 
laboration  between  pediatricians  and  child  psy- 
chiatrists. 

HISTORICAL  PERSPECTIVE 

A brief  historical  perspective  is  useful  in  under- 
standing our  current  situation.  It  was  clear  by 
1950  in  terms  of  pediatric  care  that  the  dramatic 
decline  in  infant  and  childhood  morbidity  and 
mortality  was  coming  to  an  end.  Pediatrics  was 
beginning  to  look  for  new  directions.  Richmond3 


pointed  out  that  “there  was  a growing  awareness 
that  if  pediatrics  was  to  continue  to  pursue  its 
goal  as  defined  by  the  American  Academy  of  Pedi- 
atrics to  foster  and  stimulate  interest  in  pediatrics 
and  in  all  aspects  of  the  work  for  the  welfare  of 
children,  there  would  have  to  be  an  emphasis  on 
all  aspects  of  life  of  the  child  and  not  exclusively 
his  biological  development.”  Richmond  points  to  a 
number  of  influences  which  have  led  in  the  direc- 
tion of  increasing  concern  with  child  development 
within  pediatrics,  especially  in  academic  programs. 

Since  1960  psychiatry  has  increasingly  con- 
cerned itself  with  the  delivery  of  services  to  in- 
creasing numbers  of  people,  particularly  from 
other  than  middle  class  backgrounds.  The  whole 
thrust  of  the  community  mental  health  centers  and 
the  developments  within  community  psychiatry 
have  produced  an  increased  concern  about  serv- 
ices for  greater  numbers  of  people,  particularly 
those  who  have  frequently  been  outside  the  scope 
of  traditional  psychiatric  services. 

As  members  of  medical  disciplines,  psychiatrists 
and  pediatricians  have  had  many  reasons  to  col- 
laborate. There  are  many  areas  of  overlap  in  in- 
terest in  the  development  of  pathology  in  chil- 
dren as  well  as  in  the  fostering  of  normal  growth 
and  development.  Particularly  as  we  move  into  an 
era  of  more  comprehensive  health  and  human  serv- 
ices, there  is  an  added  thrust  toward  the  integra- 
tion of  various  aspects  of  health  services,  includ- 
ing psychiatric  and  medical.4  This  development  is 
probably  in  the  best  interest  of  the  delivery  of 
services  to  children  and  families,  because  it  is  fre- 
quently through  the  entry  point  of  general  health 
services  that  people  with  emotional  difficulties 
oame  to  medical  attention.  In  other  words,  health 
services  are  frequently  of  higher  priority  and  more 
relevant  to  the  needs  of  people  as  they  themselves 
define  those  needs,  than  are  mental  health  services. 
It  is  not  uncommon,  therefore,  that  people  will 
come  to  their  general  physician  or  pediatrician 
with  problems  both  of  adjustment  and  develop- 
ment and  also  of  more  serious  psvchopathological 
concern. 

As  psychiatrists  and  pediatricians  increasingly 
collaborate,  the  possibilities  for  earlier  case  find- 
ing or  secondary  prevention  are  enhanced,  and  we 
have  the  possibility  of  working  toward  primary 
prevention  or  the  reduction  of  the  incidence  of 
emotional  disorder.  Clearly,  pediatricians  are  in  a 
position  to  work  toward  earlier  case  finding,  and 
perhaps  the  collaboration  around  early  childhood 
development  between  pediatricians  and  child  psy- 
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chiatrists  can  lead  increasingly  toward  the  pre- 
vention of  emotional  disorders,  or  at  least  toward 
our  learning  more  about  that  issue. 

IMPEDIMENTS  TO  COLLABORATON 

However,  there  have  been  many  impediments 
in  the  way  of  this  kind  of  collaboration.  In  the 
discussion  we  will  come  to  consider  a number  of 
these  difficulties.  As  a preamble  to  the  Cambridge 
experiment,  it  is  worth  foreshadowing  some  of  the 
issues  which  will  be  highlighted  during  the  dis- 
cussion. For  example,  one  of  the  problems  in  the 
development  of  collaboration  has  been  the  relative 
isolation  of  pediatrics  and  child  psychiatry.  An- 
other has  been  a difference  in  the  definition  that 
each  of  these  medical  disciplines  has  had  of  its 
primary  interest  and  concern.  Child  psychiatrists 
have  more  or  less  been  concerned  with  the  treat- 
ment of  psychopathological  conditions  of  child- 
hood. Pediatricians,  on  the  other  hand,  when  they 
have  been  concerned  with  child  mental  health, 
have  been  concerned  with  the  treatment  of  severe 
pathology  which  they  frequently  will  refer  to  child 
psychiatrists,  but  perhaps  even  more  with  child 
development  issues,  where  they  have  found  fre- 
quently that  child  psychiatrists  are  not  of  very 
much  assistance.  Richmond3  highlights  some  of  the 
major  issues  here  when  he  says:  ‘‘Psychiatry  grew 
out  of  a concern  for  the  disturbed  child  and  adult, 
although  a few  child  psychiatrists  who  left  their 
clinical,  settings  contributed  some  original  obser- 
vations to  normal  development.”  He  continues, 
‘‘As  a consequence,  child  psychiatry  was  relatively 
rich  in  theory,  drawn  largely  from  retrospective 
reconstructions  of  the  treatment  of  psychiatric 
patients,  and  relatively  short  on  empirical  obser- 
vations of  the  development  of  children.  Pediatri- 
cians have  grown  up  in  a culture  based  on  em- 
pirical observations  (and  perhaps  have  been  too 
atheoretical).  Small  wonder,  therefore,  that  the 
teaching  of  child  psychiatrists  fell  on  relatively 
deaf  ears  of  pediatric  trainees  with  the  frustration 
level  high  on  both  sides  — as  it  inevitably  must 
be  when  there  are  inappropriate  expectations  by 
each.” 

Further,  he  states,  ‘‘I  am  not  suggesting  that 
the  concerns  of  child  psychiatry  were  or  are  in- 
appropriate. A study  of  psychopathology  and  the 
management  of  disturbed  children  is  a legitimate 
and  socially  necessary  function,  but  pediatricians 
are  concerned  predominately  with  the  develop- 
mental process  and  prevention,  which  I submit 
is  a quite  different  frame  of  reference  and  one 


which  I would  classify  as  child  development.  1 
refer  to  the  dynamic  development  of  individual 
differences  and  behavior  patterns,  the  observation 
of  child  rearing  practices  and  their  consequences, 
the  emergence  of  curiosity,  learning  patterns,  cop- 
ing behavior  and  personality,  and  the  capacity  of 
children  and  families  to  master  adversity.  Such 
observations  are  available  to  pediatricians  in  their 
daily  work.  Child  psychiatrists  must  leave  their 
settings  to  gain  opportunities  for  such  studies.” 

Eisenberg5  goes  further  to  highlight  some  of  the 
areas  of  difficulty  in  this  collaborative  endeavor. 
He  writes,  ‘‘Child  psychiatrists  cite  the  importance 
of  knowledge  of  child  development  for  fully  ef- 
fective pediatric  practice,  bemoan  the  grossly  in- 
adequate training  in  medical  psychology  presently 
afforded  pediatric  house  officers,  and  decry  the 
unsympathetic  reception  they  receive  from  pedia- 
tric faculties  when  they  argue  for  more  curriculum 
time  . . . .” 

Pediatricians  have  all  too  often  gone  to  psy- 
chiatric rounds  and  come  away  none  the  wiser.  In 
many  centers  the  pediatric  house  officer  has  been 
treated  as  though  he  were  a sub-professional  to 
whom  the  archane  art  of  psychotherapy  and  its 
theory  of  ‘‘depth”  psychology  were  not  to  be  en- 
trusted. Pediatricians  with  their  grounding  in 
laboriously  acquired  empirical  data,  controlled 
therapeutic  trials,  and  action  oriented  methods  of 
intervention  find  it  difficult  to  swallow  the  un- 
ested  theories  and  talmudical  disputation  based 
on  appeal  to  authority  and  the  apparent  indiffer- 
ence, at  least  until  recently,  to  the  public  health 
aspects  of  psychiatric  problems." 

Eisenberg  continues,  ‘‘Psychiatrists  do  know 
some  things  which  they  can  teach  pediatricians, 
are  not  to  be  blamed  for  not  knowing  everything, 
and  should  be  used  charitably  even  if  they  some- 
times affect  to  know  more  than  they  do,  an  afflic- 
tion not  unknown  amongst  physicians.  But  they 
are  not  often  called  upon  to  offer  what  they  can. 
Moreover,  pediatrics  has  long  neglected  its  respon- 
sibility for  the  study  of  child  development.” 

These  very  brief  synopses  of  the  writings  on  this 
topic  of  Richmond,  a pediatrician,  and  Eisenberg, 
a child  psychiatrist,  have  highlighted  some  of  the 
problematic  issues  in  collaboration  between  these 
two  disciplines.  In  sum,  let  us  keep  in  mind  as 
we  examine  the  brief  case  illustration  of  the  Cam- 
bridge experience,  that  collaboration  between  child 
psychiatry  and  pediatrics  has  a number  of  im- 
( Continued  on  Next  Page) 
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portant  reasons  for  developing,  but  is  impeded 
in  its  development  by  several  different  issues.  The 
first  is  the  relative  isolation  of  pediatrics  and  child 
psychiatry. 

Second  is  the  fact  that  both  pediatricians 
and  child  psychiatrists  are  extremely  busy  with 
things  which  are  viewed  as  “core  and  central1'" 
in  their  own  fields.  Pediatricians  on  the  one  hand 
have  tended  to  neglect  the  importance  of  child 
development  in  their  own  education  and  training, 
and  frequently  in  their  work;  child  psychiatrists 
on  the  other  hand  have  tended  to  concentrate  ex- 
clusively on  psychopathology  and  its  management 
and  not  enough  on  issues  of  child  development  and 
prevention.  This  has  led  to  a further  view  on  the 
part  of  pediatricians  that  child  psychiatrists  tend 
to  be  esoteric  and  academic  in  their  views  and  on 
the  part  of  child  psychiatrists  that  pediatricians 
are  insensitive  to  emotional  issues  in  the  child  and 
family.  Both  are  probably  somewhat  correct,  but 
also  somewhat  erroneous. 

It  is  clear  that  in  order  to  develop  comprehen- 
sive services  for  children,  there  is  a need  to  move 
beyond  the  isolation  of  the  disciplines,  and  to  think 
through  new  and  different  ways  for  integrating 
both  psychological  and  physical  health  services  for 
the  child.  In  the  overall  development  of  our  knowl- 
edge and  practice  in  the  service  delivery  field,  wre 
are  currently  on  the  verge  of  the  development  of 
increasingly  comprehensive  systems.  At  all  levels, 
federal,  state,  and  local,  one  hears  increasingly 
about  comprehensive  health  planning  and  the  de- 
velopment and  delivery  of  comprehensive  human 
service  programs.  We  must  pay  attention  to  some 
of  the  difficult  issues  in  the  development  of  col- 
laboration,6 because  the  new  organizational  struc- 
tures such  as  health  maintenance  organizations' 
and  comprehensive  neighborhood  health  centers8’  9 
piovide  an  increased  opportunity  for  collaboration 
between  the  various  disciplines. 

We  turn  now  to  a description  of  the  Cambridge 
experience  and  describe  some  historical  develop- 
ment, as  well  as  the  current  scene,  in  order  to 
illustrate  some  of  the  general  ways  that  one  can 
approach  the  problem  of  collaboration. 

It  is  important  to  recognize  that  models  de- 
veloped in  one  community  are  not  necessarily  ap- 
plicable to  the  situation  of  another  community. 
The  people,  issues,  and  dynamics  differ  so  widely 
that  all  one  can  hope  to  do  in  the  presentation  of 
the  experience  of  one  city  is  to  highlight  the  issues 
and  principles  which  may  be  possible  to  examine 
as  they  apply  elsewhere.  The  current  presentation 


will  be  at  the  level  of  program  description  and 
development,  which  we  view  as  only  the  first  step 
in  the  communication  and  evaluation  of  a pro- 
gram's activities.10 

CASE  ILLUSTRATION 

For  purposes  of  this  discussion,  we  focus  pri- 
marily on  the  areas  of  our  program  in  Cambridge 
which  pertain  to  the  issue  of  collaboration  between 
pediatrics  and  child  psychiatry.  However,  some 
background  information  is  necessary  in  order  to 
understand  what  we  are  trying  to  accomplish  and 
how  we  have  gone  about  it. 

Cambridge  is  a very  heterogeneous  community, 
known  best  for  its  two  major  universities:  Har- 
vard and  MIT.  However,  it  is  basically  an  old 
mill  town  populated  by  very  heterogeneous  groups 
of  people,  numbering  some  100,000  outside  of  the 
university  populations.  It  has  many  of  the  social 
characteristics  of  an  inner  city  with  high  indices 
of  social  and  psychological  decay,  including  de- 
linquency, drug  addiction,  high  welfare  rates,  and 
rates  of  single  parent  families  and  the  like.  There 
are  a number  of  different  population  groups  in- 
cluding low  income  Italian,  Polish,  and  Irish,  as 
well  as  a growing  Portuguese-speaking  and  Span- 
ish-speaking community,  and  a black  population 
of  5-7  per  cent  of  the  total  city.  Although  there 
is  a fashionable  area,  Cambridge  consists  largely 
of  low  income  and  working  class  neighborhoods. 
People  recognize  and  identify  themselves  as  com- 
ing from  specific  neighborhoods. 

Cambridge  City  Hospital,  as  it  was  then  known, 
was  founded  in  1918  in  order  to  serve  the  poor  of 
Cambridge.  It  is  a municipal  general  hospital  sup- 
ported by  tax  monies  and  third  party  reimburse- 
ments. In  the  early  1960s  there  was  an  outcry 
on  the  part  of  the  citizenry  demanding  improved 
health  care.  A new  building  was  constructed,  and 
also  an  affiliation  with  the  Harvard  Medical 
School  w;as  begun.  The  Cambridge  Hospital,  as 
it  was  then  renamed,  became  the  central  focus  of 
the  evolving  health  care  system  for  Cambridge. 
The  hospital,  a 200  bed  facility,  developed  Har- 
vard teaching  services  in  medicine,  pediatrics,  psy- 
chiatry, anesthesiology,  radiology,  and  pathology, 
and  Harvard  designated  The  Cambridge  Hospital 
as  its  major  community  medicine  facility. 

In  1965  Dr.  Philip  Porter  came  from  the  Massa- 
chusetts General  Hospital  to  become  the  Chief 
of  Pediatrics  at  The  Cambridge  Hospital.  He  de- 
veloped an  inpatient  service  and  outpatient  de- 
partments and  soon  recognized  the  importance 
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and  need  for  decentralizing  pediatric  services  to 
neighborhood  facilities.  In  addition  to  his  post 
of  Chief  of  Pediatrics,  he  serves  as  the  head  of 
the  School  Health  Program.  He  began  to  develop 
a system  of  neighborhood  health  centers,  originally 
beginning  with  a well  child  and  school  health  base, 
and  now  evolving  into  more  comprehensive  neigh- 
borhood health  centers. 

In  1965  Dr.  John  Mack,  a child  psychiatrist, 
began  to  develop  psychiatric  services  at  The  Cam- 
bridge Hospital.  Until  that  time  there  had  been 
no  public,  adult  psychiatric  services  in  the  City 
of  Cambridge,  which  relied  for  its  public  psychi- 
atric care  on  the  Westborough  State  Hospital  lo- 
cated some  40  miles  to  the  west.  There  had  been 
a child  guidance  clinic  begun  in  the  early  1950s, 
which  provided  outpatient  children's  services  for 
the  Cambridge  community,  but  which  had  very 
little  interaction  with  the  growing  and  evolving 
pediatric  service  at  the  hospital.  Doctors  Mack 
and  Porter,  both  Harvard  faculty  and  both  with 
a commitment  to  the  development  of  the  services 
of  The  Cambridge  Hospital,  began  to  collaborate 
around  program  development  issues  as  well  as 
around  individual  cases. 

In  1968  the  author  joined  the  staff  of  the  hos- 
pital and  was  charged  with  developing  the  chil- 
dren’s and  adolescent  service  within  the  Depart- 
ment of  Psychiatry  whose  major  aim  was  to  col- 
laborate with  the  Department  of  Pediatrics  at  the 
hospital,  as  well  as  with  the  other  children’s  serv- 
ices within  Cambridge.  Initially,  the  work  con- 
sisted of  seeing  patients  referred  by  the  pediatric 
service,  including  children  and  families  referred 
for  psychiatric  evaluation  and  short  and  long  term 
tieatment.  It  was  decided  that  the  service  at  the 
hospial  would  be  primarily  consultative  to  pedia- 
trics for  both  their  inpatient  as  well  as  outpatient 
needs.  We  also  developed  a facility  for  treating 
children  who  had  mixed  medical  and  psychiatric 
problems  and  also  those  children  and  families  who 
preferred  to  come  to  the  general  hospital  as  a 
health  facility  rather  than  to  a child  guidance  cen- 
ter. 

In  1969  the  Department  of  Psychiatry  at  The 
Cambridge  Hospital  became  a central  facility  of 
the  Cambridge-Somerville  Comprehensive  Mental 
Health  and  Retardation  Center.  The  department 
at  the  hospital  provides  adult  services  for  Cam- 
bridge residents  and  inpatient  services  for  Cam- 
bridge and  Somerville.  In  addition,  we  continue 
to  develop  our  own  children  s and  adolescents 


service  in  collaboration  with  the  children's  service 
at  The  Cambridge  Guidance  Center. 

It  was  clear  at  first  that  I was  seeing  children 
who  had  difficult  psychiatric  problems  as  well  as 
children  who  had  mixed  medical  and  psychiatric 
situations.  The  first  year  we  also  began  a com- 
bined pediatric-child  psychiatric  and  social  service 
rounds  each  week  where  we  reviewed  children  on 
the  inpatient  service  and  children  seen  in  the  out- 
patint  department  who  presented  with  psychologi- 
cal and  social  problems.  These  rounds  have  evolved 
to  the  point  where  we  now  review  every  case  on 
the  inpatient  service  on  a weekly  basis  with  the 
pediatricians,  child  psychiatrists,  and  the  social 
worker  for  that  service.*  The  operation  has  thus 
evolved  from  collaboration  around  cases  to  pres- 
ently a collaborative  review  of  ail  of  the  children 
on  the  service.  In  addition,  in  the  beginning  we 
consulted  for  the  pediatric  outpatient  department 
and  would  spend  considerable  time  there  both  see- 
ing children  and  meeting  with  the  pediatricians 
and  the  pediatric  house  officers  about  issues  of 
early  case  finding  as  well  as  child  rearing  and 
child  development  concerns.  This  proceeded  on 
an  informal  basis,  although  didactic  material  began 
to  be  presented  at  the  rounds  which  had  developed 
collaboratively. 

One  of  the  major  principles  of  our  work  was  to 
respond  immediately  to  any  request  by  the  pedia- 
tricians and  the  pediatric  house  officers,  as  well 
as  by  the  nurses  on  the  inpatient  service  and  in 
the  outpatient  department.  We  tried  to  expand 
from  the  individual  case  focus  to  developing  larger 
didactic  issues  and  frequently  talked  about  vari- 
ous child  development  issues,  including  early 
mother-child  interaction,  feeding,  colic,  toilet 
training,  and  the  like.  Considerable  time  was  spent 
on  early  case  finding. 

To  give  some  flavor  of  the  kinds  of  children 
and  problems  which  we  saw  in  those  days,  the 
child  who  presented  with  a sleep  disturbance  at 
age  three  and  who  subsequently  had  a course  of 
brief  psychotherapy  is  an  example.  This  child,  a 
daughter  of  a policeman  who  had  been  fired,  and 
who  carried  a revolver  with  which  he  threatened 
at  home,  played  out  many  themes  of  fright  and 
fear  of  animals  which  would  attack  her  at  night. 
I saw  this  child  with  the  pediatric  house  officer; 

*These  rounds  are  now  conducted  by  Elinor  Weeks, 
M.D.,  a child  psychiatrist. 

(Continued  on  Next  Page) 
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we  were  able  to  influence  her  sleep  disorder  in  a 
short  period  of  time,  and  he  was  able  to  treat  an- 
other case  like  her  with  my  consultation. 

Another  representative  patient  was  a child  who 
developed  a severe  phobic  reaction  at  age  2J4 
after  being  beaten  physically  in  a community 
nursery  school . He  was  referred  by  one  of  the 
staff  pediatricians,  who  subsequently  discussed  the 
case  with  me  and  handled  another  case  of  similar 
sort  on  his  own.  We  began  to  see  children  with 
learning  disabilities  in  collaboration  w'th  the  pedi- 
atricians. We  also  began  to  see  adolescents  in  col- 
laboration with  them  and  assisted  one  of  the  pedi- 
atricians to  establish  an  adolescent  clinic  and 
served  as  psychiatric  consultants  and  back-up,  see- 
ing patients  in  evaluation  and  treatment,  but  also 
helping  the  pediatricians  to  work  with  several 
severely  disturbed  teenagers  in  supportive  psycho- 
therapy with  phenathiazines. 

This  work  continued  at  the  individual  pediatri- 
cian and  case  level.  The  Chief  of  Psychiatry  and 
the  Chief  of  Pediatrics  increased  their  collabora- 
tion around  issues  relating  to  the  overall  develop- 
ment of  The  Cambridge  Hospital  and  the  health 
care  system  which  we  had  been  evolving  for  Cam- 
bridge. It  was  clear  in  1968  that  the  Department 
of  Pediatrics  was  increasingly  moving  to  develop 
neighborhood  health  centers;  the  author  had  a 
particular  interest  in  this  area  and  felt  from  earlier 
work  that  the  neighborhood  health  center  move- 
ment provided  a new  means  for  reaching  particu- 
larly low  income  families  in  their  own  neighbor- 
hoods. In  Cambridge  the  Chief  of  Pediatrics  had 
established  five  neighborhood  health  centers  staffed 
by  nurse-practitioners  with  his  back-up.  They  also 
provided  the  school  health  services.  Part  oif  my 
own  work  then  began  to  be  a collaboration  with 
the  Chief  of  Pediatrics  in  the  further  development 
of  these  centers,  and  I also  began  to  work  in  one 
of  them  myself.  I shall  describe  briefly  one  of  the 
neighborhood  health  centers  where  the  Chief  of 
Pediatrics  and  I have  collaborated  and  which  is 
an  example  of  a further  extension  of  our  program. 
This  work  is  described  in  considerable  depth  in 
a monograph  currently  in  preparation.8 

The  Neighborhood  Family  Care  Center  began 
to  operate  in  1968  as  a consortium  of  four  differ- 
ent agencies:  the  Cambridge  Department  of  Health 
and  Hospitals  providing  pediatric  and  now  both 
adult  and  pediatric  care;  the  Cambridge-Somer- 
ville  Comprehensive  Mental  Health  and  Retarda- 
tion Center  providing  child  and  adult  mental 
health  services  in  collaboration  with  the  Depart- 


ment of  Psychiatry  at  The  Cambridge  Hospital; 
the  Alliance  of  Settlement  Houses  providing  group 
work;  and  the  Family  and  Children's  Services  of 
Cambridge  providing  social  services.  The  Center 
serves  a low  income,  model  cities  neighborhood  of 
15,000  people  and  provides  adult  and  pediatric 
care  (for  example,  95  per  cent  of  the  entering 
kindergarten  class  at  the  neighborhood  elementary 
school  had  been  seen  in  the  pediatric  services  at 
the  Neighborhood  Family  Care  Center). 

In  brief,  our  original  pediatrics/child  psychiatry 
oollaboration  at  the  Center  was  one  where  the 
nurse-practitioners  at  times  would  refer  patients 
to  me.  Part  of  this  was  facilitated  by  the  mis- 
aken  notion  on  their  part  that  I was  a pediatri- 
cian. Frequently,  they  would  consult  me  about 
general  health  matters,  as  well  as  mental  health 
issues.  I tried  to  respond  as  best  I could  to  each 
of  these. 

As  our  work  evolved,  it  became  a useful  model 
for  the  mental  health  people  to  work  along  with 
the  nurse-practitioners  in  developing  school  health 
programs,  including  mental  health  services  in  the 
neighborhood  schools,  and  to  make  rounds  with  the 
nursenpractitioners  in  the  classrooms.  We  helped 
to  train  them  to  look  for  behavioral  as  well  as 
physical  problems  and  consult  with  them  and  with 
the  teachers  around  problems  that  they  have  with 
children  in  the  neighborhood.  As  our  work  pro- 
gressed at  the  Neighborhood  Family  Care  Center, 
we  developed  comprehensive  care  teams  consisting 
of  pediatric  nurse-practitioners,  adult  nurse-practi- 
tioners, psychiatrists  or  psychologists,  social  work- 
ers, and  neighborhood  workers.  The  teams  served 
as  a forum  for  the  discussion  of  individual  cases  as 
well  as  problems  within  the  neighborhood  that 
related  to  child  development  and  child  mental 
health.  We  saw  children  in  consultation,  but  were 
also  able  to  consult  with  the  pediatric  nurse-prac- 
titioners around  families  and  children  that  they 
were  seeing  to  assist  them  to  work  with  families 
themselves  and  with  the  children.  Some  of  the 
nurse-practitioners  have  done  psychotherapy  with 
children. 

I,  as  a child  psychiatrist,  was  appointed  medical 
director  of  the  Center  and  worked  toward  trying 
to  integrate  health,  mental  health,  and  social  serv- 
ices at  an  administrative  and  program  level,  but 
also  around  individual  cases.  For  example,  one 
five  year  old  girl  wdth  an  atrial-septac  defect, 
found  on  routine  physical  examination  by  a nurse- 
practitioner,  was  seen  in  brief  psychotherapy  by 
myself  as  a child  psychiatrist  at  the  same  time 
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that  the  mother  was  in  a supportive  relationship 
with  the  nurse-practitioner.  She  was  able  to  have 
surgery,  and  her  behavior  disorder,  which  had 
begun  to  show  in  the  local  nursery  school  as  kill- 
ing rats,  stopped  abruptly. 

My  work  as  medical  director  in  the  Center  has 
allowed  me  to  have  a position  from  which  I can 
try  to  coordinate  services  and  also  build  in-service 
education.  I frequently  was  brought  cases  in  my 
capacity  as  the  leader  of  the  comprehensive  care 
teams  in  the  Center  which  presented  as  physical 
(for  example,  colic)  where  there  was  the  oppor- 
tunity to  explore  social  and  psychological  prob- 
lems as  well.  In  addition,  there  is  opportunity  to 
think  through  the  development  of  larger  scale  in- 
tervention programs  in  the  mental  health  area  for 
children  in  collaboration  with  the  pediatric  nurse- 
practitioners  and  the  social  workers.  As  one  brief 
example,  it  became  clear  that  there  were  many 
children  in  the  school  who  were  not  able  to  per- 
form at  their  grade  level.  The  nurse-practitioners 
frequently  evaluated  the  physical  situation;  sev- 
eral of  the  children  were  referred  for  psychiatric 
or  psychological  consultation,  and  one  of  the  in- 
tervention programs  wThich  we  developed  was  a 
cross-age  tutoring  program  employing  older  chil- 
dren to  tutor  younger  ones,  which  seems  to  have 
increased  the  school  performance  of  the  younger 
children  and  also  contributed  to  the  development 
and  growth  of  the  teenage  tutors.11  The  program, 
initially  directed  by  a trained  group  worker,  is  now 
operated  by  a neighborhood  worker  with  profes- 
sional back-up. 

Over  the  eight  years  since  the  Departments  of 
Pediatrics  and  Psychiatry  at  The  Cambridge  Hos- 
pital have  collaborated  with  each  other,  there  have 
been  a number  of  such  programs  which  have  de- 
veloped. Collaboration  has  continued  at  the  indi- 
vidual case  level  as  well  as  in  terms  of  the  overall 
development  of  the  hospital  and  neighborhood 
health  centers.  These  collaborations  have  not  been 
without  problems,  however.  There  have  been  many 
times  when  we,  as  child  psychiatrists,  I think,  have 
not  been  helpful  and  responsive  to  pediatricians, 
who  felt  that  we  had  let  them  down,  where  we 
have  not  responded  quickly  enough  or  adequately 
enough,  where  our  evaluations  have  taken  too 
long,  where  we  have  not  been  able  to  get  children 
and  families  to  come  to  be  seen,  and  where  we 
have  been  unsuccessful. 

On  the  other  hand,  the  pediatricians  at  times 
have  been  extremely  busy  with  very  severely  phy- 


sically ill  children  and  they  have  not  paid  atten- 
tion to  our  willingness  to  assist  them  with  the 
emotional  side  of  the  child’s  illness  or  the  family’s 
problem.  They  have  not  called  on  us  for  consulta- 
tive help  at  times  when  it  would  have  been  useful. 
These  times  have  diminished  in  recent  years.  Early 
issues  of  trust  and  of  abilities  to  work  together 
have  abated  considerably.  We  function  increas- 
ingly as  colleagues  and  collaborators  around  mu- 
tual problems.  We  are  moving  now  toward  in- 
creasing collaboration  around  adolescent  health 
problems  and  the  development  of  adolescent  pro- 
grams in  the  schools  and  also  increasingly  to  pro- 
vide services  for  children  with  developmental 
disabilities  and  mental  retardation. 

DISCUSSION 

The  Cambridge  experience  illustrates  a number 
of  things  which  are  of  importance  in  the  collabora- 
tion between  pediatricians  and  child  psychiatrists. 
Some  of  these  lessons  may  be  idiosyncratic  to 
Cambridge,  but  it  is  possible  that  we  can  tease 
out  some  generalizations  which  would  be  useful 
elsewhere. 

First,  it  is  important  to  recognize  that  our  pro- 
gram is  community  based.  We  operate  out  of  a 
community  general  hospital  and  have  decentralized 
both  our  general  health  services  and  increasingly 
our  child  and  adult  mental  health  services  to  neigh- 
borhood facilities..  We  have  been  particularly  im- 
pressed with  the  efficacy  of  neighborhood  based 
mental  health  services  and  have  decided  that  it 
makes  sense  for  our  mental  health  services  to  be 
part  of  more  comprehensive  neighborhood  serv- 
ices.8 By  virtue  of  the  fact  that  we  are  part  of  a 
general  health  delivery  system  providing  compre- 
hensive adult  and  pediatric  health  care  to  the  citi- 
zens of  Cambridge,  it  is  imperative  for  the  medi- 
cal, pediatric,  and  psychiatric  services  to  collabo- 
rate with  each  other  by  virtue  of  the  context  with- 
in which  we  practice.6  In  a comprehensive  health 
delivery  system  there  is  a necessity  for  integration 
and  collaboration  of  services.  Further,  patients 
present  frequently  with  multiple  problems  both  of 
children  and  adults  who  are  physically  ill  and  who 
also  have  mental  health  and  social  service  prob- 
lems. The  patients  themselves  present  the  need 
for  an  integrated  service  system.4’6  One  of  the 
major  lessons  to  be  learned,  I think,  if  one  is  in- 
terested in  fostering  collaboration  between  pedia- 
trics and  child  psychiatry,  is  that  one  can  do  this 
(Continued  on  Next  Page) 
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best  in  a comprehensive  delivery  system.  We  found 
this  to  be  true  within  the  general  hospital.  It  is 
true  in  our  neighborhood  health  services,  and  it 
is  true  as  we  have  become  a part  along  with  the 
Department  of  Pediatrics  and  our  Department  of 
Medicine  of  a prepaid  group  practice  called  the 
Harvard  Community  Health  Plan  which  now  oper- 
ates in  Cambridge  as  well  as  in  Boston.  This  les- 
son, I think,  is  one  which  may  be  applicable  to 
other  communities;  namely,  that  if  one  develops 
community  based  services  within  comprehensive 
contexts  there  is  no  longer  the  real  possibility  for 
pediatrics  or  child  psychiatry  to  operate  in  isola- 
tion. You  see  the  same  patients,  and  the  need 
evolves  from  the  patients  themselves  and  the  fami- 
lies to  integrate  services  and  collaborate  more. 

The  second  lesson  has  to  do  with  the  long 
period  of  time  which  it  takes  to  overcome  stereo- 
types which  pediatricians  have  of  child  psychia- 
trists and  child  psychiatrists  have  of  pediatricians. 
The  child  psychiatrist  must  demonstrate  that  he 
can  do  somehing  useful,  that  he  can  be  practical, 
and  that  he  can  operate  outside  of  his  office  just 
as  the  pediatrician  does.  The  child  psychiatrist 
must  demonstrate  that  he  is  real  and  that  he  can 
perform  practical  sendees  which  potentially  have 
a payoff  and  that  he  cannot  be  theoretical  and 
esoteric.  The  pediatrician  on  the  other  hand  must 
begin  to  recognize,  when  he  operates  in  a com- 
munity setting,  that  his  role  does  include  the  emo- 
tional and  social  well-being  and  health  of  the 
youngsters  and  families  that  he  takes  care  of.  He 
cannot  see  himself  any  longer  as  exclusively  in- 
terested in  physical  illness,  but  must  become  con- 
cerned with  the  community  context,  the  family,  and 
the  emotional  aspects  of  the  child's  illness.  Thus, 
the  second  major  lesson  to  be  learned  is  that  the 
child  psychiatrist  must  recognize  that  he  has  to 
be  practical  and  perform  useful  services,  and  the 
pediatrician  must  see  an  expanded  role  for  him- 
self in  the  community  and  emotional  areas  of  his 
patient's  life  when  he  operates  in  a comprehensive 
community  context. 

Thirdly,  for  the  child  psychiatrist,  it  must  be- 
come clear  that  a consultation  model  which  does 
not  directly  involve  seeing  patients  is  not  effective 
when  attempting  to  develop  services  along  with 
pediatricians.6, 8>  12  The  child  psychiatrist  who  will 
only  consult  with  the  pediatrician  around  cases 
which  he  does  not  see  himself,  but  which  he  helps 
the  pediatrician  with,  begins  to  lose  his  credibility. 
The  child  psychiatrist  must  be  willing  to  “get  his 
hands  dirty”  by  seeing  difficult  cases.  Thus,  the 


pure  consultative  model  does  not  operate,  but 
there  is  a need  for  demonstration  of  what  the  child 
psychiatrist  will  and  can  do. 

The  fourth  lesson  illustrated  by  this  experience 
is  that,  while  the  original  collaboration  is  around 
clinical  cases,  it  begins  to  broaden  to  collaboration 
around  larger  program  concerns.  6’ 12  For  example, 
we  moved  over  the  years  in  Cambridge  from  case 
consultation  to  collaboration  around  the  develop- 
ment of  a network  of  neighborhood  health  centers. 

The  fifth  lesson  to  be  learned  from  the  Cam- 
bridge experience  is  that  collaboration  is  not  a 
one-time  affair.  While  it  is  laudable  that  pedia- 
tricians and  child  psychiatrists  choose  to  come  to- 
gether to  discuss  their  mutual  problems,  collabora- 
tion is  a process  which  goes  on  over  many  years 
and  which  involves  working  out  trusting  personal 
relationships  between  the  individual  pediatrician 
and  child  psychiatrist  and  looking  at  the  ways  in 
which  these  disciplines  are  similar  and  ways  in 
which  they  are  very  different.  It  involves  the 
process  of  trying  to  see  where  each  can  be  helpful 
to  the  other  and  where  there  are  deficiencies  in 
what  our  knowledge  is  and  what  our  abilities  are. 
Collaboration  does  not  involve  the  takeover  by 
either  pediatrics  or  child  psychiatry,  but  the  evo- 
lution of  the  process  whereby  they  can  talk  with 
each  other,  plan  with  each  other,  and  look  to- 
ward the  future  with  each  other  toward  the  end 
of  providing  more  comprehensive  health  and  men- 
tal health  services  for  the  children  who  are  pri- 
marily their  responsibility.  The  complex  social 
psychology  of  this  process  will  be  explored  at 
greater  depth  elsewhere.6  It  is  a core  area  of  re- 
search and  practical  concern  for  the  oommunity 
mental  health  and  comprehensive  health  and 
human  services  fields.4-  7>  9 
In  Cambridge  this  process  continues  to  go  on 
despite  the  fact  that  we  have  been  at  it  together 
for  eight  years.  It  continues  to  be  important  for  us 
to  work  together  around  individual  cases  as  well 
as  in  the  program  development  area,  and  for  us 
increasingly  to  provide  sendees  for  children  and 
their  families  in  settings  which  are  useful  and  rele- 
vant, such  as  neighborhood  health  centers  and 
schools.  Pediatricians  and  child  psychiatrists,  other 
child  mental  health  workers,  and  other  child 
health  workers  such  as  nurse-practitioners  must 
pay  attention  to  the  fact  that  they  cannot  provide 
all  the  child  mental  health  sendees  themselves.  In 
our  situation  the  child  mental  health  workers  and 
nurse-practitioners  have  begun  to  work  with  teach- 
(Concluded  on  Page  441) 
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Editorials 


PHYSICIANS  AND  CLINICAL  PSYCHIATRISTS 


This  issue  of  the  Journal  is  devoted  to  a series 
of  papers  read  at  a seminar  on  Collaboration  be- 
tween Pediatricians  and  Clinical  Psychiatrists  for 
the  purpose  of  developing  comprehensive  child - 
health  care  in  Rhode  Island.  The  sponsors  of  the 
symposium  were  The  Rhode  Island  Chapter  of  the 
American  Academy  of  Pediatrics,  The  Rhode  Is- 
land District  Branch  of  the  American  Psychiatric 
Association,  and  the  section  of  Human  Growth 
and  Development  of  Brown  University. 

A growing  awareness  of  the  uses  of  psychiatry 


in  pediatric  practice  and  the  development  as  a spe- 
cialty of  pediatric  psychiatry  are  important  hall- 
marks of  progress.  The  introduction  into  this 
milieu  of  the  academic  aspects  of  growth  and  de- 
velopment has  further  significance. 

We  are  pleased  to  be  able  to  publish  this  im- 
portant series  of  papers  as  a package  and  trust 
that  it  will  serve  to  further  the  integration  of  these 
disciplines  to  the  advantage  of  those  unfortunate 
young  patients  caught  in  the  shadowy  borderlands 
between  specialties. 


THE  BREAST  CANCER  PROJECT 


Rhode  Island  is  fortunate  to  have  been  chosen 
as  a site  for  a demonstration  Breast  Cancer  Proj- 
ect. This  project  for  the  earlier  detection  of  breast 
cancer,  in  operation  at  the  Multiphasic  Health 
Testing  Center  at  Rhode  Island  Hospital,  is  the 
only  such  project  in  New  England.  The  project 
proposal,  written  by  the  Rhode  Island  Depart- 
ment of  Health,  is  funded  by  the  American  Cancer 
Society  and  the  National  Cancer  Institute.  Clinical 
examination  of  the  breasts,  xeroradiography,  and 
thermography  will  be  utilized.  Thermography  and 
mammography  are  significant  diagnostic  develop- 
ments in  the  attempt  through  earlier  detection  to 
alter  the  mortality  rate  from  breast  cancer,  which 
has  seen  no  significant  reduction  in  the  past  35 
years. 

Volunteers  will  assist  in  motivating  women  in 


the  various  communities  to  take  the  free  exam- 
inations. The  project  will  also  train  physicians 
and  allied  health  professionals  in  the  various  tech- 
nioues. 

Women  are  eligible  for  the  project  if  they  are 
35-74,  not  pregnant,  and  without  symptoms  »of 
breast  disease.  It  is  hoped  that  mass  screening  for 
breast  cancer  will  be  demonstrated  as  feasible  and 
that  risk  factors  for  breast  cancer  will  be  further 
delineated. 

All  women,  with  positive  findings  will  be  re- 
ferred to  their  private  physicians,  who  will  have 
been  informed  of  the  results  of  the  tests.  In  addi- 
tion, these  women  will  be  followed  to  determine 
if  they  sought  treatment. 

The  Journal  supports  this  well-organized  effoit 
to  reduce  breast  cancer  mortality  by  earlier  de- 
tection. 


3n  iUrntnriam 

ALEX  M.  BURGESS 
1879-  1974 

Associate  Editor 
Senior  Editor 
Senior  Editor  Emeritus 
Past  Chairman  Publications  Committee 


October,  1974 
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70  THE  MEMBERS  OF  THE  RHODE  ISLAND  MEDICAL  SOCIETY: 

The  Disappearing  Market  For 
Malpractice" 

Monday,  November  18,  1974  at  7:30  p.m. 
at  the  RIMS  Auditorium 

Recently,  the  President  of  a leading  writer  of  medical  malpractice 
insurance  was  quoted  as  follows:  "If  the  malpractice  crisis  cannot  be 
solved,  it  may  develop  that  the  only  source  of  financial  protection 
for  physicians  will  be  a government  system." 

Insurance  companies  offering  professional  liability  coverage  have 
been  dropping  out  of  the  market  in  frightening  numbers.  Premiums 
for  malpractice  insurance  in  New  York  State  increased  by  93. 5%  this 
year  and  will  probably  rise  again  in  1975.  Many  surgeons  in  Detroit 
cannot  secure  any  coverage  from  a domestic  carrier.  As  of  this  date 
it  does  not  appear  that  Maryland  physicians  will  have  any  malprac- 
tice coverage  available  to  them  in  this  country.  Premiums  in  California 
climbed  by  more  than  400%  between  1968  and  1970  and  are  likely 
to  go  up  again  this  year.  In  short,  the  malpractice  insurance  situation 
is  becoming  critical  all  over  the  United  States.  We  in  Rhode  Island 
have  been  relatively  untouched  by  this  growing  problem  thus  far,  but 
one  of  our  two  carriers  may  withdraw  its  coverage  from  the  state. 
Suddenly  we  are  confronted  with  a potential  crisis  of  our  own. 

I urge  you  to  attend  this  important  malpractice  insurance  con- 
ference at  7:30  p.m.  on  Monday,  November  18  at  the  Rhode  Island 
Medical  Society  Auditorium  (106  Francis  Street,  Providence).  This  prob- 
lem affects  all  practicing  physicians  in  Rhode  Island.  Speakers  will 
include  the  following  individuals  representing  St.  Paul  Insurance  Com- 
pany: Mr.  Thomas  Uehlin,  Director  of  Professional  Liability  Risk  Man- 
agement; Mr.  Chester  Dosdail,  Superintendent  of  Casualty  Under- 
writing, and  Gardner  Borden  of  Starkweather  and  Shepley,  local 
representative  of  St.  Paul  and  our  insurance  adviser. 

Please  make  every  effort  to  attend! 

Sincerely  yours, 

Nathan  Chaset,  M.D. 

President 

Rhode  Island  Medical  Society 
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Fiske  Fund  Prize  Dissertation 


1974 


The  Trustees  of  the  Fiske  Fund  of  The  Rhode  Island  Medical 

Society  announce  the  following  for  the  Prize  Dissertations  of  1974: 


For  the  best  dissertation  of  the  subject  worthy  of  a premium 
they  offer  three  prizes:  $500,  $300,  and  $200.  The  dissertation  will 
be  particularly  graded  on  the  basis  of  original  work  by  the  author. 
1 he  competition  is  not  restricted  to  physicians  and  the  chosen  sub- 
ject may  cover  any  phase  of  our  health  sciences  history  of  interest 
to  the  writer.  Each  competitor  for  the  premium  is  expected  to  con- 
form with  the  following  regulations: 

lo  forward  to  the  secretary  of  the  Trustees  on  or  before  the 
fifteenth  day  of  December,  1974,  free  of  all  expense,  a copy  of  his 
dissertation  with  a motto  thereon,  and  also  accompanying  it  a 
sealed  envelope  bearing  the  same  motto  inscribed  on  the  outside 
with  his  name  and  address  within. 

Previous  to  receiving  the  premium  awarded,  the  author  of 
the  successful  dissertation  must  transfer  to  the  Trustees  all  his  right, 
title  and  interest  in  and  to  the  same,  for  the  use,  benefit,  and 
advantage  of  the  Fiske  Fund. 

Dissertations,  other  than  the  successful  ones,  will  be  returned 
to  the  authors. 

The  dissertations  must  be  typewritten,  double  spaced  on  stand- 
ard typewriter  paper  and  should  not  exceed  10.000  words. 


TRUSTEES,  CALEB  FISKE  FUND 
RHODE  ISLAND  MEDICAL  SOCIETY 


Secretary 

Mrs.  Helen  E.  Dejong 
106  Francis  Street 


Nathan  Chaset,  M.D. 
John  P.  Grady,  M.D. 


Providence,  Rhode  Island  02903  Stephen  J.  Hove,  M.D. 


October, 1974 


433 


Anticoagulant  Therapy 


Anticoagulation  Has  Proved  Its  Value  In 
Several  Situations , While  Further  Role 
Is  Under  Investigation. 


By  Michael  L.  Friedland,  M.D. 


Anticoagulant  therapy  has  undergone  extensive 
review  over  the  past  several  years.  Several  con- 
troversies have  arisen  with  regard  to:  1.  indica- 
tions, 2.  agents,  3.  dose,  4.  method  of  monitoring 
therapy.  This  review  vvill  touch  on  these  areas 
briefly.  It  has  been  generally  accepted  that  venous 
thrombosis  and  pulmonary  embolism  should  be 
treated  promptly.  The  drugs  currently  available 
are  limited  to  heparin,  and  the  coumarin-phenin- 
dione  derivatives.  Phenindione  should  probably 
be  avoided  due  to  the  relatively  high  incidence  of 
adverse  reactions  such  as  leukopenia,  renal  tox- 
icity, dermatitis,  pyrexia,  diarrhea  and  hepatitis. 

Heparin  is  a sul fated  mucopolysaccharide  whose 
anticoagulant  activity  has  been  related  to  several 
structural  features,  i.e.  sulfur  content  and  degree 
of  carboxylation.  Heparin  preparations  must  have 
more  than  120  international  units  per  milligram 
of  dry  powder.  It’s  activity  is  based  on  prolonga- 
tion of  clotting  time  of  sheep  plasma.  Most  com- 
mercially available  preparations  have  greater  than 
130  units  per  milligram. 

MICHAEL  L.  FRIEDLAND,  M.D.,  Assistant 
Professor  of  Medical  Sciences,  Brown  University 
Department  of  Medicine,  The  Miriam  Hospital, 
Providence,  R.  /. 


It  is  wrorth  noting  that  anticoagulant  activity 
can  be  lost  by  mildly  acidic  pH.  The  anticoagulant 
effect  of  heparin  is  immediate  after  parenteral  ad- 
ministration. It  has  no  activity  orally. 

(Continued  on  Page  437) 


RHODE  ISLAND  HEALTH  SCIENCE 
EDUCATION  COUNCIL  INITIATES  SERIES 
OF  MONTHLY  ARTICLES 

The  Rhode  Island  Health  Science  Education  Coun- 
cil, The  Rhode  Island  Medical  Society  and  Brown 
University's  Program  in  Medicine  have  recently 
joined  together  to  expand  continuing  medical  edu- 
cation for  physicians  in  Rhode  Island.  This  program 
includes  the  development  and  implementation  of 
problem-oriented  courses  for  physicians  and  begins 
in  this  issue  with  the  first  of  a series  of  course- 
related  articles,  sponsored  by  RIHSEC. 

New  laws,  regulations  and  the  needs  of  patients 
are  leading  to  an  increase  in  the  volume  and  quality 
of  continuing  education  for  all  the  health  profes- 
sions. We  think  this  series  of  monthly  articles  for 
physicians  will  be  of  interest  to  them.  We  hope  the 
articles,  and  the  related  courses,  will  assist  them 
with  the  management  of  certain  clinical  problems. 

Robert  P.  Lawton 

Executive  Vice-President 
Rhode  Island  Health  S cience 
Education  Council 
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Chronic  liver  congestion 
impairs  degradation 
of  aldosterone  A 


Aldosteronism 


s a primary  factor 


To  "switch  off " the  aldosterone  factor  in 
congestive  heart  failure 


Aldactone 

brand  of 

spironolactone  25-mg.  tablets 

the  only  specific 
aldosterone  antagonist. . . 
basic  in  all  diuretic  therapy 

rhree  ways  to  use  Aldactone  in 
:ongestive  heart  failure 

l.  As  the  only  diuretic 

Often  sufficient  alone. 

Produces  gradual,  sustained  diuresis  by 
blocking  aldosterone  action  in  the  distal 
'enal  tubule. 

Avoids  potassium  loss. 

!.  As  the  basic  daily  diuretic  with  an  "add-on” 
ilternate-day-diuretic  ("A.D.D."  schedule) 

Can  be  administered  daily  as  basic 
herapy  with  the  additional  agent 
furosemide  or  ethacrynic  acid)  given 
svery  second  or  third  day. 

Aldactone  plus  "A.D.D."  schedule 
ninimizes  potassium  deficiency  and 
Dotentiates  effect  of  "add-on"  diuretic.2 
Avoids  acute  volume  depletion  and 
aldosterone  rebound.2 

J.  As  a daily  diuretic  in  combination  with 
i daily  dose  of  a thiazide 

Permits  daily  additive  diuretic  effect 
while  maintaining  potassium  balance. 


Indications  Essential  hypertension;  edema  or  ascites  of  congestive  heart  fail- 
ure. cirrhosis  of  the  liver  and  the  nephrotic  syndrome,  idiopathic  edema  Some 
patients  with  malignant  effusions  may  benefit  from  Aldactone  (spironolactone), 
particularly  when  given  with  a thiazide  diuretic 

Contraindications —Acute  renal  insufficiency,  rapidly  progressing  impairment  of 
renal  function,  anuria  and  hyperkalemia 

Warnings— Potassium  supplementation  may  cause  hyperkalemia  and  is  not  in- 
dicated unless  o glucocorticoid  is  also  given  Discontinue  potassium  supplemen- 
tation if  hyperkalemia  develops  Usage  of  any  drug  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible 
hazards  to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked  carefully  since  electrolyte  imbalance 
may  occur  Although  usually  insignificant,  hyperkalemia  may  be  serious  when 
renal  impairment  exists;  deaths  have  occurred  Hyponatremia,  manifested  by  dry- 
ness of  the  mouth,  thirst,  lethargy  and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  especially  when  Aldactone  is  combined  with 
other  diuretics.  Elevation  ot  BUN  may  occur,  especially  when  pretreatment  hyper- 
azotemia exists  Mild  acidosis  may  occur  Reduce  the  dosage  of  other  antihyper- 
tensive drugs,  particularly  the  ganglionic  blocking  agents,  by  at  least  50  percent 
when  adding  Aldactone  since  it  may  potentiate  their  action 

Adverse  Reactions— Drowsiness,  lethargy,  headache,  diarrhea  and  other  gastro- 
intestinal symptoms,  maculopapular  or  erythematous  cutaneous  eruptions,  urti- 
caria, mental  confusion,  drug  fever,  ataxia,  gynecomastia,  inability  to  achieve  or 
maintain  erection,  mild  androgenic  effects,  including  hirsutism,  irregular  menses 
and  deepening  voice  Adverse  reactions  are  infrequent  and  usually  reversible. 

Dosage  and  Administration— For  essential  hypertension  in  adults  the  daily 
dosage  is  50  to  100  mg.  in  divided  doses  Aldactone  may  be  combined  with  a 
thiazide  diuretic  if  necessary.  Continue  treatment  for  two  weeks  or  longer  since 
an  adequate  response  may  not  occur  sooner  Ad|ust  subsequent  dosage  according 
to  response  of  patient 

For  edema,  ascites  or  effusions  in  adults  initial  daily  dosage  is  100  mg  in 
divided  doses.  Continue  medication  for  at  least  five  days  to  determine  diuretic 
response,  add  a thiazide  or  organic  mercurial  if  adequate  diuretic  response  has 
not  occurred  Aldactone  dosage  should  not  be  changed  when  other  therapy  is 
added  A daily  dosage  of  Aldactone  considerably  greater  than  75  mg.  may  be  given 
if  necessary. 

A glucocorticoid,  such  as  15  to  20  mg  of  prednisone  daily,  may  be  desirable 
for  patients  with  extremely  resistant  edema  which  does  not  respond  adequately  to 
Aldactone  and  a conventional  diuretic  Observe  the  usual  precautions  applicable 
to  glucocorticoid  therapy;  supplemental  potassium  will  usually  be  necessary  Such 
patients  frequently  have  an  associated  hyponatremia— restriction  of  fluid  intake  to 
1 liter  per  day  or  administration  of  mannitol  or  urea  may  be  necessary  (these 
measures  are  contraindicated  in  patients  with  uremia  or  severely  impaired  renal 
function)  Mannitol  is  contraindicated  in  patients  with  congestive  heart  failure,  and 
urea  is  contraindicated  with  a history  or  signs  of  hepatic  coma  unless  the  patient 
is  receiving  antibiotics  orally  to  sterilize"  the  gastrointestinal  tract. 

Glucocorticoids  should  probably  be  given  first  to  patients  with  nephrosis  since 
Aldactone,  althouqh  useful  for  diuresis,  will  not  directly  affect  the  basic  patholoqic 
process. 

For  children  the  daily  dosage  should  provide  1 5 mg  of  Aldactone  per  pound 
of  body  weight. 

References:  I.  Coodley,  E Consultant  12  106-107,  109,  111,  113,  115  (July) 
1972  2.  Thorn,  G.  W , and  Lauler,  D P Am.  J Med  53  673-684  (Nov.)  1972. 
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Professor  of  Cardiology 
Northwestern  University 
Medical  School 


Dialogue 


"I  may  be  prejudiced,  but  I a 
very  much  in  favor  of  the  detail  mil 
I meet.  Most  of  them  are  knowledp 
able  about  the  drugs  they  promotel 
and  can  be  a great  help  in  acquainl 
ing  me  with  new  medication.” 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the  | 
years  I have  gotten  to  know  most  o i 
the  men  who  visit  me  regularly  anc|| 
they  in  turn  have  become  aware  ofj 
my  particular  interests  and  the  na 
ture  of  my  practice.  They,  there- 
fore, limit  their  discussion  as  muc , i 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same,, 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  counti] 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma 
ceutical  industry  is  the  type  of  con- 
tact that  people  in  a medical  centei 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihc 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
attimes  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films! 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this! 


s e a Source  of  Information? 

Yes,  with  certain  reservations. 
■ average  sales  representative 
i,  a great  fund  of  information 
il  ut  the  drug  products  he  is  re- 
,|;nsible  for.  He  is  usually  able  to 
ii  wer  most  questions  fully  and 
diligently.  He  can  also  supply 
f rints  of  articles  that  contain  a 
; at  deal  of  information.  Here, 
c I exercise  some  caution.  I usu- 
i accept  most  of  the  statements 
i opinions  that  I find  in  the 
3 >ers  and  studies  which  come 
mi  the  largerteachingfacilities. 
nes  without  saying  that  a physi- 
: i should  also  rely  on  other 
>'  rcesfor  his  information  on 
jirmacology. 

r iningof  Sales  Representatives 

Ideally,  a candidate  for  the 
3 ition  as  a sales  representative 
3 pharmaceutical  company 
; uld  be  a graduate  pharmacist 
a 3 has  a questioning  mind.  I don’t 
Bikthis  is  possible  in  every  case, 
pit  so  it  becomes  the  responsibility 

:)acity  they  are  indeed  useful; 

: ticularly  in  the  fact  that  they 
: seminate  broadly  based  educa- 
[ lal  material  and  serve  not  just 
3 ‘pushers”  of  their  drugs. 

P;  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
: companies  are  not  producing  all 
ts  material  as  a labor  of  love- 
ly are  in  the  business  of  selling 
nducts  for  profit.  In  this  regard 
ambitious  and  improperly  moti- 
ved sales  representative  can 
hrt  a negative  influence  on  the 
acticing  physician,  both  by  pro- 
fiting a one-sided  picture  of  his 
bduct,  and  by  encouraging  the 
.ictitioner  to  depend  too  heavily 
drugs  for  his  total  therapy.  In 
:se  ways,  the  salesman  has  often 
torted  objective  reality  and 
dermined  his  potential  role  as  an 
ucator. 

e Industry  Responsibility 

Since  the  detail  man  must  be 
information  resource  as  well  as 
epresentative  of  his  particular 
armaceutical  company,  he 
ould  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  wi I ling  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  thatthe 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


I.  INTRODUCTION: 
COLLABORATION 

(Concluded  from  Page  411) 

Branch,  American  Psychiatric  Association  de- 
veloped a joint  committee  to  help  develop  better 
interprofessional  understanding  and  to  see  what 
can  be  done  to  improve  upon  the  crisis  aspects  of 
pediatric  mental  health  care  in  our  state.  The 
initial  outcome  of  the  collaborative  effort  was  a 
a seminar  titled  "The  Collaboration  Between 
Pediatricians  and  Child  Psychiatrists  in  Deliver- 
ing Comprehensive  Health  Care  in  Rhode  Island.” 
The  program  was  co-sponsored  by  Brown  Univer- 
sity's section  of  Human  Growth  and  Development, 
and  it  was  held  at  the  George  Auditorium.  Rhode 
Island  Hospital  on  December  5,  1973.  Local  pedia- 
tricians and  child  psychiatrists  presented  their 
views,  and  guest  speakers  were  Robert  J.  Hag- 
gerty, M.D.,  Professor  and  Chairman,  Department 
of  Pediatrics,  The  University  of  Rochester  School 
of  Medicine  and  Dentistry  and  Strong  Memorial 
Hospital,  Rochester,  New  York  and  Lee  B.  Macht, 
Acting  Chief  of  Psychiatry,  The  Cambridge  Hos- 
pital and  Director,  Center  for  Neighborhood  Men- 
tal Health  Sendees  Research  and  Training,  Cam- 
bridge, Massachusetts.  Dr.  Leo  Stern,  Professor  of 
Medical  Science  and  Leader,  Section  on  Human 


Growth  and  Development,  Brown  University,  was 
the  moderator. 

Step  2 has  been  completed.  It  consisted  of  a 
series  of  meetings  between  pediatricians  and  child 
psychiatrists.  The  goal  was  mutual  education  in 
order  to  develop  the  necessary  team  to  tackle  Step 
3.  Step  4 has  also  been  initiated  with  the  pediatric 
group  asking  the  leaders  of  Rhode  Island  Blue 
Cross  and  Blue  Shield  to  develop  ways  to  provide 
payment  for  comprehensive  health  care  for  chil- 
dren in  our  state  utilizing  the  private  sector  of 
medical  care  facilities. 

These  papers  were  presented  at  the  first  seminar, 
and  can  provide  guidelines  for  the  future  develop- 
ment of  comprehensive  mental  health  care  for  chil- 
dren in  Rhode  Island. 


JOIN 

THE  R.  I.  PSRO  AND  MAKE 
YOUR  VOICE  HEARD 
IN  THE  REVIEW  PROCESS 


PHYSICIANS 

EMERGENCY  DEPARTMENT 

AMBULATORY  CLINICS 

IN-HOUSE  COVERAGE 

EMPLOYEE  HEALTH  SERVICE 

St.  Joseph's  Hospital,  with  units  located  in  Providence  and  North 
Providence,  Rhode  Island,  is  now  inviting  applications  for  late  Novem- 
ber, 1974  openings  on  salaried  staff.  Salaries  competitive,  arrange- 
ments negotiable.  Full-time  availability  preferred;  R.  I.  Licensure  re- 
quired. 1,800  Employees  . . . 15,000  annual  admissions  . . . 35,000 
Emergency  room  visits  . . . 12,000  clinic  visits. 

Send  curriculum  vitae  to: 

ROBERT  A.  VITELLO 
Executive  Vice  President 
St.  Joseph's  Hospital 
200  High  Service  Avenue 
North  Providence,  Rhode  Island  02904 
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ANTICOAGULANT  THERAPY 

(Continued  from  Page  434) 

The  coagulation  cascade  is  affected  by  heparin 
at  several  sites:  1.  interference  with  the  formation 
of  thromboplastin  by  either  extrinsic  or  intrinsic 
pathways,  2.  inhibition  of  thrombin  formation, 
and  3.  inhibition  of  conversion  of  fibrinogen  to 
fibrin.  Current  theory  is  that  most  of  these  effects 
are  mediated  by  an  alpha-2  globulin  known  as  the 
heparin  cofactor,  whose  activity  is  amplified  by 
heparin. 

Heparin  also  has  anticoagulant  activity  via  its 
action  on  platelet  function.  It  has  been  found  to 
interfere  with  platelet  adhesiveness  and  platelet 
aggregation,  both  of  which  are  essential  steps  in 
the  initiation  of  clotting.  The  exact  action  on 
platelet  function,  however,  still  remains  contro- 
versial. 

Monioring  of  anticoagulant  effects  of  heparin 
can  be  undertaken  in  several  ways.  The  two  most 
commonly  used  are  the  Lee-White  clotting  time, 
and  the  activated  partial  thromboplastin  time. 
The  Lee-White  clotting  lime  measures  the  amount 
of  time  it  takes  for  whole  blood  to  clot  in  sili- 
conized tubes.  The  prolongation  of  the  Lee-White 
clotting  time  is  directly  related  to  the  amount  of 
heparin  present.  There  is  great  individual  varia- 
tion in  the  performance  of  this  test.  Its  great  dis- 
advantages are  1.  the  variation  in  performance, 
and  2.  the  time  required  to  perform  the  test.  The 
activated  partial  thromboplastin  time,  on  the  other 
hand,  measures  the  coagulation  of  recalcified 
plasma.  Platelet  function  is  eliminated,  and  sur- 
face contact  is  uniform.  It  is  more  easily  done  by 
a coagulation  laboratory  which  can  standardize 
reagents  and  perform  large  numbers  of  tests. 
Evaluation  should  take  place  when  the  effects  of 
heparin  are  at  a minimum. 

The  goals  of  heparin  therapy  are  to  produce 
prolongation  of  either  test  to  between  two  to  three 
times  control  values.  This  time  is  found  to  be  as- 
sociated with  the  lowest  incidence  of  morbidity. 
The  latter  will  be  discussed  below. 

As  indicated  earlier,  heparin  should  be  admin- 
istered parenterallv.  It  may  be  given  subcutane- 
ously, intravenously,  by  bolus,  or  by  continuous 
infusion.  It  is  effective  immediately  when  admin- 
istered intravenously.  The  most  convenient  and 
reliable  method  is  via  the  intermittent  intra- 
venous injection  with  a heparin  lock.  The  experi- 
ence of  the  National  Cooperative  Study-Urokinase 
Pulmonary  Embolus  Trial  is  that  a total  of  10 
(Continued  on  Page  439) 


GREAT  OPPORTUNITY  FOR 
BEAUTIFUL  RETREAT  HOUSE 

MAGNIFICENT  OCEAN  VIEW 

1 3/4  ACRES 

LARGE  CARRIAGE  HOUSE 

OCEAN  ROAD 
NARRAGANSETT,  R.  I. 

May  Ba  Possible  to  Arrange  Banlc  Financing 

AVENUE  REALTY,  INC. 

P.  O Box  3561 
Cranston,  R.  I.  02910 


PRIME  OFFICE  SPACE 
FOR  LEASE 

PAWTUCKET 

OPPOSITE  MEMORIAL  HOSPITAL 

•NEWLY  CONSTRUCTED 

•CARPETING 

•HEAT 

•PARKING 

•4  & 6 ROOM  SUITES 

CALL  ALLIED  INVESTMENT 
434-2974  or  433-0759 


HOUSE  FOR  SALE 


Wood  Estates,  Coventry 

L-Shaped  Ranch  on  V2  acre  treed  lot. 
Sunken  living  room,  3 large  bed- 
rooms, 2 baths,  family  room  with 
fireplace,  wall  - to  - wall  carpeting, 
2,100  sq.  ft.  living  space,  2-car  ga- 
rage. 

Call 

Sciarra  Construction  Company 

738-4485  or  737-9226 


October,  1974 
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ALL  20  PROCEDURES 
$15.00 
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Profile  "20" 

Results  in 

Lowering  Medical  Costs 

Profile  "20"  includes  the  following: 


CALCIUM 

INORGANIC  PHOSPHATE 

GLUCOSE 

UREA  NITROGEN 

UREA  ACID 

CHOLESTEROL 

BILIRUBIN 

TOTAL  PROTEIN 

ALBUMIN 

GLOBULIN 


ALK.  PHOSPHATASE 

LDH 

SGOT 

HEMOGLOBIN 

HEMATOCRIT 

WHITE  BLOOD  COUNT 

RED  BLOOD  COUNT 

MCH 

MCV 

MCHC 


J~lophin5  flU  cal  czCalorci  Ion, 

335  BROADWAY 

PROVIDENCE,  R.  I.  02909  TEL  421-3100 


ANGELO  VITICONTE,  A.  B.  M.  T. 
DIRECTOR 

ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Ph..  D B.S.  M.T.  (ASCP) 


FOR  SALE 

WILDERNESS  VALUES  WITHOUT 
REMOTENESS 

30  Minutes  From  Providence 
Something  New  in  Rhode  Island 

Sixteen  nature-endowed  wooded  home 
locations  of  not  less  than  two  acres  each 
arranged  along  one  side  of  a mile-long, 
wide,  deep,  naturally  wooded  valley  with 
brook,  and  wetlands.  All  locations  are  at 
a high  elevation,  and  each  has  a long  view 
across  the  valley  and  beyond,  with  no 
man-made  structure  in  sight  or  possible 
ever.  Mutually  beneficial  covenants. 

Initial  Offering,  Only  Five  Sites 

R.  A.  HURLEY,  REALTOR 

15  Westminster  Street,  Room  723 
Providence,  Rhode  Island 
Tel.  (401)  421-7210 


HEALTH  HAVENS 

A SKILLED  NURSING  HOME 

Medicare  Participating 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 


Ethically  Managed 

100  Wampanoag  Trail  East  Providence 
Tel.  438-4275 

JCAH  Accredited 
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ANTICOAGULANT  THERAPY 

(Continued  from  Page  437) 
units  per  pound  per  hour  is  the  most  effective 
dose  of  heparin.  The  drug  is  rapidly  cleared  from 
the  circulation  and  metabolized  predominantly  in 
the  liver.  With  the  intermittent  intravenous  route 
it  is  advisable  to  give  the  drug  every  four  to  six 
hours. 

A brief  word  about  protamine  is  necessary.  Un- 
less the  situation  is  urgent,  protamine  therapy  is 
not  indicated,  due  to  the  rapid  clearance  of  hepa- 
rin. In  the  event  that  protamine  sulfate  is  deemed 
necessary,  a dose  equal  to  one-half  the  amount  of 
heparin  in  milligrams,  given  30  minutes  previ- 
ously, is  suggested.  Protamine  itself,  in  large 
amounts,  has  an  anticoagulant  effect  by  inhibiting 
the  conversion  of  fibrinogen  to  fibrin.  Complica- 
tions of  heparin  therapy  other  than  bleeding,  which 
will  be  discussed  below,  are  allergic  and  anaphy- 
lactoid reactions,  rhinitis,  and  conjunctivitis;  and 
with  prolonged  therapy  one  may  encounter  oesteo- 
porosis  and  alopecia. 

The  coumarin  derivatives  produce  their  effects 
on  the  coagulation  mechanism  by  inhibition  of  syn- 
thesis and,  therefore,  reduction  in  levels  of  coagu- 
lation factors:  prothrombin  and  factors  VII,  IX 
and  X.  Both  the  intrinsic  and  extrinsic  systems 
are  involved.  Interference  with  clotting  factor  syn- 
thesis starts  rapidly.  However,  anticoagulant  ef- 
fect does  not  begin  for  36-48  hours,  the  time  re- 
quired for  those  factors  to  be  cleared  from  the 
circulation;  e.g.,  factor  VII  has  a half-life  of  six 
hours,  and  prothrombin  (factor  II)  has  a half-life 
of  60  hours.  Exactly  how  the  coumarin  compounds 
inhibit  clotting  is  still  unclear.  Current  ideas  as 
to  mechanisms  include  1.  interference  with  syn- 
thesis at  the  ribosomal  level,  2.  interference  with 
transport  of  the  factors  across  cell  membranes, 
and  3.  production  of  incomplete  clotting  factors. 
It  is  felt  that  the  coumarin  compounds  exert  their 
effect  by  preventing  the  phsysiologic  action  of 
vitamin  Ki,  by  either  competitive  inhibition  or  by 
interchange  in  a noncompetitive  fashion  via  one 
of  the  above  mechanisms. 

The  drug  effects  may  be  monitored  by  use  of 
the  prothrombin  time.  This  test  involves  the  mix- 
ture of  decalcified  plasma,  calcium,  and  a source 
of  thromboplastin,  and  then  recording  the  clot- 
ting time.  It  may  be  recorded  in  seconds  or  in 
per  cent  prothrombin  activity.  If  factors  V,  VII, 
and  X,  or  prothrombin,  or  fibrinogen  are  reduced, 
the  test  will  be  abnormal.  It  is  important  to  note 
that  heparin  interferes  with  this  test.  When  switch- 
ing a patient  from  heparin  to  oral  anticoagulants, 
(Continued  on  Next  Page) 
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it  is  necessary  to  perform  prothrombin  times  when 
the  heparin  effects  are  at  a minimum. 

The  goal  of  oral  anticoagulant  therapy  is  to 
prolong  the  prothrombin  time  to  2 to  2^  times 
the  control  value,  generally  in  the  range  of  24-30 
seconds  or  10-20  per  cent  prothrombin  activity. 
Due  to  the  inaccuracies  in  activity  which  may 
occur  at  the  far  end  of  the  curves,  it  is  more  use- 
ful to  refer  to  the  prothrombin  time  in  seconds. 

It  is  advisable  to  become  familiar  with  one  cou- 
marin  compound  and  its  dosage.  One  approach  is 
to  give  a loading  dose  of  a short-acting  coumarin 
compound  and  then  48  or  72  hours  later  depending 
upon  the  prothrombin  time,  follow  with  a mainte- 
nance dose,  in  the  case  of  Warfarin  a dose  of  50 
milligrams  may  be  given  initially  with  a prothrom- 
bin time  performed  at  48  hours.  If  this  is  within 
the  decreed  range,  a maintenance  dose  of  2 to  10 
milligrams  daily  may  be  given.  If  the  prothrombin 
time  is  prolonged  beyond  the  therapeutic  range, 
no  anticoagulant  should  be  given  and  the  pro- 
thrombin time  should  be  checked  at  72  hours. 


As  with  heparin,  there  is  an  antidote  for  bleed- 
ing associated  with  coumarin  derivatives.  This  is 
Vitamin  Ki.  In  the  case  of  severe  hemorrhage, 
25-50  mg  may  be  given  parenterally.  Effects  are 
noted  within  two  to  eight  hours.  With  mild  hem- 
orrhage, where  anticoagulant  therapy  is  not  to  be 
discontinued,  five  mg  may  be  given  and  the  patient 
carefully  followed..  If  the  hemorrhagic  event  is 
life-threatening,  fresh  frozen  plasma  can  be  given, 
which  will  immediately  replace  the  absent  coagu- 
lation factors  (Vitamin  Ki  should  be  given  in 
addition).  Vitamin  Ki  is  the  preparation  of  choice, 
due  to  the  lack  of  variability  in  its  response.  The 
mythical  rebound  hypercoaguability  does  not  seem 
to  occur  when  coumarin  compounds  are  discon- 
tinued. 


In  recent  years  the  problem  of  drug  interactions 
with  the  coumarin  derivatives  has  become  of  major 
interest.  It  has  been  found  that  anticoagulant  ef- 
fects may  be  inhibited  or  potentiated  by  a variety 
of  drugs.  Some  of  the  compounds  commonly  used 
and  their  effects  are: 


Potentiators 

Salicylates  (antiinflam- 
matory agents) 
Dilantin® 

Tolbutamide 
MAO  inhibitors 
Quinidine 


Inhibitors 

Barbituates 

Meprobamate 

Estrogens 

Oral  contraceptives 

Thiazides 

Steroids 


The  incidence  of  hemorrhagic  complications 
with  the  recommended  dosages  of  heparin  and  oou- 
marin  derivatives  are  approximately  five  per  cent 
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and  10  per  cent  respectively.  These  complications 
may  be  decreased  by  1 . awareness  of  drug  inter- 
actions, 2.  maintaining  the  range  of  anticoagula- 
tion within  the  suggested  guidelines,  and  3.  avoid- 
ance of  “high  risk”  situations,  such  as  a.  the 
patient  with  known  hemostatic  defects,  b.  chronic 
renal  or  hepatic  disease  (in  special  cases  short 
term  therapy  is  not  contraindicated),  c.  active 
ulceration  in  the  PI  tract,  d.  severe  hypertension 
or  cerebral  hemorrhage,  e.  acute  pericarditis  not 
due  to  myocardial  infarction,  f.  pregnancy  (cou- 
marins  should  be  avoided  because  they  cross  the 
placenta;  heparin  does  not),  g.  chronic  alcohol- 
ism, and  h.  patient  unreliability. 

CONCLUSION 

There  are  several  situations  where  anticoagu- 
lant therapy  is  useful,  such  as  in  the  presence  of 
venous  thrombosis  and  pulmonary  embolus,  and 
in  the  management  of  the  patient  with  prosthetic 
valves.  Regarding  other  disorders,  such  as  conges- 
tive heart  failure,  transient  cerebral  ischemia,  cere- 
bral embolism,  and  myocardial  infarction,  con- 
troversy still  exists.  Another  subject  of  controversy 
is  the  use  of  minidose  heparin  in  the  preoperative 
patient  and  in  the  patient  who  is  to  be  bedridden. 
It  is  becoming  increasingly  clear  that  the  use  of 
heparin  in  these  situations  in  dosages  of  8,000 
units  two  to  three  times  a day  subcutaneously  sub- 
stantially reduces  the  incidence  of  deep  venous 
thrombosis.  However,  we  should  continue  to  fol- 
low the  literature  with  interest  as  relevant  data 
accumulate. 


IV.  THE  CAMBRIDGE  EXPERIENCE 

(Concluded  from  Page  430) 

ers,  settlement  house  workers,  neighborhood  work- 
ers and  the  like  to  provide  training  and  back-up, 
as  these  other  people  also  provide  mental  health 
services  to  the  children  of  our  neighborhoods  in 
Cambridge.  In  our  setting  we  have  come  a fair 
distance,  but  there  is  still  considerable  work  to  do. 
It.  is  essential  work  if  we  are  to  realize  our  goal: 
the  provision  of  comprehensive  services  for  all  the 
children  in  our  community 
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III.  THE  RHODE  ISLAND 
EXPERIENCE 

T.  DELIVERY  OF  MENTAL  HEALTH 
SERVICES 

(Continued  from  Page  422) 

ent  forms  modified  by  the  environment.  The  mani- 
festations of  this  disease  (psychosocial)  are  well 
known:  behavior  problems,  disturbed  interpersonal 
relationships,  learning  difficulties,  and  school 
problems. 

Ideally  one  should  channel  all  efforts  towards 
prevention  — - prospective  parents  being  the  target 
group  — but  under  the  present  social  climate  this 
is  almost  utopic.  The  other  group  with  chronic  in- 
curable disease,  physical  handicaps,  or  mental  re- 
tardation is  more  complex.  Not  only  does  the  child 
need  support,  but  the  entire  family  has  to  be  as- 
sisted in  order  to  sustain  emotional  stability. 

I believe  that  before  one  plans  strategies  and  or- 
ganizational schemes  one  has  to  prepare  the  ground 
by  taking  a critical  look  at  the  pediatrician  and 
the  child  psychiatrist. 

The  pediatrician  is  indeed  in  an  ideal  position 
to  recognize,  diagnose,  and  to  some  extent  treat 
“mental  health”  problems.  He  also  is  in  a position 
(Continued  on  Next  Page) 
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to  screen  these  problems  and  make  referrals  to 
other  resources. 

I should  like  to  ask  the  distinguished  speakers: 
How  can  the  pediatrician  be  polarized  intellectu- 
ally and  emotionally  to  invest  time  and  energy 
in  dealing  with  these  problems  in  a realistic  and 
professionally  gratifying  way? 

The  child  psychiatrist  with  the  special 
armor  of  knowledge  is  indeed  an  invaluable 
specialist.  How  can  he  be  mobilized  from 
his  mystical  Delphian  oracle  and  become  more 
of  an  activist?  How  can  he  be  polarized  to 
invest  time  and  energy  to  deal  with  mental  health 
problems  on  a short-term  basis,  in  a realistic  way, 
and  help  change  a situation  from  non-functioning 
to  viably  functioning? 

How  can  cross-sensitization  of  the  two  groups 
polarize  the  community  at  large  so  that  compre- 
hensive care  will  be  provided  for  optimal  emotional 
and  social  growth  of  all  children? 

To  identify  a problem  and  make  recommenda- 
tions is  not  enough.  It  becomes  an  exercise  in  fu- 
tility to  have  the  neat  problem-oriented  record, 
complete  with  recommendations  which  cannot  be 
implemented. 

In  this  instance  the  frustration  of  the  pedia- 
trician can  only  be  matched  by  the  hopelessness 
of  the  family. 


II.  PEDIATRICIAN  AND  CHILD 
PSYCHIATRIST 

(Concluded  from  Page  415) 

the  maximum  degree  of  working  together  on  the 
same  problems  in  a setting  where  it  can  work. 


Curran  & Burton 

DIVISION  OF  TEXACO.  INC. 

1120  Eddy  Street 
Providence.  Rhode  Island 
HOpkins  7-8050 


Advocacy  is  another  approach  that  neither  pedia- 
trics nor  child  psychiatry  has  been  sufficiently  in- 
volved in.  Perhaps  pediatricians  have  done  more 
of  this,  but  at  some  point  we,  as  health  profes- 
sionals who  are  dealing  with  mental  health  prob- 
lems, must  attack  the  institutions  in  our  society 
which  are  detrimental  to  children.  Unless  the  help- 
ing professions  begin  to  look  at  some  of  the  in- 
justices of  the  school  system,  of  the  courts  for 
children,  of  the  whole  way  we  handle  delinquency, 
of  the  way  we  don't  have  family  allowances  in  this 
country,  of  the  way  we  are  prejudiced  against  chil- 
dren, we  are  destined  to  increase  the  numbers  and 
intensity  of  the  behavior  disorders  of  childhood. 
We,  who  are  said  to  be  a child  oriented  society, 
in  fact  are  not  There  are  many  things  that  we  do 
in  this  country  that  are  very  detrimental  to  chil- 
dren. If  child  psychiatrists  and  the  related  be- 
havioral professionals  and  pediatricians  begin  to 
work  together,  fight  together,  and  struggle  together, 
they  will  be  better  able  to  tackle  basic  causes  for 
the  most  important  of  childhood  dilemmas.  Most 
emotional  problems  arise  from  poverty,  family 
breakdown,  and  moral  value  breakdown.  And  so  I 
end  with  a plea  for  togetherness  — if  we  in  the 
child  oriented  professions  are  to  make  inroads  into 
these  problems. 
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ONE  SENTENCE  ESSAY 

Physicians  acted  wrong. 

. . . Epitaph  on  tombstone  in  Cornwall,  Eng- 
land. 
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A high  assurance  of  clinical  efficacy 

m in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  coli , Klebsiel la-Enterobacter,  Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
Proteus  mirabilis,  and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
orsulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended ; therapy  should  be  discontinued 
if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
mides and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization, arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  traysoflO. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 
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library 


NEW  YORK  ACADcv, , 

OF  MEDICINE 


Each  tablet  contains 


80  mgtri 


high  assurance  of  antibacterial  activity 

cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


ROCHE 


NOV  2 2 1974 


Before  prescribing,  please  consult  complete  product  information, 
a summary  ofwhich  appears  on  preceding  page. 


BALCONY 


- 


Both  often 


Predominant 

psychoneurotic 

anxiety 

I 


; 

i 


Associated 

depressive 

symptoms 


: 

■; 

: 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequent 
and/or  severity  of  grand  mal  seizures  nru 


require  increased  dosage  of  standard  anti 
convulsant  medication;  abrupt  withdraw< 


may  be  associated  with  temporary  in- 


crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mu1 
cle  cramps,  vomiting  and  sweating).  Kee; 
addiction-prone  individuals  under  carefu 
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According  to  her  major 
symptoms,  she  is  a psychoneu- 
"Otic  patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
:eelings,  part  of  the  problem 
nay  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
;essive  anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 

;an  provide  relief  for  both— as 
he  excessive  anxiety  is  re- 
ieved,  the  depressive  symp- 
oms  associated  with  it  are  also 
aften  relieved. 

There  are  other  advan- 
ages  in  using  Valium  for  the 
nanagement  of  psychoneu- 
otic  anxiety  with  secondary 
lepressive symptoms:  the 
asychotherapeutic  effect  of 
/alium  is  pronounced  and 
apid.  This  means  that  im- 
arovement  is  usually  apparent 
n the  patient  within  a few 
lays  rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided; 

1 . Henry  B W.  el  al:  Dis  Nerv 
Syst  30: 675-679,  Oct  1969. 

2.  Hollister  LE,  el  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


Vftl  ium' 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


urveillance  because  of  their  predisposi- 
ion  to  habituation  and  dependence.  In 
tregnancy,  lactation  or  women  of  child- 
learing  age,  weigh  potential  benefit 
(gainst  possible  hazard. 

’recautions:  If  combined  with  other  psy- 
hotropics  or  anticonvulsants,  consider 
arefully  pharmacology  of  agents  em- 
doyed;  drugs  such  as  phenothiazines, 
larcotics,  barbiturates,  MAO  inhibitors 
nd  other  antidepressants  may  potentiate 
s action.  Usual  precautions  indicated  in 
atients  severely  depressed,  or  with  latent 
epression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug,  iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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BROWN  UNIVERSITY 

Providence,  Rhode  Island  02912 
863-3231 


MEDICAL  EVENTS  CALENDAR 


FORUM  ON: 


Saturday,  December  7,  1974 


FAMILY  PRACTICE  AND  MEDICAL  EDUCATION 

GUEST  SPEAKERS: 


Brown  University 
List  Art  Building 
Room  120,  64  College  St. 


Edward  W.  Ciriacy,  M.D. 

Department  of  Family  Practice  and 
Community  Health 

University  of  Minnesota  Medical  School 
Minneapolis,  Minnesota 


8:00  a. m. -4:30  p.m. 

H.  Denman  Scott,  M.D. 

Executive  Director,  R.  I.  Health  Services 
Research,  Inc.  (SEARCH) 


Thomas  W.  Johnson,  M.D. 
Associate  Professor 
Department  of  Family  Medicine 
University  of  Tennessee 
Memphis,  Tennessee 


Thomas  L.  Stern,  M.D. 

Director,  Division  of  Education 
The  American  Academy  of 
Family  Physicians 
Kansas  City,  Missouri 


L.  Thomas  Wolff,  M.D. 

Chairman,  Department  of  Family  Practice 
State  University  of  New  York 
Upstate  Medical  Center 
Syracuse,  New  York 


New  England  States  Chapter 
American  College  of  Chest 
Physicians  Scientific  Program 


Rhode  Island  Hospital 
George  Auditorium 
8:30  a. m. -1:00  p.m. 

Wednesday,  December  11,  1974 


GRAM  STAIN  AND  CHOICE  OF  ANTIBIOTICS 
Stephen  Zinner,  M.D. 

Infectious  Disease  Unit 
Roger  Williams  Hospital 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 :00  p.m. -2:00  p.m. 


FAT  EMBOLISM 


Wednesday,  December  18,  1974 


Karl  E,  Karlson,  M.D. 
Surgeon-in-Charge 
Cardio-Thoracic  Surgery 
Rhode  Island  Hospital 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1 :00  p.m. -2:00  p.m. 


Thursday,  December  19,  1974 

GRAND  ROUNDS  SPEAKER 

Harvey  Jay  Cohen,  M.D. 

Assistant  Professor  of  Medicine 
Director  of  Serum  Protein  Laboratory 
Duke  University  Medical  Center 


The  Miriam  Hospital 
Sopkin  Auditorium 
1 1 :00  a.m. 


Saturday,  December  21,  1974 


RECENT  ADVANCES  IN  THE  MANAGEMENT  OF  MAJOR 
HEPATIC  TRAUMA 

Hiram  C.  Polk,  Jr.,  M.D. 

Professor  and  Chairman,  Dept,  of  Surgery 
University  of  Louisville  School  of  Medicine 
Louisville,  Kentucky 


Wednesday,  January  8,  1975 


ORTHOPAEDIC  NEUROLOGY 
John  O.  Strom,  M.D. 

Director,  Electroencephalography 
Rhode  Island  Hospital 


Friday,  January  10,  1975 

RESPONSIBILITY  OF  THE  PEDIATRICIAN  IN  IMPROVING 
THE  PROGNOSIS  OF  CHILDHOOD  AAALIGNANCY 
Philip  Lanzkowsky,  M.D. 

Professor  of  Pediatrics 

State  University  of  New  York 

Chairman  of  Pediatrics 

Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 

Saturday,  January  11,  1975 

PHYSIOLOGICAL  BASIS  FOR  PEPTIC  ULCER  SURGERY 
Herbert  B.  Greenlee,  M.D. 

Chief,  Surgical  Service 
Veterans  Administration  Hospital 
Hines,  Illinois 
Professor  of  Surgery 

Loyola  University  Stritch  School  of  Medicine 
Maywood,  Illinois 


Wednesday,  January  15,  1975 

MANAGEMENT  OF  CHRONIC  ARTHROPATHIES 

Joseph  P.  Lombardozzi,  Jr.,  M.D. 

Medical  Staff 
Rhode  Island  Hospital 

THE  ROLE  OF  FROZEN  BLOOD  FOR  LARGE  URBAN  HOSPITALS 
Gerald  S.  Moss,  M.D. 

Professor  of  Surgery 

University  of  Illinois,  College  of  Medicine 
Chairman,  Department  of  Surgery 
Cook  County  Hospital 
Chicago,  Illinois 
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Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1:00  p.m.-2:00  p.m. 


Roger  Wms.  Gen.  Hospital 
Kay  Auditorium 
10:30  a.m. <12:00  noon 


Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 


Rhode  Island  Hospital 

8th  Floor  Conference  Room 
1:00  p.m. -2:00  p.m. 

Rhode  Island  Hospital 
George  Auditorium 
10:00  a.m. 
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RHODE  ISLAND  STUDENTS  AND  THE  RATE  OF 
ADMISSION  TO  U.  S.  MEDICAL  SCHOOLS 


The  Association  of  American  Medical  Colleges 
has  provided  us  with  raw  data  concerning  the  1973 
and  1974  rates  of  acceptance  for  premedical  stu- 
dents applying  to  United  States  medical  schools. 
These  data  were  analyzed  by  state  of  residence  ar.  d 
thus  provide  us  with  some  comparative  information 
regarding  the  relative  acceptance  success  of  the 
young  men  and  women  of  Rhode  Island.  In  these 
two  years,  a total  of  82,437  separate  applicants 
were  registered  by  the  AAMC.  (If  each  applicant 
applied,  on  average,  to  seven  schools,  this  would 
indicate  in  excess  of  half  a million  application  to  be 
processed  during  the  two  years  of  this  survey.) 

The  overall  acceptance  rate  in  1973  was  34.6  per 
cent  dropping  somewhat  in  1974  to  32.1  per  cent. 
The  acceptance  rate  for  female  students  continued 
to  be  higher.  The  per  centage  of  applicants  ac- 
cepted from  Rhode  Island  was  somew'hat  below  the 
national  average  in  1973  but  rose  to  a level  slightly 
above  the  national  average  in  1974;  indeed, 
amongst  the  northeastern  states,  only  Rhode  Island, 
New  Hampshire,  and  Maine  showed  an  increased 
acceptance  rate  in  these  two  years.  A significant 
change  in  the  relative  acceptance  rate  of  Rhode 
Island  applicants  to  U.  S.  Medical  Schools  can  be 
noted  over  the  last  four  years.  Rhode  Island  ranked 
as  the  forty-ninth  state  in  terms  of  percentage  of 
applicants  accepted  in  1970,  the  (fortieth  state  in 
1973,  and  the  twenty-eighth  state  in  1974. 

RATES  OF  ACCEPTANCE  TO  U,  S.  MEDICAL 
SCHOOLS 

No.  Per  cent  accepted 

For  class  beginning  applicants  Males  Females  Total 

September,  1973  40,506  33.8  38.2  34.6 

September,  1974  41,931  31.0  34.8  31.7 


However,  when  we  equate  the  number  of  accepted 
applicants  to  the  base  population  of  the  state  (ex- 
pressed as  the  number  of  applicants  accepted  per 
one  million  population)  the  medical  school  accep- 
tance late  for  Rhode  Island  residents  is  shown  to 
be  significantly  lower  than  the  national  average  in 
Loth  years  surveyed,  although  again  there  appears 
to  be  some  improvement  in  1974  as  contrasted  to 
1973.  Part  of  this  is  ascribable  to  the  fact  that  the 
per  cent  of  Rhode  Island  students  applying  to 
U.  S.  medical  schools  is  significastly  lower  than 
most  neighboring  states  and  indeed  lower  than  the 
national  average.  Date  for  neighboring  New  Eng- 
land and  New  York  schools  are  included  for  com- 
parison below. 

ADMISSIONS  TO  U.S.  MEDICAL  SCHOOLS 
ACCORDING  TO  STATE  AND  LEGAL  RESIDENCE 

Applications  Acceptances 
Per  Per 

1,000,000  1,000,000 

Per  cent  admitted  population  population 


State 

1973 

1974 

1973 

1974 

1973 

1974 

Conn 

34.8 

29.7 

188.7 

207.8 

65.6 

61.7 

Maine 

25.5 

31.0 

106.6 

113.7 

27.2 

35.2 

Mass. 

29.2 

26.1 

180.5 

190.9 

52.7 

49.8 

N.  H. 

26.1 

27.3 

93.5 

89.4 

24.4 

24.4 

N.  J. 

30.1 

28.2 

228.0 

217.5 

68.6 

61.4 

N.  Y. 

33.7 

32.7 

293.5 

276.1 

98.8 

90.3 

R.  I. 

30.7 

32.3 

133.7 

130.5 

41.1 

42.1 

Vermont 

38.8 

35.0 

260.7 

314.6 

101.1 

110.1 

U.S.A. 

34.6 

31.7 

192.9 

197.8 

66.7 

62.8 

This  pool  of  medical  school  applicants  was  con- 
sidered from  still  another  point  of  view.  MCAT 
data  were  obtained  for  the  Rhode  Island  applicants 
rs  well  as  those  from  neighboring  states.  The  Medi- 
cal College  Admission  Test  (MCAT)  designed  to 
weigh  verbal  ability,  quantitative  skills,  general 

(Continued  on  next  page) 
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information,  and  scientific  knowledge  is  adminis- 
tered by  the  American  College  Testing  Program 
(at  the  request  of  the  Association  of  American 
Medical  Colleges)  for  applicants  seeking  admission 
to  accredited  medical  schools.  The  test  is  given  on 
a world-wide  basis,  twice  a year. 

MCAT  RESULTS,  NORTHEASTERN  STATES 


A.  Students  accepted  to  U.  S.  medical  schools. 


03 

MCAT 

G 

3 

5: 

* 

Verbal 

3 

Gen.  Inf. 

Science 

Total 

Maine 

35 

588 

618 

578 

613 

2397 

New  Hamp. 

18 

602 

641 

588 

628 

2459 

Vermont 

49 

590 

622 

584 

582 

2378 

Mass. 

283 

587 

639 

572 

618 

2416 

Conn. 

187 

603 

634 

594 

631 

2462 

Rhode  Island 

40 

585 

649 

584 

610 

2428 

New  York 

1,643 

591 

630 

590 

636 

2447 

New  Jersey 

440 

589 

631 

585 

632 

2437 

U.S.A. 

13,307 

564 

613 

560 

605 

2342 

B.  Students  not  accepted  to  U.S.  medical  schools 


Maine 

78 

537 

549 

538 

539 

2163 

New  Hamp. 

48 

543 

585 

530 

556 

2214 

Vermont 

91 

529 

543 

526 

519 

2117 

Mass. 

803 

544 

573 

541 

553 

2211 

Conn. 

443 

546 

571 

544 

554 

2215 

Rhode  Island 

84 

526 

572 

537 

530 

2165 

New  York 

3,379 

540 

573 

545 

564 

2222 

New  Jersey 

1,119 

526 

558 

528 

539 

2151 

U.S.A. 

28,624 

517 

557 

518 

534 

2136 

Rhode  Island  medical  school  applicants  as  a 
group  tend  to  do  somewhat  better  than  average  for 
northeastern  states  in  quantitative  abilities  and 
general  information  but  do  less  well  in  the  verbal 
and  science  components  of  the  MCAT  exam. 

Stanley  M.  Aronson,  M.D. 

Office  of  Medical  Affairs 
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MEMBERS  OF  THE  RHODE  ISLAND 
MEDICAL  SOCIETY: 

Please  inform  the  executive  offices  in  the 
near  future  of  your  possible  plans  to  attend 
the  A M.  A.  Clinical  Convention  in  Honolulu, 
Hawaii. 

November  29  - December  4,  1975 
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Dx:  Duodenal  ulcer... 

Rx:  Maalox. 

Why  do  people  develop  duodenal  ulcers? 

No  one  knows  with  certainty. . .yet.  Competitiveness? 
Perhaps.  Stress?  Aggressiveness?  All  probably  play  their  parts. 

But  one  thing  is  certain:  in  a disease  characterized  by  a 
gastric-acid  outputthat  may  be  fourtimes  normal,  antacid  therapy 
is  a vital  adjunct  to  effective  clinical  management. 

That’s  where  Maalox  comes  in.  It’s  America’s  number 
one  antacid.  And  has  been  foryears.  The  reasons? 

Maalox  does  precisely  what  an  antacid,  ideally,  is 
intended  to  do.  It  works  fast.  It  neutralizes  effectively.  It  doesn’t 
constipate.  And  its  pleasant  taste  is  well  tolerated— definitely  a 
major  consideration  in  long-term  therapy. 

In  any  ulcer  regimen,  as  you  know,  there  are  many 
factors  to  consider.  But  the  inclusion  of  Maalox,  as  the  antacid  of 
choice,  gives  you  and  your  patient  one  less  thing  to  worry  about. 


The  Council  of  the 

New  England  State  Medical  Societies 

announces  its 

15%  or  $7500 
NEW  KEOGH  PLAN 

Choose  your  investment 

• Commercial  Paper 

• Savings  Accounts 

• Treasury  Notes 

• Life  Insurance 

• Annuities 

(a)  variable 

(b)  fixed 

• Mutual  Funds 

(a)  Income 

(b)  Growth 

(c)  Money  Market 

• Stocks 

• Bonds 

Understand  the  advantages  and  consequences  of  this  new  law 
before  you  update  your  existing  plan  or  start  a new  one. 


Write  or  call 


New  England  Physicians  Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  02159  (617)  965-5100 


lfA_ 
half-ounce 


o 


prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporirf  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  contains  three  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycirO 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


ATI0NS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
:y  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
lary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
i infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
imatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
>phylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 
ns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
ounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
ion  and  permit  wound  healing. 

RAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
forated.  This  product  is  contraindicated  in  those  individuals  who  have 
i hypersensitivity  to  any  of  the  components. 

ING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 

1)  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
sive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


AWAKE 


STAGE  1 


STAGE  2 


STAGE  3 


STAGE  4 


HOURS  . 1 • 1 • ^ 

begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 


16  Subjects2  5) 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HC1)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?'5 

Dalmane  (flurazepam  HC1) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
; should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

please  consult  Complete  Product  Information, 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 


I Dalmane 

(flurazepam  HCI)  30  mg 


Before  prescribing  Dalmane  (flurazepam  HCI) 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in  acute  or  chronic  medical  situations  requiring  restful 
jsleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
jnot  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

(Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia, 
jf  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
Effects,  consider  potential  additive  effects.  Employ  usual  precautions 
n patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
unction  tests  are  advised  during  repeated  therapy.  Observe  usual 
brecautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
ibr  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
:oma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
bess,  talkativeness,  apprehension,  irritability,  weakness,  palpitations. 

:hest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
ijtlso  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 

{blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
ion,  anorexia,  euphoria,  depression,  slurred  speech,  confusion, 

' estlessness,  hallucinations,  and  elevated  SGOT.  SGPT.  total  and 
lirect  bilirubins  and  alkaline  phosphatase  Paradoxical  reactions. 

\g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
eported  in  rare  instances. 

Josage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
Itsual  dosage:  15  mg  may  suffice  in  some  patients.  Elderly  or  debd- 
tated  patients:  15  mg  initially  until  response  is  determined, 
iupplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 


One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  patients ). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 


• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


REFERENCES:  1 Kales  A,  et  al  Arch  Gen  Psychiatry  23:2 26-232.  Sep  1970 
!.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
Jeep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC.  May  3-7.  1971 

1.  Frost  JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc.  Nutley  NJ 
i.  Vogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
<”>.  Dement  WC:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc.  Nutley  NJ 
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Division  of  Hoffmann-La  Roche  Inc. 
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The  Role 

of  the 

Detail  Man 


Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


§ 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 
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Dialogue 


“I  may  be  prejudiced,  but  I ar, 
very  much  in  favor  of  the  detail  me1 
I meet.  Most  of  them  are  knowledg; 
able  about  the  drugs  they  promote! 
and  can  be  a great  help  in  acquainj 
ing  me  with  new  medication.” 


Family  Physician's  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  ofj 
the  men  who  visit  me  regularly  ano| 
they  in  turn  have  become  aware  of , 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest : 
to  me.  Since  I usually  see  the  same^ 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  countr 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


\ 


The  Positive  Influence 

My  contact  with  representa-  i 
tives  and  salesmen  of  the  pharma-  ; 
ceutical  industry  is  the  type  of  con- 
tact that  people  in  a medical  center 
research  people,  and  academic 
people  have  and  that’s  in  all  likeliho 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person-  I 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— and 
attimes  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


He  a Source  of  Information? 

Yes,  with  certain  reservations, 
he  average  sales  representative 
i as  a great  fund  of  information 
aout  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
aswer  most  questions  fully  and 
:■  tell igently.  He  can  also  supply 
■prints  of  articles  that  contain  a 
eat  deal  of  information.  Here, 
o,  I exercise  some  caution.  I usu- 
ly  accept  most  of  the  statements 
id  opinions  that  I find  in  the 
apers  and  studies  which  come 
omthe  largerteachingfacilities. 
goes  without  saying  that  a physi- 
an  should  also  rely  on  other 
turces  for  his  information  on 
larmacology. 

ainingof  Sales  Representatives 

Ideally,  a candidate  for  the 
asition  as  a sales  representative 
a pharmaceutical  company 
lould  be  a graduate  pharmacist 
no  has  a questioning  mind.  I don’t 
ink  this  is  possible  in  every  case, 
id  so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
theirdetail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  forthem. 


ipacity  they  are  indeed  useful; 
irticularly  in  the  fact  that  they 
sseminate  broadly  based  educa- 
)nal  material  and  serve  not  just 
; "pushers”  of  their  drugs. 

le  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
I companies  are  not  producing  all 
is  material  as  a labor  of  love  — 
ey  are  in  the  business  of  selling 
oducts  for  profit.  In  this  regard 
e ambitious  and  improperly  moti- 

■ ted  sales  representative  can 

■ ert  a negative  influence  on  the 
acticing  physician,  both  by  pre- 
nting  a one-sided  picture  of  his 
oduct,  and  by  encouragingthe 
actitioner  to  depend  too  heavily 
• drugs  for  his  total  therapy.  In 
ese  ways,  the  salesman  has  often 
started  objective  reality  and 
idermined  his  potential  role  as  an 
i ucator. 

le  Industry  Responsibility 

Since  the  detail  man  must  be 
■ji  information  resource  as  well  as 
epresentative  of  his  particular 
larmaceutical  company,  he 
ould  be  carefully  selected  and 


thoroughly  trained.  Thattraining, 
perforce,  must  bean  ongoingone. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuingeducation.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


for  OVERWORKED  DOCTORS 


It  would  be  rare  indeed  to  find  a physi- 
cian who  doesn’t  put  in  long,  tiring  hours, 
working  in  the  area  of  death  vs.  life.  Add 
to  that,  the  years  spent  in  earning  your 
M.D..  the  untold  hours  of  post-graduate 
study  and  the  nights  perusing  medical 
literature  to  keep  abreast  of  the  latest 
developments  in  your  fast-changing  pro- 
fession. 

Surely,  you  deserve  something  beyond 
the  satisfaction  of  doing  your  job  well. 
Suggestion:  investigate  the  pleasures  of 
owning  "The  Perfect  Car”.  We,  too,  have 
spent  years  in  perfecting  our  techniques 
of  delivering  to  our  customers  cars  that 
have  been  gone  over  with  a fine-tooth 
comb.  We  "fit”  it.  Every  “bug”  has  been 


taken  out,  and  we  test-drive  the  car  for 
200  miles  before  delivery,  thus  guaran- 
teeing you’ll  avoid  the  aggravation  of 
squeaks,  rattles,  leaks,  mechanical  prob- 
lems and  just  about  anything  which  could 
create  dissatisfaction.  We  call  it  the 
Tasca  ABC  Plan.  It’s  a major  develop- 
ment in  satisfying  customers. 

Combine  the  Tasca  ABC  Plan  with 
great  cars  to  start  with,  — Lincoln  Con- 
tinental, Mark  IV,  or  the  new  Mercury 
Monarch,  and  you’re  well  on  your  way 
to  relief  from  the  tension  which  comes 
from  doing  your  job  so  conscientiously. 
You  deserve  The  Perfect  Car,  — from 
Tasca.  No  appointment  necessary. 


riaminic  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 

aminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
iheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic  Expectorant 
with  Codeine  © 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substance. 


The  Adult  Expectorant 
that  is  great  for  kids,  too. 

Dorsey  Laboratories/ Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 


BS-SB 


The  more  physicians 
consider  the  hemodynamics  d 
lowering  blood  pressure... 


tained?  And,  also,  is  then { 
likely  to  be  drug-induced  po 
tural  hypotension  serioi 
enough  to  pose  a threat  to  tf 
patient’s  cerebrovasculc 
status? 

With  this  emphasis  on  overa 
drug  performance  has  come 
growing  reliance  on  ALDOME1 
(Methyldopa,  MSD)  in  th 
treatment  of  sustained  model 
ate  hypertension. 

With  its  unique  hemodynami 
profile,  ALDOMET  has  draw 
increasing  attention  and  ap 
proval  from  physicians.  First 
of  course,  for  its  efficacy  ii 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


the more  physicians  rely 
« on  this  unique 

antihypertensive 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu- 
allymaintained  with  nocardiac 
acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo- 
merular filtration  rate,  or  fil- 
tration fraction.  And  ALDOMET 
usually  does  not  cause  sympto- 
matic postural  or  exercise 
hypotension. 


Contraindications  include  active 
hepatic  disease  and  known  sen- 
sitivity to  the  drug.  Use  with 
caution  in  patients  with  a history 
of  liver  disease  or  dysfunction. 
Not  recommended  in  pheochro- 
mocytoma  or  pregnancy. 

It  is  important  to  recognize  that 
a positive  Coombs  test,  hemo- 
lytic anemia,  and  liver  disorders 
may  occur  with  methyldopa  ther- 
apy. The  rare  occurrences  of  he- 
molytic anemia  or  liver  disorders 
could  lead  to  potentially  fatal 
complications  unless  properly 
recognized  and  managed.  For 
more  details  see  the  brief  sum- 
mary of  prescribing  information. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg  and  500  mg 


ALDOMET 

(METHYLDOPA  I MSD) 

smoothly  lowers  blood  pressure 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


In  most  cases  of 

sustained  moderate  hypertension 

ALDOMET 

(METHYLDOPA  MSD| 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy  Rarely  fatal  hepatic  necrosis  has  been  re- 
ported. These  hepatic  changes  may  represent  hy- 
persensitivity reactions;  periodic  determination  of 
hepatic  function  should  be  done  particularly  dur- 
ing the  first  six  to  twelve  weeks  of  therapy  or 


whenever  an  unexplained  fever  occurs.  If  fever, 
abnormalities  in  liver  function  tests,  or  jaundice 
appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities 
in  liver  function  characteristically  have  reverted 
to  normal  when  the  drug  was  discontinued.  Methyl- 
dopa should  not  be  reinstituted  in  such  patients. 
Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  /J^e-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  tine 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 
Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or 
"black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell’s  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  INC.. 
West  Point,  Pa.  19486- 


Reading” 
For  Your 


Hypertensive 

Patients 


Because  of  the  importance  of 
patient  motivation,  Merck 
Sharp  & Dohme  offers  ‘‘High 
Blood  Pressure,”  a concise, 
pocket-sized  booklet  that 
defines  the  patient’s  own  role 
in  the  management  of  hyper- 
tension. This  booklet  is  avail- 
able for  you  to  give  to  your 
patients.  It  is  designed  to 
reinforce  your  explanation  of 
hypertension  and  it  emphasizes 
the  importance  of  patient 
understanding  in  adhering  to 
the  regimen  you  prescribe. 

Please  ask  your  Merck  Sharp  & 
Dohme  Professional  Represen- 
tative or  write  Professional 
Service  Department,  West 
Point,  Pa.  19486  for  a supply 
of  this  booklet. 


Peripatetics 

Butler  Hospital  — Newly  appointed  staff  phy- 
chiatrist  in  the  outpatient  program  is  EDWARD 
BROWN,  a native  midwesterner  who  received 
his  M.D.  ifrom  Loyola  University  in  Chicago 
and  has  spent  the  last  three  years  as  a psychiatrist 
resident  with  the  Yale  University  Medical  Program 
in  Connecticut. 

=1=  * * 

Butler  Hospital  — ROBERT  J.  WESTLAKE, 
M.D.,  outpatient  Division  Director,  was  appointed 
chairman  of  the  Law  and  Legislation  Committee  of 
the  American  Psychiatric  Association’s  Rhode  Is- 
land District  Branch.  He  has  also  been  named 
Group  Therapy  Consultant  to  the  Veterans’  Ad- 
ministration Hospital  in  Providence. 

* =t=  * 

D.  ROBERT  FOWLER,  director,  Division 
of  Education,  is  leaving  Butler  Hospital  to 
head  up  the  newly  created  Division  of  Psychiatry 
at  The  Miriam  Hospital  in  Providence.  His  posi- 
tion at  The  Miriam  will  be  Psychiatrist-in-Chief. 

* * * 

FREDERICK  CRISAFLfLLI,  and  BARRY 
SCHWARTZ,  doctors  of  internal  medicine,  have 
been  appointed  to  our  salaried  staff  part- 
time  to  care  for  patients’  non-psychiatric  medical 
needs  and  conduct  physical  examinations  for  all 
patients  and  employees.  (The  Miriam  Hospital.) 

* * * 

JOHN  J.  CUNNINGHAM  of  Pawtucket, 
Rhode  Island,  was  recently  named  by  the  American 
Medical  Association  Board  of  Trustees  to  be  one  of 
three  new  Directors  of  the  American  Medical  Po- 
litical Action  Committee. 

* * * 

IRVING  GILSON,  Director  of  the  Depart- 

ment of  Medicine  at  St.  Joseph’s  was  a recent  lect- 
urer on  “exercise  and  heart  disease”  at  a recent 
symposium  at  the  University  of  Rhode  Island. 
Doctor  Gilson,  incidentally,  was  part  of  the  win- 
ning foursome  that  won  the  Fogarty  Golf  Tourna- 
ment at  Glocester  Country  Club  not  too  long  ago. 

>fc 

Post-partum  care  of  the  infants  is  under  the 
direction  of  JOHN  P.  GRADY,  recently  ap- 
pointed Pediatrician-in-charge  of  St.  Joseph’s  New- 
born Nursery. 

* * * 

The  following  Rhode  Island  physicians  partici- 
pated in  the  second  annual  Diabetes  Health  Fair 
(Continued  on  next  page) 


WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all  -quickly,  reliably,  and  at 
moderate  cost. 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  (CEA). 

Test  Combinations? 

We  offer  a variety  of  useful  profiles, 
all  designed  to  provide  a maximum  of 
information  at  minimum  cost. 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call: 


LEARY 

LABORATORY,  INC. 


A Smith  Kline  Clinical  Laboratory 

Serving  New  England  and  the  Nation  Since  1929 


Providence,  R.I.,  Laboratory  Locations: 

655  Broad  Street  1 89  Governo-  '"tree! 

(401)  421-1138  (401)  351-4900 


1 1 1 Plain  Street 
(401)  421-9403 


Central  Laboratory  43  Bay  State  Road  Boston  Mass. 
Telephone  (617)  536-2121 


Introducing 

NUVEEN 
TAX-EXEMPT 
BOND  FUND 

Check-a-Month  Plan 
Series  60 


The  coupon  below  will  bring  information  on 
how  to  obtain  income  which  is  entirely  exempt 
from  Federal  income  taxes,  in  the  opinion  of 
counsel.  This  new  series  consists  of  200,000 
units  — each  of  which  offers  you  a share  in  a 
$20,000,000  par  value  portfolio  of  profession- 
ally selected  municipal  bonds.  The  Fund’s 
chief  objectives  are  conservation  of  capital  and 
tax-free  return.  Participants  receive  a monthly 
check  for  their  proportionate  share  of  the  tax- 
free  interest.  For  a free  prospectus,  call  or 
write  your  nearest  Nuveen  office  or: 

WAYNE  E.  CROSS 

1349  West  Shore  Road,  Warwick,  R.  1.-738-4574 


representing 

INVESTORS  DIVERSIFIED  SERVICES 

Please  send  me  information  of  the  Nuveen 
Check-a-Month  Plan. 


Address  . 
Gty 


NUVEEN 

TAX-EXEMPT 

BOND  FUND 


November,  1974 
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sponsored  by  the  Diabetes  Association  of  Rhode 
Island  at  the  Rhode  Island  Junior  College  on  Sep- 
tember 28  and  29: 

CHARLES  B.  KAHN,  ‘ Why  Treat  Diabetes?” 

ROBERT  P.  DAVIS,  “Kidney  Disease.” 

BETTY  B.  MATHIEU,  “Diabetes  in  Youth.” 

DONALD  F.  LARKIN,  “Alcohol  and  the  Di- 
abetic.” 

REID  S.  APPLEBY,  JR.,  “The  Eyes  and  Di- 
abetes.” 

RUSSELL  P.  HAGER.  "The  Risks  of  Smoking." 

Over  7,000  persons  attended  the  two-day  Di- 
abetes Fair. 

± ± 


The  Editor-in-Chief  of  the  Journal,  Seebert 
J.  Goldowsky,  who  is  also  Medical  Director 
of  Rhode  Island  Blue  Cross  and  Blue  Shield, 
was  recently  appointed  a member  of  the 
seven-man  Medical  Advisory  Committee  of 
The  Blue  Cross  Association,  the  national  Blue 
Cross  organization. 


THE 

ANNUAL  MEETING 

of  the 

Providence  Medical  Association 

FRIDAY,  JANUARY  17,  1975 


COLONIAL  HILTON  INN 

Route  1-A,  Cranston,  R.  I. 
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Pretend  it’s 1945. 
Would  you  invest  in  Kodak? 


When  it  comes  to  making 
investment  decisions,  there’s  nothing 
like  20  or  30  years’  hindsight. 

And  when  it  comes  to  judging 
the  performance  of  your  invest- 
ments, it’s  the  long  term  that  counts. 

The  life  of  a trust  represents 
years  of  investment  decisions  whose 
emulative  effect  is  far-reaching. 

And  the  record  of  Industrial  National 
Bank’s  Trust  Department  is  your 
best  assurance  that  that  effect  will  be 
a positive  one. 

We  take  a back  seat  to  no  one 
in  the  business  of  professional 


financial  management.  And  we’re 
proud  of  our  consistent  long-term 
performance  record. 

In  fact,  we’d  like  to  discuss  that 
record  with  you,  and  to  show  you 
how  our  combination  of  the  right 
people,  the  right  philosophy,  and 
the  right  organization  can  bring  a 
realistic  new  performance  orienta- 
tion to  the  management  of  your 
investments. 

Call  Mr.  Evans  at  278-6607. 
Trust  Department,  Industrial 
National  Bank,  100  Westminster  St., 
Providence,  Rhode  Island  02903. 


iS  BASK 

Industrial  National  Bank 

Something  extra  in  Investment  Management. 


Malpractice 
protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  yon.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law\ 


Contact  Gardner  C.  Borden,  C.P.C.U. 


Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

ONE  SOURCE / TOTAL  INSURANCE 


559-9 


Aliiaciive  & functional  Offices 


Division  of  National  Office  Supply  Co. 


Designers  & Suppliers  of  Offices 

:!f>  Branch  Avenue  Providence.  I!,  i.  02001 
(Jet.  No.  Main  St.)  GAspee  1-5228 


FOR  SALE 

WILDERNESS  VALUES  WITHOUT 
REMOTENESS 

30  Minutes  From  Providence 
Something  New  in  Rhode  Island 

Sixteen  nature-endowed  wooded  home 
locations  of  not  less  than  two  acres  each 
arranged  along  one  side  of  a mile-long, 
wide,  deep,  naturally  wooded  valley  with 
brook,  and  wetlands.  All  locations  are  at 
a high  elevation,  and  each  has  a long  view 
across  the  valley  and  beyond,  with  no 
man-made  structure  in  sight  or  possible 
ever.  Mutually  beneficial  covenants. 

Initial  Offering,  Only  Five  Sites 

R.  A.  HURLEY,  REALTOR 

15  Westminster  Street,  Room  723 
Providence,  Rhode  Island 
Tel.  (401)  421-7210 

mi  r- 


458 


Rhode  Island  Medical  Journal 


“Gentlemen, . 

ongratulations  are  in  orden” 


“A.H.  Robins  asked  me 
-c  Dmpare  the  banana  flavor  of  their 
0 inagel®  -PG  with  the  real  thing  and, 
r ove,  I couldn’t  tell  the  difference. 

V even  in  sip-by-sip  comparison. 

\ azing! 

11  “There’s  no  unpleasant 
o;  igoric  taste  because  there’s  no 
Xigoric.  Clever,  wouldn’t  you  say? 
n ead,  A.  H.  Robins  uses  the  thera- 
x tic  equivalent,  powdered  opium, 
x romote  the  production  of  formed 


stools  and  lessen  the  urge. 

And  Donnagel-PG  also  provides  the 
demulcent-detoxicant  effects  of  kaolin 
and  pectin,  plus  the  antispasmodic 
benefits  of  belladonna  alkaloids. 

“But  what  I find  most  impressive 
is  the  skillful  manner  in  which 
A.  H.  Robins  has  combined  these 
ingredients  with  that  delicate  flavor 
of  vintage  bananas.  Smashing, 
absolutely  smashing! 

“May  I propose  a toast?” 


Donnagel-PG.  <5 

Donnagel  with  paregoric  equivalent 


Each  30  cc  contains 

Kaolin  6 0g 

Pectin  142  8mg 

Hyoscyaminesulfate  0 1037mg 

Atropmesulfate  0 0194mg 

Hyoscine  hydrobromide  0 0065  mg 

Powdered  opium.  USP  24  Omg 

(equivalent  to  paregoric  6 ml  ) 

(warning  may  be  habit  forming) 

Sodium  benzoate  60  0 mg 

(preservative) 

Alcohol.  5% 


(v  Available  on  oral  prescription  or  without  prescnption 
in  compliance  with  applicable  state  and  local  law 


/M+^OBINS 

A H Robins  Company,  Richmond.  Virginia  23220 


Fall  and  winter  coughs  are  back.  Time  to 
help  clear  the  lower  respiratory  tract  with 
the  five  Robitussins  and  Cough  Calmers. 
All  contain  glyceryl  guaiacolate,  the  effi- 
cient expectorant  that  works  systemically 
to  help  increase  the  output  of  lower  respira- 
tory tract  fluid.  The  enhanced  flow  of  less 
viscid  secretions  soothes  the  tracheo- 
bronchial mucosa,  promotes  ciliary  action, 
and  makes  thick,  inspissated  mucus  less 
viscid  and  easierto  raise.  Available  on 
your  prescription  or  recommendation. 


For  unproductive  coughs 

ROBITUSSIfT 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  severe  coughs 

ROBITUSSIN  A-<T(v 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate  10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  tor  6-8  hr.  cough  control 


ROBITUSSIN-DI\T 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  tor  “coughs  on  the  go" 


COUGH  CALMERS** 

Each  Cough  Calmer  contains 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Clears  nasal  and  sinus  passages  as  it  relieves  coughs 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1 .4% 


MEET  THE  NEWEST  MEMBER  OF  THE  LINE 

Comprehensive  decongestant  action  helps  control 
cough  and  clear  stuffy  nose  and  sinuses.  Non-narcotic. 

ROBITUSSlir-CF 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 10.0  mg. 

Phenylpropanolamine  hydrochloride 12.5  mg. 

Alcohol,  1 .4% 


Select  the  Robitussin®  formulation 
that  treats  your  patient's  ^ 

individual  coughing  needs: 


ROBITUSSIN® 
ROBITUSSIN  A-C® 
ROBITUSSIN-DM® 
ROBITUSSIN-PE® 
ROBITUSSIN®-CF 
COUGH  CALMERS® 
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A.  H.  Robins  Company,  Richmond,  Va.  23220 


«***<■* 


DARVON 

COMPOUND-65 


100  mg  propoxyphene  napsylate 
and  650  mg.  acetaminophen 


^5  mg,  propoxyphene  hydrochloride,  227  mg 
162  mg  phenacetn  and  32.4  mg  aft*** 


mmm# 
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Drug  Metabolism  And  Therapeutic  Monitoring 


/Veit’  Technical  Procedures  Permitting 
Accurate  Assays  Will  Play  Important 
Role  In  Improving  Patient  Care. 


By  David  J.  Morris,  D.  Phil. 

Analytical  and  gas  liquid  chromatographic  pro- 
cedures for  the  quantification  and  identification  of 
drugs  were  used  initially  to  aid  in  the  diagnosis 
and  treatment  of  overdose  patients.  These  tech- 
niques are  being  increasingly  used  to  monitor  in- 
dividuals ifor  levels  of  therapeutic  drugs.  This  de- 
velopment has  occurred  due  to  the  new  ideas 
recently  formulated  concerning  the  modes  of  action 
of  these  drugs. 

Many  studies  have  been  performed  on  the  ab- 
sorption, distribution,  binding  or  localization  in 
tissues,  metabolism,  and  excretion  of  drugs.  Re- 
lating the  findings  of  this  research  to  the  thera- 
peutic levels  of  drugs  measured  in  the  blood 
stream  now  offers  new  approaches  for  the  moni- 
toring of  many  types  of  patients.  The  wide  range 
of  dosages  required  in  different  individuals  for 
the  maintenance  oif  similar  clinical  states  can  now 
be  better  understood. 

Following  administration  of  a drug,  close  exam- 
ination of  the  routes  of  absorption,  distribution, 
metabolism,  and  excretion  of  this  drug,  together 
with  knowledge  of  its  mechanism  of  action,  pro- 
vide considerable  help  in  understanding  its  potency 
and  function. 


DAVTD  J.  MORRIS,  D.  Phil,  Chief  of  Biochem- 
istry, Department  of  Laboratory  Medicine,  The 
Miriam  Hospital,  Providence,  Rhode  Island. 


DRUG-RECEPTOR  INTERACTION 

Drugs  act  at  specific  sites  which  are  unique  in 
responsive  cells.  .These  subcellular  components 
of  the  target  cells,  which  are  directly  involved  in 
the  initial  action  of  the  drug,  are  called  recep- 
tors1-3. These  are  the  sites  of  attachment  of  the 
drug  from  which  originates  its  selective  action. 
The  presence  of  these  receptor  macromolecules  has 
been  demonstrated  both  on  the  surface  and  within 
the  target  cells.  The  stereochemical  and  chemical 
properties  of  the  drug  (Fig.  1)  govern  the  forces 
which  regulate  the  interaction  between  the  “free” 
drug  and  the  receptor  necessary  for  the  selective 
rsponse  associated  with  this  drug.  The  concentra- 
tion of  the  “free”  drug  at  the  level  of  the  target 
cells,  its  affinity  with  the  receptor  macromolecules, 
and  the  biochemical  events  subsequently  set  in 
action  determine  the  size  and  duration  of  the 
pharmacological  response4-6.  Thus  molecules  with 
slightly  different  chemical  and  stereochemical  con- 
figuration can  elicit  different  responses  in  the  tar- 
get cells,  and  it  can  be  readily  understood  why, 
for  example,  dextro-  and  levo-  forms  of  the  same 
drug  (e.g.  d-  and  l-  norepinephrine  or  thyroxine) 
possess  significantly  different  pharmacological  ac- 
tivities. 

Since  different  individuals  differ  in  their  sus- 
ceptibility to  the  same  plasma  concentrations  of 
a drug,  it  is  possible  that  the  factors  which  govern 
(Continued  on  next  page) 
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LASMA  BOUND 
DRUG 

II 

RECEPTOR-  INITIATES 

FREE  Ground > drug 


Figure  1.  Drug-Receptor  Interaction 


the  intrinsic  activity  and  affinity  of  a drug  for 
the  same  type  of  receptor  may  vary  in  individuals. 

If  one  drug  is  effective  at  a lower  concentration 
than  another  similar  drug,  the  finding  that  it  is 
more  potent  is  a measure  of  the  relative  affinity 
of  the  two  drugs  for  the  receptors.  Simultaneous 
therapy  with  more  than  one  drug  can  lead  to  com- 
petitive inhibition  of  these  drug-receptor  inter- 
actions. On  the  other  hand,  cases  are  known  where 
multiple  drug  use  can  lead  to  enhanced  drug  ac- 
tion, presumably  by  allosteric  alteration  of  the 
drug-receptor  interactions. 

DRUG  ABSORPTION,  DISTRIBUTION, 
METABOLISM  AND  EXCRETION 

The  potency  of  a drug  is  a function  of  the  num- 
ber of  drug-receptor  complexes  formed  at  a given 
dosage.  As  can  be  seen  from  Figure  2,  this  potency 
depends  not  only  on  the  affinity  of  the  drug  for 
the  receptor,  but  also  on  its  distribution  through- 
out the  body  and  its  rate  of  metabolism  and  ex- 
cretion. Thus  the  drug  requires  not  only  the  ability 
to  react  with  specific  receptor  sites,  but  also  the 
I hysicochemical  characteristics  to  allow  it  to  reach 
its  locus  of  action  in  the  correct  concentration  of 
the  “free'’  state. 

When  each  component  depicted  in  Figure  2 is 
examined  more  closely,  it  can  readily  be  seen  that 
there  are  many  variables  caused  by  different  clini- 
cal conditions  which  wall  affect  the  relationship: 

Plasma  Locus  of 

Bound  / “Free”  / Action 

Drug  / Drug  / Receptor- 

Bound  Drug 

and  thus  account  for  discrepancies  seen  between 
drug  activities  in  different  patients  on  the  same 
dosages  of  drugs.  We  can  now  begin  to  see  the 
need  for  closely  monitoring  the  plasma  levels  of 
drugs  being  used  therapeutically  in  many  types 
of  patients7. 


Figure  2.  Fate  of  a Drug  in  the  Body 


ABSORPTION  OF  DRUG 

Following  the  administration  of  a drug  orally, 
which  is  the  easiest  and  safest  route,  if  it  is  not 
absorbed  through  the  oral  mucosa,  it  has  to  sur- 
vive not  only  destruction  by  the  gastrointestinal 
secretions,  but  also  the  inhibition  of  absorption 
from  the  gastrointestinal  tract  into  the  portal  cir- 
culation due  to  its  complexing  with  food  in  the 
tract8.  Once  absorbed  into  the  bloodstream,  the 
drug  is  then  subject  to  metabolism,  and  possibly 
inactivation,  on  its  passage  through  the  liver;  this 
is  also  the  case  for  drugs  administered  parenter- 
ally. 

PLASMA  BINDING  OF  DRUGS  AND 
DISTRIBUTION  INTO  BODY  COMPARTMENTS 

Havinng  been  absorbed  into  the  bloodstream, 
the  phsyicochemical  properties  of  the  drug  further 
regulate  its  eventual  distribution  throughout  the 
various  body  compartments.  Many  drugs  bind 
well  to  plasma  proteins  and  cellular  components 
of  the  blood,  particularly  to  albumin,  and  are  trans- 
ported throughout  the  body  in  this  bound  form. 
The  extent  of  this  binding  depends  on  the  par- 
ticular drug — very  high  for  digoxin  (>90  per  cent) 
and  low  for  barbital  (5  per  cent).  Thus  the  plasma 
proteins  may  serve  as  a large  storage  depot  for 
the  drug9.  Many  drugs  have  a high  lipid  solubility 
and  can  therefore  be  stored  in  fat  depots  in  the 
body  as  evidenced  by  the  barbiturates. 

The  unbound  drug  exists  in  equilibrium  with  the 
plasma  protein  bound  drug.  Binding  of  drugs  to 
plasma  proteins  prolongs  the  half-life  of  the  drug 
and  protects  the  drug  from  being  released  for 
pharmacological  activity  and  from  being  metabol- 
ized and  subsequently  excreted  from  the  body.  Any 
clinical  disturbances  which  lower  the  quantities 
of  plasma  proteins,  e.g.  hypoalbuminemia  asso- 
ciated with  either  liver  disease  or  kidney  disease, 
would  increase  the  amount  of  “free”  unbound 
drug  which  would  then  be  available  pharmaco- 
logically and  might  lead  to  drug  toxicity. 
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Treatment  of  patients  with  multiple  drugs  can 
also  alter  the  binding  properties  of  the  plasma 
proteins  for  a given  drug  and  may  thus  lead  to 
unexpected  toxic  reactions  from  one  of  the  drugs. 


METABOLISM  AND  EXCRETION  OF  DRUGS 

Most  drugs  need  to  be  metabolized  to  more  polar 
compounds  so  that  they  may  be  filtered  by  the 
glomeruli  of  the  kidneys  and  excreted  in  the  urine. 
The  more  polar  the  drug  and  its  metabolites,  the 
less  their  reabsorption  takes  place  in  the  kidney 
tubules.  This  metabolism  usually  occurs  in  the 
liver,  but  may  occur  in  the  plasma,  the  kidney, 
or  other  tissues.  The  biotransformations  are  per- 
formed by  groups  of  enzymes  embedded  in  the 
membranes  of  the  hepatic  microsomes  (the  smooth 
endoplasmic  reticulum).  These  enzymes  are  plenti- 
ful in  the  liver  and  can  handle  many  types  of 
drugs  as  substrates  as  well  as  naturally  occurring 
biochemicals,  including  the  steroid  hormones. 

The  most  common  types  of  biochemical  re- 
actions these  enzymes  can  perform  are  listed  under 
the  following  headings: 


Oxidation 

N-Dealkylation 

O-Dealkylation 

Hydroxylation 

Sulphoxide  Formation 
N-Oxidation 

Reduction 

Reductase  Activities 

Hydrolysis 

De-esterification 

Activities 

Hydrolysis  Activities 
Conjugation 
Glucuronidation 
Sulphate  Conjugation 
Acetylation 

Methoxylation 

N-methylation 


Theophyline,  Aminopyrine 
Acetophenetidin,  Codeine 
Dilantin®,  Phenacetin, 
Phenobarbital 
Chlorpromazine 
Acetanilid 

Prontosil,  Chloral  Hydrate, 
Chloramphenicol 

Acetanilid 

Procaine 

Phenacetin,  Dilantin® 
Phenobarbital 
Sulfanilimide,  Sulfathia- 
zole,  Prontosil 
Epinephrine,  Ampheta- 
mines 

Theobromine 


Some  of  these  biotransformations  can  also  take 
place  in  the  mitochondrial  and  soluble  fractions  of 
the  liver. 

The  products  of  most  of  these  drug  metabolism 
steps  are  secieted  via  the  Golgi  apparatus  into  the 
bile  and  thus  transported  into  the  gastrointestinal 
tract.  Reabsorption  from  the  gastrointestinal  tract 
into  the  portal  circulation  can  then  occur  and 
transport  these  polar  metabolites  via  the  blood- 
stream to  the  kidneys,  where  they  are  excreted 
in  the  urine.  Those  metabolites  not  reabsorbed 
from  the  gastrointestinal  tract  into  the  entero- 


heptatic  circulation  are  excreted  in  the  feces. 

The  function  of  the  liver,  the  entire  enterohepa- 
tic  circulation,  and  the  kidneys  can,  therefore, 
alter  the  relative  concentrations  of  the  unmetabol- 
ized drug  and  its  metabolites..  Thus,  in  many 
clinical  states  encountered,  particularly  in  diseased 
states  and  old  age,  these  components  may  not  be 
functioning  fully7  9.  This  leads  to  slower  metabol- 
ism of  drugs  and  hence  slower  elimination  of  these 
drugs  from  the  body,  resulting  in  higher  levels  of 
the  unmetabolized  drugs  and  possibly  unsuspected 
toxic  reactions  associated  with  their  therapeutic 
use.  Thereapeutic  levels  of  drugs  should  be  closely 
monitored  in  these  cases. 

Many  of  these  enzymes,  particularly  those  in 
the  oxidation  group,  belong  to  the  cytochrome 
P-450  related  mixed  function  oxidases.  Synthesis 
of  these  enzymes  can  be  induced  by  many  drugs 
and  food  additives10,  resulting  in  lower  levels  of 
an  unmetabolized  therapeutic  drug  in  the  plasma 
than  expected  and  hence  lower  pharmacological 
action  of  the  drug  than  expected.  This  is  com- 
monly observed  when  barbiturates  and  Dilantin® 
are  used  simultaneously  in  the  treatment  of  epi- 
lepsy. 

This  mechanism  also  explains  why  patients  often 
develop  tolerance  to  certain  drugs  (e.g.  barbitur- 
ates and  glutethimide) . Over  a given  time  period 
the  patient’s  liver  can  inactivate  increasing  quan- 
tities of  these  drugs,  and  hence  the  patient  re- 
quires larger  doses  to  maintain  therapeutic  levels 
in  the  bloodstream. 

Metabolism  of  drugs  in  the  liver  does  not  al- 
ways lead  to  their  inactivation.  In  many  cases 
metabolism  of  a drug  leads  to  a metabolite  which 
is  as  active  or  more  active  than  the  administered 
parent  drug  (e.g.  phenacetin).  In  these  cases,  not 
only  must  the  liver  and  kidney  function  of  the 
patient  be  taken  into  account,  but  both  the  un- 
metabolized drug  and  the  active  drug  metabolites 
will  have  to  be  monitored  for  the  correct  thera- 
peutic regulation  of  the  patient. 

It  can  thus  be  readily  seen  that  in  the  many 
clinical  states  where  constant  drug  therapy  of  a 
patient  is  necessary,  as  in  treatment  with  anti- 
epileptic drugs  and  cardiac  glycosides,  all  of  the 
physiological  components  described  above,  which 
regulate  the  plasma  level  of  the  drug,  need  to  be 
constantly  accounted  for.  This  is  best  accomplished 
by  monitoring  the  plasma  level  of  the  therapeutic 
drug.  In  cases  where  combination  drug  therapy  is 
(Concluded  on  page  481) 
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iiadiation  Therapy  In  The  Management  Of  Patients 
With  Breast  Cancer  --  Why,  Where,  And  When? 


Following  Mastectomy  For  Cure  Radia- 
tion Should  Be  Reserved  For  Local  Or 
Regional  Recurrence. 


By  Banice  M.  Webber.  M.D.  and  Arvin  S.  Giicks- 
man,  M.D. 

Breast  cancer  is  the  most  common  carcinoma  in 
females  in  the  United  States,  with  a mortality  in 
white  females  of  25.51  per  100,000.  The  mortality 
rate  in  the  state  of  Rhode  Island  is  even  higher, 
29.85  per  100, 000. 1 This  is  the  second  highest  state 
mortality  rate  in  the  nation.  Kent  County  and 
Providence  County  in  Rhode  Island  have  even 
higher  mortality  rates  of  30.6  and  30.2  per  100,- 
000. 

Breast  carcinoma  presents  clinically  as  a wide 
spectrum  of  disease,  ranging  from  the  patient  with 
minimal  sub-clinical  cancer  diagnosed  only  on  the 
basis  of  mammography  to  the  individual  with  far- 
advanced  metastatic  breast  carcinoma.  Radiation 
therapy  has  a role  in  the  treatment  of  patients  at 
all  stages  of  this  disease  spectrum.  It  is  the  pur- 
pose of  this  review  to  examine  some  of  these  ap- 
plications in  various  disease  states. 

MINIMAL  DISEASE 

Staging  is  of  utmost  importance  in  any  consid- 
eration of  carcinoma  of  the  breast.  The  general 
principle  of  staging  as  published  by  the  Interna- 

BAXICE  M.  WEBBER,  M.D..  and  ARVIN  S. 
GLICKSMAX,  M.D.,  Department  of  Radiation 
Oncology,  Rhode  Island  Hospital,  Providence, 
Rhode  Island. 

This  is  the  second  in  a series  of  papers  on  the  cur- 
rent status  of  Oncology  sponsored  by  the  Depart- 
ment. 


tional  Union  Against  Cancer  (UICC)2  is  summar- 
ized as  follows:  “The  immediate  purpose  of  stag- 
ing is  to  facilitate  the  accurate  concise  description 
of  the  apparent  extent  of  the  disease  in  a way  that 
can  readily  be  communicated  to  others  and  repro- 
duced by  them.  What  is  needed  is  simply  an  agree- 
ment on  the  recording  of  such  precise  information 
on  the  extent  of  the  disease  as  to  make  possible 
the  combination  or  recombination  of  cases  accord- 
ing to  any  agreed  plan.”  (Table  I).  Survival  rates 
differ  significantly  from  one  stage  to  another  with 
the  worst  survival  associated  with  the  highest 
stage.  In  both  the  UICC  and  American  Joint  Com- 
mittee staging  systems,  the  tumor  is  classified  by 
T (tumor  size)  and  X (nodal  status).  The  Ameri- 
can Joint  Committee  classification  is  most  fre- 
quently used  in  the  United  States.  It  differs  from 
the  UICC  class  of  staging  system  in  that  a T4 
category  exists  as  well  as  an  N3.  T4  is  a tumor 
more  than  10  cm  in  size,  skin  involvement  not  be- 
yond the  breast,  with  chest  wall  fixation.  X3  cate- 
gory includes  supraclavicular  nodes.  The  American 
classification  considers  supraclavicular  nodes  as 
Stage  IV.  If  one  looks  at  survival  statistics,  the 
T1  XO.  T2  Xo  — Stage  I tumors  — have  a very 
good  prognosis.  T4  lesions,  regardless  of  the  X 
status,  have  a poor  prognosis  (Fig.  1). 

The  process  of  staging  makes  no  specific  allow- 
ance for  tumors  of  different  types  and  biological 
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TABLE  I.  Breast  Cancer  Staging 


AJC  (abridged) 


UICC  (abridged) 


f'f'LE  II.  Clinical  staging,  MD  grading  and  nodal  rnetastases  — 
Additional  analysis  of  nodal  rnetastases  in  Stages  I,  II  and  III 
gives  the  following  15-year  survival  figures: 


TNM  Classification 


Tl 

Less  than  2 cm. 

Tl 

Less  than  2 cm. 

No  skin  fixation 

No  skin  fixation 

T2 

More  than  2 cm. 

t2 

2-5  cm. 

Skin  dimpled 

Skin  tethered  or  dimpled 

No  pectoral  fixation 

No  pectoral  fixation 

T3 

Any  si/e  wi  th: 

skin  infiltration,  ulceration 
peau  d' orange  or  edema 
pectoral  or  chest  wall  fixation 

t3 

5-10  cm. 

Skin  infiltrated  or  ulcerated 
Pectoral  fixation 

t4 

More  than  10  cm. 

Skin  involvement  not  beyond  breast 
Chest  wal 1 fixation 

"a 

No  nodes 

"o 

No  nodes 

N1 

Axillary  r.odes  movable 

"l 

Axillary  nodes  movable 

significant 

(a)  not  significant 

(b)  significant 

N2 

Axillary  nodes  fixed 

N2 

Axillary  nodes  fixed 

n3 

Supraclavicular  nodes 

Edema  of  arm 

Stage-group 

With  MO,  classification  by  T an 

STAGE  I UNO,  T2N0 

STAGE  II  T1N1 , T2N1  (all  Nl  except  T3) 

STAGE  III  T3N0;  T3N1 ; T3N2;  T1N2, 

T2N2;(and  any  combination  of 
T1.T2.T3  with  N2). 

STAGE  IV  With  Ml,  Stage  must  be  IV. 


N gives  stages  as  follows: 

STAGE  I T1N0;  T2N0 

STAGE  II  TlNlj  T2N1 

STAGE  III  T1N2;  T2N2;  T1N3;  T2N3; 

T3N0;  T4N0,  T3N1  , T4N1 ; 
T3N2;  T4N2 ; T3N3;  T4N3. 

STAGE  IV  With  Ml,  Stage  must  be  IV. 


A comparison  of  the  AJC  and  UICC  methods  of 
staging  breast  cancer.  The  AJC  staging  system  has 
no  T4  lesion  and  no  N3  classification. 


Stage  1 

M++D- 

M++D+ 

M++D++ 

M+D- 

M+0+ 

Stage  II 

M++D- 

M++D+ 

M++0++ 

M+D- 

M+0+ 

Stage  III 

M++D- 

M++D+ 

M++D++ 

M+D- 

M+D+ 


Number 

a 1 i 

ve  15 

years  or  more 

+ 

Nodes 

- 

Nodes 

0 

out 

of 

3 

0 

out 

of 

2 

1 

out 

of 

8 

11 

out 

of 

14 

3 

out 

of 

6 

6 

out 

of 

6 

3 

out 

of 

4 

3 

out 

of 

4 

3 

out 

of 

6 

6 

out 

of 

6 

1 

out 

of 

11 

No  cases 

5 

out 

of 

18 

3 

out 

of 

6 

6 

out 

of 

14 

7 

out 

of 

10 

2 

out 

of 

5 

4 

out 

of 

4 

3 

out 

of 

6 

2 

out 

of 

2 

1 

out 

of 

29 

0 

out 

of 

2 

4 

out 

of 

41 

2 

out 

of 

7 

7 

out 

of 

25 

4 

out 

of 

8 

1 

out 

of 

7 

1 

out 

of 

2 

1 

out 

of 

12 

2 

out 

of 

4 

(Adapted  from  I.M.E.  Hamlin,  British  Journal  of 
Cancer,  Vol.  22:  383-401,  Sept.,  1968.)  M equals 
histologic  grade  of  tumor,  moderately  differ- 

entiated or  undifferentiated,  M+  well  differentiated. 
D relates  to  host  resistance  reaction,  U — little  evi- 
dence of  host  resistance  reaction,  D-(-  moderate  evi- 
dence of  host  resistance  reaction,  D+  + high  evi- 
dence of  host  resistance  reaction. 


T,  Less  than  2 cm 

No  skin  fixation 
T2  More  than  2 cm 

Skin  dimpled 
No  pectoral  fixation 
T;,  Any  size  with: 

skin  infiltration,  ulceration 
peau  d’orangc  or  oedema 
pectoral  or  chest  wall  fixation 

N0  No  nodes 

N , Axillary  nodes  movable,  significant 


vec 


Fig.  1. 

(From  H.  H.  Harmer  Classification  of  Staging  of 
Breast  Cancer,  First  Imperial  Cancer  Research  Fund 
Symposium,  October,  1965.)  Prognosis  as  related 
to  stage. 


properties,  although  this  might  be  built  into  the 
status  of  the  patient  when  first  seen.  Histologic 
grading  attempts  to  classify  patients  with  cancer 
according  to  he  potential  malignancy  and  likely 
rate  of  progress  of  their  tumors.  Grading  is  based 
entirely  upon  microscopic  appearance,  the  essential 
features  being  the  amount  cf  differentiation  of  the 
tumor  toward  the  normal  tissue  pattern  and  the 
degree  to  which  cellular  or  nuclear  pleomorphism 
and  mitotic  activity  are  present.  The  main  ob- 
jections to  grading  are  possible  variations  in  his- 
tologic architecture  in  different  parts  of  the  same 
primary  tumor,  and  between  the  parent  tumor  and 
its  rnetastases.  Bloonr*  reported  an  82  per  cent 
agreement  in  the  grade  of  axillary  node  and  tumor 
ir  the  breast  in  400  cases  studied.  Using  a sim- 
plification of  the  standard  Broder's  grading  sys- 
tem, Bloom  has  categorized  tumors  of  high  grade 
and  of  low  grade  malignancy  and  assigns  the  rest 
to  an  intermedate  grade.  He  reviewed  over  1,300 
patients  with  breast  cancer  and  correlated  grading 
with  five  year  survival..  Grade  III  tumors,  al- 
though clinically  Stage  I,  had  a prognosis  com- 
parable to  Grade  I tumors  of  clinical  Stage  III.  In 
fact,  even  in  Stage  IV,  a Grade  I tumor  carried 
(Continued  on  next  page) 
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a prognosis  comparable  to  a Grade  III  tumor 
Stage  II.  Thus,  it  is  evident  that,  in  comparing 
one  set  of  survival  statistics  against  another,  the 
tumor  grade  might  be  responsible  for  differences 
rather  than  the  choice  of  therapy. 

While  the  histologic  tumor  grade  is  based  on 
nuclear  differentiation,  .another  aspect  of  tumor 
histology  relates  to  lymphocytic  infiltration  and 
sinus  histiocytosis  in  the  regional  lymph  nodes. 
These  aspects  of  tumor  histology  apparently  re- 
late to  the  host  defense  mechanisms.  Iris  Hamlin4 
reviewed  the  slides  of  272  patients  who  had  had 
a radical  mastectomy  between  1935  and  1945  at 
the  Royal  Marsden  Hospital  in  London.  In  order 
to  present  in  numerical  form  an  overall  picture 
of  the  host  defense  reaction,  scores  indicating  the 
density  of  lymphocytes  and  plasma  cells  in  and 
around  the  tumor  and  the  intensity  of  the  reaction 
of  the  lymph  nodes  were  added  together,  the  scor- 
ing being  done  in  such  a way  that  high  score  de- 
noted intense  reaction  and  vice  versa.  The  score 
was  then  correlated  with  the  grade  of  malignancy 
of  the  tumor  and  survival  time  (Table  II).  Capital 
M relates  to  the  histologic  grading  of  the  tumor 
as  done  by  Bloom  and  M + + represents  a moder- 
ately differentiated  or  undifferentiated  tumor,  and 
M + a well  differentiated  tumor.  D — - indicates  a 
low  score  and  D + a high  score  for  host  defense 


reaction.  In  Stage  I,  where  there  was  a high  grade 
of  malignancy  and  no  host  reaction,  there  were 
no  survivors,  while  there  was  a high  grade  of  dif- 
ferentiation of  the  tumor  and  host  defense  re- 
action, about  three-quarters  of  the  patients  sur- 
vived for  15  years.  In  all  stages  of  cancer  of  the 
breast,  the  same  pattern  emerged.  Where  there 
was  a high  degree  of  cellular  differentiation  of  the 
tumor  and  a good  host  defense  response,  survival 
was  good.  Thus,  clinical  staging  alone  is  not  the 
onlv  Drognostic  aide  of  importance.  The  histologic 
characteristiccs  of  the  tumor  and  evidences  of  host 
defense  mechanisms  also  contribute  significantly 
to  the  ultimate  outcome  of  these  cases.  Further 
investigations  to  determine  the  relationship  of 
these  histologic  characteristics  with  other  immuno- 
logic phenomena  in  the  host  are  required. 

In  spite  of  these  factors  the  patient  with  a small 
tumor  traditionally  has  been  considered  to  be 
earlier  in  the  evolution  of  her  disease  than  the 
patient  who  is  seen  with  a large  primary  carcinoma 
of  the  breast.  As  palpable  metastases  in  the  axilla 
become  clinically  evident,  the  disease  is  considered 
to  be  clinically  more  advanced,  and  is  therefore 
staged  as  a more  advanced  cancer.  Thus,  those 
patients  with  early  (i.e.,  small)  breast  tumors 
have  been  considered  to  be  more  amenable  to  cure 
by  the  standard  surgical  methods  than  those  pa- 
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Fig.  2. 

Rhode  Island  Hospital  Protocol  for  the  Management  of  Patients  with  Stage  III  Carcinoma  of  the  Breast. 
Patients  will  receive  preoperative  irradiation  followed  by  surgery,  and  will  then  be  randomized  into  no 
chemotherapy  or  five-drug  chemotherapy,  the  so-called  “Cooper  regimen.” 
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Fig.  i.  (F.  G.).  Treatment  of  local  recurrence  with  one  simple  anterior  field  (4|. 


FFCA  BREAST 

Ant 


Fig.  -4.  (F.  F.).  Treatment  of  local  recurrence  with  two  adjacent  fields  on  a Hat  surface  (4|. 

Figs.  3 and  4 

(From  F.  C.  H.  Chu,  The  Role  of  Election  Beam 
Therapy  in  the  Treatment  of  Breast  Cancer,  Fron- 
tiers Radiation  Therapy  Oncology  Vol.  2:  224-237, 
1068.)  The  advantages  of  electron  beam  therapy  in 
the  treatment  of  chest  wall.  It  is  noted  that  the 
delivered  dose  of  radiation  falls  from  90%  to  less 
than  10%  within  a very  few  centimeters,  and  the 
underlying  lung  is  spared. 


tients  with  more  advanced  disease. 

Since  its  introduction  at  the  turn  of  the  cen- 
tury, the  classical  radical  mastectomy  — the  Hal- 
sted  operation  — - has  been  considered  the  treat- 
ment of  choice  for  all  operable  breast  cancers,  re- 
gardless of  stage.  However,  over  the  past  two 
decades  this  concept  repeatedly  has  been  chal- 
lenged, and  the  work  of  McWhorter, 5 Patey,6  Mus- 
takallio,  7>  8 Crile,9  and  others  has  led  the  way  to 
the  concept  that  ‘'early''  carcinomas  of  the  breast 
can  be  selected  for  more  conservative  surgical  man- 
agement. In  such  cases  radiation  therapy  has  a 
major  role  in  the  primary  management  of  the  dis- 
ease. Starting  with  the  work  of  McWhirter  in  the 
late  1940s,  it  became  evident  that  patients  treated 
by  simple  mastectomy  followed  by  comprehensive 


radiation  to  the  node-bearing  areas  have  an  ulti- 
mate care  rate  which  equals  that  of  patients  treated 
by  radical  mastectomy. 

A randomized  clinical  trial  performed  by  Kaae 
and  Johanssen19  in  Denmark  compared  the  con- 
servative McWhirter  procedure  (simple  mastec- 
tomy followed  by  radiation)  with  an  extended 
radical  mastectomy  similar  in  concept  to  the  pro- 
cedure popularized  in  this  country  by  Urban,  and 
which  included  dissection  of  the  internal  mam- 
mary as  well  as  the  axillary  nodes.  A total  of  333 
patients  were  treated  by  simple  mastectomy  and 
postoperative  radiotherapy,  and  335  by  extended 
radical  mastectomy.  The  five  and  10  year  survival 
rates  and  recurrence-free  survival  rates  were  iden- 
tical in  the  two  groups.  The  incidence  of  local- 
regional  recurrences  foliowing  the  two  methods 
of  treatment  was  approximately  the  same.  In  the 
locally  or  regionally  more  advanced  cases  the  in- 
cidence of  local  recurrence  was  slightly  higher 
following  extended  radical  mastectomy,  but  this 
did  not  influence  the  incidence  of  distant  meta- 
stases.  Their  study  demonstrated  conclusively  that 
those  patients  treated  by  the  surgically  more  con- 
servative approach  did  exactly  as  well  or  as  poorly 
as  those  treated  by  the  more  radical  operation. 

The  success  of  the  McWhirter  method  of  treat- 
ment led  investigators  to  question  the  need  for 
simple  mastectomy  in  all  cases,  and  sporadic  re- 
ports began  to  appear  regarding  the  feasibility  of 
treating  patients  by  local  tumor  excision  followed 
by  radiation  to  the  breast  and  node-bearing  areas. 
These  investigations  were  in  part  encouraged  by 
Mustakallio’s7  report  in  1954,  in  which  he  indi- 
cated that  he  had  treated  a large  number  of  pa- 
tients in  this  manner  over  a period  of  approxi- 
mately 20  years,  and  had  achieved  results  which 
were  equivalent  to  those  seen  in  patients  treated 
by  radical  mastectomy.  In  Stage  I cases  he 
achieved  an  84  per  cent  five  year  survival  rate. 
While  this  method  has  not  received  significant 
support  in  the  United  States,  a randomized  clini- 
cal trial  was  conducted  in  England  and  was  re- 
ported in  1972  by  Atkins,  et  al.n  In  this  study 
patients  over  the  age  of  50  with  Stage  I and  Stage 
1 1 carcinoma  of  the  breast  were  randomized  in 
two  groups,  one  with  treatment  by  simple  tumor 
excision  followed  by  irradiation  to  the  breast  and 
node-bearing  areas,  and  the  other  with  treatment 
bv  radical  mastectomy  followed  by  postoperative 
irradiation.  In  patients  with  clinical  Stage  I dis- 
ease. those  who  had  no  palpable  axillary  lymph 
(Continued  on  next  page) 
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nodes  at  the  time  of  surgery,  the  results  with  the 
conservative  operation  and  radiation  were  iden- 
tical to  those  treated  by  the  radical  procedure.  In 
patients  with  Stage  II  carcinoma,  however,  those 
with  radical  mastectomies  had  a distinctly  superior 
survival  rate  at  five  and  10  years.  It  was  the  con- 
clusion of  this  study  that  the  procedure  of  local 
excision  and  radiation  therapy  was  indicated  in 
those  patients  with  early  breast  carcinoma  only. 

In  1972  Mustakallio8  again  reported  his  experi- 
ence with  his  conservative  method  of  manage- 
ment, this  time  reporting  his  lifetime  experience, 
and  again  showed  that  in  patients  who  have  been 
followed  for  as  long  as  30  years  following  local 
excision  and  radiation,  ihe  final  results  were  not 
only  satisfactory',  but  equivalent  to  those  obtained 
by  radical  mastectomy.  Other  smaller,  but  never- 
theless significant,  series  of  patients  so  treated 
have  been  reported  by  Wise,  Mason  and  Acker- 
man12, Crile9,  and  Peters13. 

Rissanen  and  Holsti14  have  published  an  analy- 
sis of  patients  treated  by  Mustakallio  and  docu- 
mented those  patients  who  failed.  It  is  again  ob- 
vious in  analyzing  these  data,  that  patients  with 
clinically  advanced  disease  — in  this  report  large 
tumors  (those  classified  as  T2  and  T3),  have  a 
higher  rate  of  local  failure  and  a significantly 
worse  prognosis  than  those  with  small  tumors.  In 
summary,  therefore,  one  may  conclude  that  pa- 
tients with  small  primary  breast  carcinoma  — 
those  2 cm  in  diameter  and  smaller,  and  without 
clinical  evidence  of  axillary  metastasis  — have  as 
gocd  a chance  of  permanent  control  of  their  dis- 
ease by  treatment  with  local  excision  and  radiation 
as  by  radical  mastectomy. 

As  more  patients  are  being  screened  by  modern 
diagnostic  techniques,  utilizing  mammography  and 
thermography,  more  women  with  early  disease  are 
encountered,  and  there  is  little  question  that  such 
patients  can  be  treated  successfully  utilizing  this 
approach.  While  local  excision  and  intensive  ir- 
radiation appear  to  have  found  a definite  place 
in  the  management  of  the  patient  with  ‘'early” 
breast  cancer,  it  is  quite  possible  that  there  are 
patients  who  might  be  appropriately  selected  for 
management  by  local  excision  alone.  Crile’s  work 
in  this  area  would  appear  to  indicate  that  such 
management  is  rational  and  effective  in  properly 
chosen  patients.  In  the  future  one  might  foresee 
treatment  of  some  breast  cancers  by  local  excision 
and  adjuvant  chemotherapy,  possibly  in  combina- 
tion with  immunotherapeutic  methods  of  treat- 
ment. 


RADIATION  THERAPY  IN  THE  MANAGEMENT 

OF  THE  MORE  ADVANCED  BUT  OPERABLE 
CASE 

While  conservative  surgery'  and  radiation  are 
beginning  to  be  recognized  as  having  a legitimate 
place  in  the  management  of  early  breast  cancer, 
it  is  clear  that,  in  this  country  at  least,  most  pa- 
tients will  continue  to  be  treated  by  standard  radi- 
cal mastectomy  or  some  modification  thereof. 
What  is  the  role  of  radiation  therapy  in  the  man- 
agement of  such  patients?  Traditionally,  those 
patients  who  are  found  to  have  pathologic  mani- 
festations of  advanced  cancer  following  radical 
mastectomy  have  been  referred  for  postoperative 
radiation  therapy.  Thus,  patients  with  large  tu- 
more,  those  with  extensive  axillary  metastasis, 
those  with  tumor  infiltrating  skin  or  pectoralis 
fascia,  or  those  with  centrally  or  medially  located 
primary  tumors  are  often  referred  for  such  post- 
operative radiation.  .While  this  treatment  has  tra- 
ditionally been  offered,  there  is  no  unequivocal 
data  that  it  offers  any  advantage  in  terms  of  the 
patient’s  ultimate  prognosis. 

An  attempt  to  resolve  the  question  as  to  whether 
the  patient  benefited  by  receiving  postoperative 
radiation  therapy  was  first  attempted  by  a ran- 
domized clinical  trial  conducted  between  1948  and 
1955  at  Christy  Hospital  in  Manchester,  England, 
by  Patterson,  et  al15.  Patients  were  randomized 
respecting  no  postoperative  irradiation  or  post- 
operative therapy.  Those  receiving  postoperative 
therapy  were  treated  by  one  of  two  methods. 
Analysis  of  this  case  material  revealed  that  the 
ultimate  survival  rate  was  not  improved  in  those 
patients  who  had  received  postoperative  irradia- 
tion. However,  the  local  recurrence  rate  was  defi- 
nitely diminished.  There  was  some  hint  that  pa- 
tients who  received  postoperative  radiation  therapy 
may  have  had  a higher  instance  of  hepatic  meta- 
stases. 

In  the  United  States  more  recently  a large  ran- 
domized trial  was  conducted  under  the  direction 
of  Bernard  Fisher.16  This  was  a clinical  coopera- 
tive study  involving  many  institutions  which  at- 
tempted to  answer  the  question  as  to  the  value 
of  adjuvant  chemotherapy  and  postoperative  radia- 
tion therapy  in  the  management  of  breast  cancer. 
As  far  as  radiation  therapy  was  concerned,  the 
study  again  confirmed  the  earlier  report  by  Pat- 
terson,15 demonstrating  that  those  patients  who 
received  postoperative  radiation  had  a lower  in- 
cidence of  local  recurrence  but  did  not  have  a sta- 
tistically different  survival  rate.  At  present  a clini- 
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cal  trial  is  in  progress  at  the  Radiumhemmet  in 
Stockholm,  in  which  patients  with  operable  carci- 
noma of  the  breast  are  divided  into  three  random 
groups,  a group  receiving  radical  mastectomy 
alone,  a second  treated  by  preoperative  irradiation 
and  radical  mastectomy,  and  a third  treated  by 
radical  mastectomy  and  postoperative  irradiation. 
An  early  analysis  of  the  material7  collected  thus 
far  in  this  study,  which  now  represents  some  600 
patients,  indicates  that  the  survival  rates  in  all 
three  groups  are  identical,  but  that  those  patients 
who  received  radiation,  either  preoperative  or 
postoperative,  have  a lower  incidence  oif  local  re- 
currence. 

As  these  data  have  accumulated,  other  investi- 
gators have  begun  to  suggest  the  possibility  that 
postoperative  irradiation  may,  in  fact,  be  harmful 
to  these  patients.  Some  years  ago,  Dao18  at  the 
Roswell  Park  Memorial  Institute  reported  an  in- 
crease in  pulmonary  metastasis  on  the  side  where 
the  chest  wall  had  been  irradiated.  However,  this 
could  not  be  substantiated  by  a careful  review  of 
the  case  material  of  the  Breast  Service  at  Memo- 
road  Hospital  as  published  by  Chu,  et  al ,19 

In  1967,  at  a meeting  on  breast  cancer  held  in 
Cambridge,  England,  W.  H.  Bond20  of  the  United 
Birmingham  Hospitals  reviewed  the  results  of  the 
management  of  carcinoma  of  the  breast,  Stages  I 
and  II,  in  the  years  1936  to  1960.  Of  a total  of 
6,755  patients,  some  were  treated  with  local  re- 
section and  others  with  radical  mastectomy.  Some 
received  postoperative  radiotherapy  and  others  did 
not.  There  was  no  significant  difference  in  sur- 
vival rate  as  between  the  two  operations.  If  nodes 
were  involved,  radical  or  local  surgery,  with  or 
without  supplemental  radiotherapy,  resulted  in 
identical  survival  rates.  However,  when  supple- 
mental radiation  therapy  was  given  in  node-nega- 
tive cases  following  both  radical  and  simple  mas 
tectomy,  there  was  a highly  significant  fall  of  9 
per  cent  in  the  five  year  survival.  Since  there  was 
one  chance  in  10,000,000  that  this  was  a random 
observation,  we  must  accept  the  reduced  survival 
as  resulting  from  the  use  of  radiation. 

The  depressant  effect  of  irradiation  on  the  func- 
tion of  the  lymphoid  system  and  on  the  circulating 
lymphocyte  count  has  been  known  almost  since 
irradiation  was  first  used.  If  some  sort  of  host 
defense  response  as  described  by  Miss  Hamlin  re- 
flects an  immunologic  reaction  to  the  tumor,  then 
the  poor  survival  of  those  patients  receiving  post- 
operative radiation  may  be  partially  the  result 


of  depression  of  the  immunologic  reaction  to  the 
tumor,  while  the  poorest  survival  of  those  patients 
receiving  postoperative  irradiation  may  be  par- 
tially the  result  of  depression  of  the  host  defense 
response. 

Other  more  recent  studies  indicate  that  there  is 
a significant  T-cell  depression  in  patients  who  re- 
ceive postoperative  irradiation  following  mastec- 
tomy. The  work  of  Stjernsward21  has  demonstrated 
this  depression  and  has  also  shown  that  delayed 
hypersensitivity  is  diminished  in  the  skin  of  the 
treated  chest  wall  as  opposed  to  the  opposite  side. 
Persistent  lymphocyte  depletion  occurs  in  such 
patients;  he  has  postulated  that  this  implies  a 
significant  immunologic  deficit. 

Survival  figures  indicate  that  all  patients  who 
receive  radiation  to  the  chest  wall  are  not  placed 
in  a state  of  significant  liability  vis-a-vis  their 
disease.  It  is,  nevertheless,  entirely  possible  that 
a small  subset  of  patients  are  harmed  by  this  treat- 
ment. As  yet  there  is  no  method  to  identify  those 
cases  who  will  be  placed  in  jeopardy  by  receiving 
postoperative  irradiation.  If  the  patient  is  care- 
fully observed  following  mastectomy,  however,  so 
that  recurrent  or  metastatic  disease  can  be  treated 
at  the  time  of  its  first  clinical  manifestations, 
there  would  appear  to  be  little  rationale  in  sub- 
jecting large  numbers  of  patients  (as  many  as  20 
per  cent  of  all  patients  receiving  radiation  treat- 
ment in  therapy  departments)  to  a course  of  post- 
operative irradiation  in  order  to  diminish  the  ap- 
pearance of  local  manifestations  of  the  disease  in 
60-70  per  cent  of  those  who  ultimately  fail.  These 
patients  can  be  treated  at  the  time  of  local  re- 
currence with  a high  probability  of  success. 

RADIATION  THERAPY  IN  THE  MANAGEMENT 
OF  THE  LOCALLY  ADVANCED  CASE 

As  previously  noted,  the  prognosis  significantly 
diminishes  in  carcinoma  of  the  breast  as  the  stage 
of  the  disease  at  diagnosis  advances.  Thus,  as  the 
tumor  increases  in  size,  and  as  axillary  nodes  be- 
come clinically  apparent,  the  prognosis  worsens. 
The  American  Joint  Committee  stages  breast  car- 
cinomas of  any  size  with  skin  infiltration,  ulcera- 
tion, peau  d’orange,  or  edema  as  Stage  III.  Those 
with  smaller  primary  lesions  but  with  fixed  axillary 
nodes  are  also  considered  to  be  Stage  III.  In  such 
cases  the  five  year  survival  is  in  the  range  of  only 
10  to  20  per  cent.  Many  such  patients  have  in- 
operable tumors  at  the  time  of  first  examination 
(Continued  on  next  page) 
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by  virtue  of  extensive  cutaneous  involvement.  Even 
chose  patients  who  appear  to  have  clinically  oper- 
able lesions  are  nevertheless  extremely  poor  prog- 
nostic risks  in  terms  of  prolonged  survival.  The 
critical  issue  in  such  cases  is  not  merely  the  ob- 
taining of  local  control,  since  relatively  simple 
non-mutilating  surgery  or  non-destructive  radio- 
therapy has  a high  probability  of  achieving  this 
goal.  The  issue  is  the  control  of  clinically  undiag- 
nosed. metastatic  deposits  which,  although  present, 
cannot  be  identified  by  any  diagnostic  means  yet 
available.  Because  of  these  deposits,  local  treat- 
ment otf  any  form  cannot  significantly  affect  the 
ultimate  prognosis,  The  goal  of  successful  man- 
agement in  such  patients  therefore  would  be  treat- 
ment which  would  maximize  the  possibility  of  pro- 
longed local  control  of  the  tumor  and,  at  the  same 
time,  either  eliminate  or  diminish  the  growth  po- 
tential of  microscopic  metastatic  deposits  present 
when  the  patient  is  first  seen. 

Although  single  agent,  adjuvant  chemotherapy 
given  as  a single  course  at  the  time  of  mastectomy 
has  not  benefited  these  patients,  there  has  been 
no  systematic  evaluation  of  the  use  of  prolonged 
treatment  with  multiple  chemical  agents  following 
local  control.  At  the  Rhode  Island  Hospital  (Fig. 
2)  a protocol  has  been  devised  which  will  attempt 
to  insure  the  maximum  probability  of  local  con- 
trol to  such  patients  and  also  attempt  to  test  the 
hypothesis  that  sub-clinical  micrometastases  can 
be  destroyed  or  their  growth  delayed  by  the  addi- 
tion of  chemotherapeutic  agents.  Thus,  patients 
with  Stage  III  carcinoma  of  the  breast  will  be 
treated  by  a course  of  radiation  to  the  breast  and 
to  their  peripheral  node-bearing  areas.  The  cases 
will  be  re-evaluated  with  the  surgeon  after  4,000 
rads  have  been  administered  to  the  breast;  and, 
if  it  is  felt  that  the  breast  can  be  safely  removed 
without  gross  tumor  cut-through,  an  appropriate 
mastectomy  will  be  performed.  In  the  presence 
of  palpable  low  axillary  disease,  it  is  anticipated 
that  these  nodes  will  be  excised  in  continuity  with 
the  breast  at  the  time  of  mastectomy.  Following 
local  irradiation  and  mastectomy,  these  patients 
will  be  randomized  in  two  groups,  one  with  no 
further  treatment  and  one  with  treatment  with 
multiple  chemotherapeutic  agents  over  an  extended 
period  of  time.  It  is  proposed  that  the  chemo- 
therapy administered  will  duplicate  the  so-called 
Cooper22  regimen,  utilizing  vincristine,  5-fluoroura- 
cil,  methotrexate,  cyclophosphamide,  annd  predni- 
sone in  combination,  which  regimen  has  been  used 


successfully  in  the  management  of  patients  with 
far-advanced  breast  cancer  with  a 50  per  cent 
objective  remission  rate  in  these  cases. 

This  approach  is  rational  and  will  afford  the 
patient  her  best  opportunity  of  extended  local  con- 
trol and  at  the  same  time,  hopefully,  reduce  the 
ultimate  manifestations  of  disseminated  disease. 
Whether  a significant  prolongation  in  life  will  ob- 
tain from  such  treatment  or  whether  the  occur- 
rence of  distant  metastasis  will  only  be  delayed 
remains  to  be  seen.  That  the  combination  of  pre- 
operative irradiation  and  surgery  can  result  in 
effective  longterm  local  control  in  patients  with 
Stage  III  carcinoma  of  the  breast  has  been  well 
demonstrated  in  several  series.  A recent  example 
is  the  report  of  Vaeth23,  et  al,  in  which  he  demon- 
strated that  16  of  27  patients  with  Stage  III  carci- 
noma of  the  breast  became  operable  following  a 
course  of  preoperative  irradiation.  Eleven  of  these 
have  survived  18  months  to  six  years  following 
such  combined  treratment  without  evidence  of  re- 
current disease. 

RADIATION  THERAPY  IN  THE  MANAGEMENT 
OF  THE  FAR-ADVANCED  CASE 

At  best,  50  per  cent  of  patients  who  have  been 
treated  for  primary  breast  cancer  will  ultimately 
require  additional  treatment  for  failure  of  per- 
manent disease  management.  Even  in  Stage  I, 
■‘early  cases,’’  a 20  per  cent  failure  rate  is  to  be 
anticipated.  Since  cancer  is  often  a hormonally 
dependent  tumor,  these  patients  may  respond  to 
systemic  management  with  hormonal  agents;  and 
as  noted  above,  a significant  number  of  patients 
will  respond,  at  least  temporarily,  to  appropriate 
chemotherapeutic  management.  There  is,  however, 
a significant  role  for  radiation  therapy  in  the 
management  of  these  patients  for  the  local  mani- 
festations of  their  disease.  The  systemic  manage- 
ment of  the  patients  with  breast  cancer  by  alter- 
ing the  hormonal  milieu  was  first  described  by 
Beatron24  at  the  end  of  the  19th  century.  He  first 
described  the  effects  of  oophorectomy  on  the  pa- 
tient with  far-advanced  breast  cancer.  Even  today, 
about  75  years  later,  oophorectomy  in  a premeno- 
pausal woman  with  far-advanced  breast  cancer 
still  offers  the  best  chance  of  tumor  response  of 
any  form  of  systemic  management.  Unfortunately, 
even  this  response  occurs  at  best  in  only  about  40 
per  cent  of  patients  and  in  most  series  is  apt  to 
be  of  significantly  lower  incidence. 

All  other  methods  of  systemic  management  of 
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far-advanced  breast  cancer  — such  as  the  use  of 
exogenous  hormones,  ablation  of  the  adrenals  or 
the  pituitary,  or  various  chemotherapeutic  ap- 
proaches — offer  significantly  less  in  terms  of 
anticipated  response.  The  patient  with  far-ad- 
vanced carcinoma  of  the  breasts  therefore  invari- 
ably suffers  from  local  manifestations  of  meta- 
static disease  during  her  clinical  course.  These  are 
best  managed  by  local  radiation  therapy.  Some  of 
the  more  unusual  manifestations  of  local  disease, 
which  can  be  well  managed  by  radiation,  will  be 
discussed. 

Recurrence  of  cancer  on  the  chest  wall  is  a 
catastrophic  event.  It  is  most  frequently  a har- 
binger of  the  simultaneous  appearance  of  other 
distant  metastases  and  also  remains  as  a constant 
visible  reminder  of  the  disease  whenever  the  pa- 
tient disrobes.  This  type  of  recurrence,  when  far- 
advanced,  can  be  a most  vicious  manifestation, 
resulting  in  a fixed  en  cuirasse  plaque  of  tumor 
extending  across  the  entire  chest  wall,  occasion- 
ally with  deep  ulcerations  extending  through  the 
entire  thickness  of  the  skin  and  muscle  to  the  un- 
derlying ribs.  It  has  been  previously  noted  that 
the  only  significant  proven  advantage  of  post- 
operative irradiation  in  patients  who  had  had  radi- 
cal surgery  is  in  the  statistically  significant  reduc- 
tion in  the  number  of  patients  who  develop  such 
recurrent  disease  on  the  chest  wall.  In  patients 
who  have  not  had  prior  treatment  with  supervol- 
tage irradiation,  however,  chest  wall  recurrences 
can  be  treated  with  supervoltage  irradiation  in  a 
manner  technically  similar  to  the  treatment  of  the 
prophylactic  postoperative  case. 

When  the  patient  has  had  a full  course  of  post- 
operative irradiation  and  presents  with  recurrence 
in  the  previously  irradiated  field,  the  problem  is 
somewhat  different.  In  these  cases  conventional 
supervoltage  irradiation  cannot  be  used,  since  the 
tissues  will  not  tolerate  the  additional  high  dose 
of  irradiation  which  will  be  necessary  to  destroy 
viable  tumor.  These  patients,  however,  have  been 
successfully  treated  utilizing  electron  beam  ther- 
apy. Low  energy  electrons  produced  by  a betatron 
or  linear  accelerator  in  the  range  of  3 to  10  MeV 
can  be  used  to  re-treat  the  patient  who  had  had 
prior  radiation.  .Techniques  have  been  developed 
by  Chu25,  Tapley26  (Figs.  3 and  4),  and  others 
which  enable  one  to  treat  the  entire  volume  of 
chest  wall  comprehensively  using  low  energy  elec- 
trons. The  delivered  dose  of  radiation  penetrates 
only  the  chest  wall,  sparing  the  underlying  lung; 


and  in  a significant  proportion  of  cases,  such  treat- 
ment is  successful  in  eradicating  recurrent  skin 
disease.  Chu,  et  al,  have  reported  complete  dis- 
appearance of  tumor  in  the  treated  areas  in  60 
per  cent  of  their  patients  for  a mean  duration  of 
13  months.  Tapley  and  Fletcher  have  reported  a 
control  rate  of  49  per  cent  in  such  cases,  and  com- 
pare this  to  a recurrence  rate  of  10  per  cent  in 
those  patients  who  were  treated  expectantly  imme- 
diately following  radical  mastectomy.  They  neglect 
to  note,  however,  that  only  approximately  60  to 
70  per  cent  of  patients  who  die  of  their  disease 
ever  develop  local  manifestations  of  recurrent 
tumor,  the  remaining  40  per  cent  dying  with  dis- 
tant disseminated  metastases  without  local  recur- 
rence. 

While  the  use  of  radiotherapy  in  the  manage- 
ment of  painful  bone  metastasis,  is  well  known, 
the  treatment  of  other  local  metastases  are  often 
neglected,  since  the  use  of  radiation  therapy  in 
these  situations  is  apt  to  be  overlooked.  An  ex- 
ample of  this  is  metastasis  to  the  choroid  of  the 
eye  or  to  the  retina.  Although  this  is  often  a mani- 
festation of  far-advanced  disease  and  is  apt  to 
occur  in  patients  who  are  preterminal,  the  de- 
velopment of  blindness,  like  the  occurrence  of 
tuumor  regrowth  on  the  chest  wall,  is  a terrifying 
manifestation  of  the  disease  which  constantly  re- 
minds the  patient  of  her  impending  doom.  While 
individuals  can  cope  with  pain,  pathologic  frac- 
ture, and  pulmonary  disability,  the  loss  of  vision 
is  a symptom  which  causes  severe  emotional  trauma 
and  a sense  of  profound  helplessness..  It  is  impera- 
tive that  such  patients  receive  appropriate  local 
treatment.  It  should  be  noted  that  in  approximately 
50  per  cent  of  cases  involvement  of  the  eyes  is 
bilateral,  either  synchronous  or  in  subsequent 
follow-up  examinations.  It  is,  therefore,  advisable 
that  both  eyes  be  treated.  The  technique  of  treat- 
ment of  the  eyes  is  relatively  simple,  and  such 
patients  can  be  managed  utilizing  cobalt-60  or 
electron  beam  equipment  in  a period  of  approxi- 
mately two  weeks.  The  results  of  treatment  of 
such  patients  is  quite  satisfactory  with  a response 
rate  of  approximately  70  to  80  per  cent.  The  re- 
appearance of  vision  in  patients  who  were  virtu- 
ally blind  is  not  only  a dramatic  form  of  palliation, 
but  is  of  great  psychological  benefit  to  these  indi- 
viduals. 

Another  related  area  of  metastatic  disease  which 
L^espvonds  well  to  local  irradiation,  but  which  is 
(Concluded  on  page  482) 
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Psychiatric  Casualties  Of  THE  EXORCIST 

J 

Concurrent  With  Showing  Of  Film  Six 
Patients  Complained  Of  Possession  By 
The  Devil  Or  Demons 


By  Michael  A.  Ingall,  M.D. 


The  motion  picture,  The  Exorcist,  based  on  the 
popular  book  of  the  same  name,1  opened  in  Rhode 
Island  on  February  6,  1974.  The  film  describes 
the  possession  of  a child  by  a demon,  who  is  cere- 
monially exorcised.  Prior  to  and  concurrent  with 
the  opening  of  the  film,  there  was  extensive  pub- 
licity in  the  media.2' 3 This  included  direct  adver- 
tising for  the  film,  descriptions  of  the  special  ef- 
fects used  in  the  film,  interview's  with  the  actors, 
and  reports  of  demonic  possessions  and  exorcisms 
throughout  the  country.4- 5 

During  the  month  of  March,  1974  six  new'  pa- 
tients were  seen  at  the  Providence  Mental  Health 
Center,  an  outpatient  psychiatric  facility  serving 
an  area  wTith  a population  of  180,000,  all  of  whom 
complained  of  possession  by  the  devil.  Three  of  the 
six  patients,  whose  case  histories  are  outlined  be- 
low, related  the  onset  of  their  symptoms  to  seeing 
Thz  Exorcist  or  to  new's  stories  about  The  Exorcist. 
The  six  patients  were  not  knowm  to  one  another. 
During  this  same  month,  a total  of  69  new  patients 

MICHAEL  A.  IN  GALL,  M.D.,  Medical  Director, 
Providence  Mental  Health  Center,  Providence, 
Rhode  Island;  Clinical  Assistant  Professor  of  Psy- 
chiatry at  Brown  University  Medical  School, 
Providence,  Rhode  Island 


with  various  psychiatric  problems  were  seen  at  the 
Providence  Mental  Health  Center. 

CASE  HISTORIES 

Case  History  No.  1:  A 21-year-old  mother  of 
three,  who  had  been  previously  involved  in  treat- 
ment with  regard  to  behavior  problems  of  her  son, 
visited  the  Providence  Mental  Health  Center  on 
March  1,  1974,  complaining  of  “possession  by 
devils  and  demons”  for  a period  of  six  weeks.  She 
did  not  hear  or  see  the  demons  directly,  but  felt 
their  presence  intensely.  She  feared  that  the 
demons  would  make  her  stab  her  children,  make 
her  jump  out  the  window'  in  order  to  rid  herself 
of  demons,  or  make  her  “go  crazy.”  Elaboration 
of  these  fantasies  led  to  her  revealing  a fear  of 
behaving  in  a bizarre,  sexually  provocative,  and 
exhibitionistic  fashion,  as  wrell  as  behaving  aggres- 
sively; she  was  particularly  concerned  because  she 
had  a sister  who  frequently  behaved  in  this  way. 

Her  symptoms  had  begun  while  sitting  at  home 
with  her  husband  and  another  couple.  The  other 
man  in  the  group  suddenly  began  to  take  on  the 
appearance  of  the  patient's  ex-husband,  and  she 
became  acutely  anxious.  She  had  begun  that  eve- 
ning to  read  The  Exorcist,  her  interest  in  the  book 
having  been  stimulated  by  advertising  and  news 
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stories  about  the  movie.  She  knew  the  entire  plot 
and  suspected  that  it  was  the  devil  who  was  caus- 
ing the  transformation  of  the  other  man.  Her  sus- 
picion was  reinforced  by  a preacher  from  a funda- 
mentalist religious  sect,  whom  her  husband  invited 
the  following  evening.  The  preacher  told  her  that 
she  was  possessed  by  demons  and  that  prayer 
would  remove  the  demons  His  repeated  visits  at 
the  insistence  of  her  husband  increased  her 
anxiety. 

Past  history  revealed  a chaotic  upbringing,  with 
multiple  sexual  traumata.  There  had  been  no  psy- 
chiatric treatment  for  herself,  other  than  for  the 
behavior  problems  with  her  son.  Her  current  mari- 
tal situation  was  marked  by  much  conflict  with 
her  husband,  with  an  inability  on  her  part  to  ex- 
press anger  towards  him. 

Mental  status  examination  revealed  an  ability 
to  view  her  symptoms  as  bizarre  and  ego-alien.  The 
most  striking  feature  was  her  affect,  which  was 
bland  but  not  flat,  in  a manner  consistent  with 
“la  belle  indifference”  of  hysteria. 

It  was  postulated  that  the  patient  was  suffering 
from  an  acute  hysterical  neurosis,  precipitated  by 
aggressive  fantasies  towards  her  husband  and  chil- 
dren and  sexual  fantasies  which  she  was  unable 
to  tolerate.  The  theme  of  The  Exorcist  and  the 
religious  beliefs  of  her  husband's  church  all  dove- 
tailed to  allow  her  to  handle  her  fantasies  in  a 
more  acceptable  if  painful  form. 

Treatment  consisted  of  direct  suggestion  that 
she  move  to  her  mother’s  house  for  a week,  and 
that  she  ceremonially  shatter  a statuette  which 
was  in  her  home  of  a demon  with  the  inscription 
“You  horny  little  devil.”  A minimal  amount  of 
chlorpromazine  (25  mg  three  times  daily)  was 
prescribed,  and  the  suggestion  was  made  that  her 
symptoms  would  be  gone  in  a week.  During  the 
first  and  ensuing  sessions,  many  of  which  were  by 
telephone  because  of  her  difficulty  in  keeping  ap- 
pointments, she  was  repeatedly  reassured  that 
sexual  and  aggressive  fantasies  were  normal  and 
were  different  from  action.  However,  the  postu- 
lated dynamic  origin  of  her  symptoms  was  never 
directly  stated  to  her. 

During  treatment  in  the  following  month  her 
preoccupation  with  demons  disappeared.  She  ex- 
pressed the  wish  to  leave  her  husband,  and  ex- 
pressed anger  directly  to  him.  He  admitted  himself 
briefly  to  a.  psychiatric  hospital.  They  are  cur- 
rently being  seen  in  joint  marital  counselling. 

Case  History  No.  2:  A 27-year-old  married 
father  of  six  visited  the  Providence  Mental  Health 


Center  on  March  21,  1974,  complaining  of  “pos- 
session by  the  devil.”  He  dated  the  onset  of  his 
symptoms  to  one  month  before,  when  he  had  gone 
to  see  The  Exorcist,  and  had  become  upset  during 
the  movie.  He  began  immediately  to  believe  that 
he  was  possessed  by  the  devil,  who  was  controlling 
him  and  who  wanted  to  hurt  him.  He  became  in- 
creasingly agitated,  lost  15  pounds  in  two  weeks, 
and  could  not  sleep.  He  heard  the  devil’s  voice 
threatening  him.  He  sought  reassurance  from  a 
priest  with  no  improvement..  He  was  unable  to 
work  and  left  his  job.  He  was  particularly  dis- 
tressed by  his  “inability  to  think  straight,”  with 
recurrent  disturbing  fantasies  of  a sexual  and  ag- 
gressive nature  — “I  would  never  really  do  those 
things,  but  it  bothers  me  that  I might  want  to  do 
them.” 

He  had  admitted  himself  to  the  psychiatric  ward 
of  a local  hospital  one  week  after  the  onset  of  his 
symptoms  and  was  treated  there  with  oral  pheno- 
thiazines.  He  was  discharged  one  week  later,  but 
said  that  his  symptoms  continued  following  dis- 
charge. He  quit  his  job  and  left  his  family. 

Past  history  included  a strict  religious  upbring- 
ing with  threats  from  his  mother  that  “the  devil 
will  get  you  if  you're  bad  ” His  relationship  with 
his  wife  was  marked  by  suppressed  anger  towards 
her,  quietly  resenting  her  domineering  nature  in 
the  way  he  had  reacted  towards  his  mother.  There 
was  no  history  of  past  psychiatric  treatment. 

Mental  status  examination  revealed  a man  con- 
vinced that  he  was  possessed  by  the  devil.  He 
stated  he  heard  the  devil’s  voice  frequently,  but 
was  not  observed  to  be  actively  hallucinating.  His 
effect  was  flattened  and  his  mood  depressed.  He 
had  occasional  suicidal  thoughts. 

It  was  felt  that  the  patient  was  suffering  from 
an  acute  psychotic  episode  with  depressive  fea- 
tures. He  was  given  a combination  of  phenothia- 
zine  and  tricyclic  antidepressant.  In  addition,  he 
was  advised  to  swatch  his  train  of  thought  to  more 
pleasant  areas  whenever  to  began  to  think  of  the 
devil.  He  returned  one  week  later  with  his  wife, 
stating  he  had  rejoined  his  wife  and  children  and 
had  resumed  work.  He  no  longer  felt  possessed 
by  the  devil  and  looked  back  on  his  possession 
as  an  illness  from  which  he  had  recovered.  He  had 
not  taken  any  of  the  medication,  but  had  found 
the  suggestion  to  “think  nice  thoughts”  extremely 
helpful.  He  and  his  wife  began  to  explore  the  areas 
of  conflict  in  their  marriage. 

Case  History  No.  3:  A 64-year-old  married, 
(Continued  on  page  479) 
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1 he  Echocardiogram 


Non -Invasive  Test  Has  Emerged  As  An 
Important  Diagnostic  Technique  In 
Cardiac  Disease. 


By  Albert  S.  Most,  M.D.  and  Robert  J.  Capone, 
M.D. 


The  echocardiogram  is  a new  non-invasive  test 
which  is  now  recognized  as  a major  diagnostic  tool 
in  cardiology.  A complete  echocardiogram  pro- 
duces a wealth  of  information  about  both  cardiac 
structure  and  function  and  does  this  with  absolute 
patient  safety.  Its  strengths  and  weaknesses 
should  be  appreciated  by  all  practitioners. 

Echocardiography  is  an  outgrowth  of  the 
“sonar’’  technique  used  to  detect  underwater  ob- 
jects. It  utilizes  the  principle  that  a portion  of  a 
sound  wave  is  reflected  back  (echo)  whenever  an 
interface  of  differing  densities  (blood  and  tissue, 
for  example)  is  encountered.  In  actual  practice  a 
high-frequency  inaudible  sound  beam  is  generated 
by  a vibrating  crystal  in  a hand-held  transducer 
which  is  acoustically  ooupled  to  the  chest  wall 
with  a water-soluble  gel.  This  sound  wave,  aimed 
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Island;  Division  of  Cardiology,  Rhode  Island  Hos- 
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ROBERT  J.  CAPONE,  M.D.,  of  Providence, 
Rhode  Island;  Division  of  Cardiology,  Rhode  Is- 
land Hospital,  Providence,  Rhode  Island;  Divi- 
sion of  Biological  and  Medical  Sciences,  Brown 
University,  Providence,  Rhode  Island. 

This  is  one  in  a series  of  articles  sponsored  by  the 
Rhode  Island  Health  Science  Education  Council. 


through  the  heart,  sends  back  “echoes’’  as  it  en- 
counters the  series  of  interfaces  which  are  the 
heart  and  its  internal  structures.  The  returning 
echoes  are  picked  up  by  the  same  transducer,  now 
acting  as  a receiver.  Small  electrical  signals  are 
then  generated  which  are  amplified  and  modified 
for  recording  purposes.  A method  of  display  in- 
dicating the  depth  from  which  the  echo  emanated, 
along  with  a time  base,  results  in  the  two  dimen- 
sional record  of  motion  called  an  M mode  echo- 
cardiogram. A simultaneous  electrocardiogram 
(ECG)  is  recorded  for  precise  identification  of 
certain  mechanical  events. 

An  assessment  of  mitral  valve  motion  was  one 
of  the  earliest  and  perhaps  best  known  applica- 
tions of  echocardiography.  Of  the  two  mitral  leaf- 
lets, the  anterior  is  the  one  most  easily  visualized; 
however,  visualization  of  the  posterior  leaflet, 
while  more  difficult,  is  essential  for  a complete  and 
accurate  assessment  of  mitral  valve  function.  Both 
leaflets  may  be  seen  in  Figure  1.  (A  schematic 
representation  is  included  to  facilitate  identifica- 
tion of  various  points  on  the  echo  waveform.) 
Point  C represents  mitral  valve  closure  and  closely 
coincides  with  the  first  heart  sound.  Both  leaflets 
appose  and  move  gradually  but  steadily  anterior 
during  systole.  At  the  onset  of  diastole  (point  D) 
the  mitral  valve  opens.  The  anterior  (ALMV)  and 
posterior  (PLMY)  leaflets  separate  in  a mirror- 
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Figure  2. 


image  fashion.  At  point  E the  valve  opening  is 
maximal.  From  E to  F the  valve  closes  partially 
as  the  initial  rapid-filling  phase  ends.  Point  A cor- 
responds to  the  atrial  contraction  which  reopens 
the  partially  closed  valve 

In  mitral  stenosis  (Figure  2)  the  E-F  slope  is 
flattened.  The  absolute  excursion  of  the  leaflets  is 
also  reduced,  and  the  diminished  A wave  gradu- 
ally incorporated  into  the  E-F  slope.  The  two 
leaflets  now  move  in  parallel,  unlike  the  normal 
mirror-image  separation  during  diastole.  The  lat- 
ter feature  is  essential  to  distinguish  mitral  steno- 


sis from  other  low-'flow  conditions,  in  which  leaflet 
excursions  are  dampened.  Thickening  and  calcifi- 
cation of  the  leaflets  is  also  a common  feature  in 
mitral  stenosis.  This  is  vividly  seen  in  Figure  2. 
The  thickened  multilayered  mitral  valve  image  is 
in  striking  contrast  to  the  normal  thin  valve  and 
suggests  the  presence  of  calcification.  We  have 
recently  observed  two  cases  in  which  atrial  fibril- 
lation was  present  and  mitral  stenosis  suspect,  but 
unproven,  because  no  murmur  was  audible.  In  each 
case  the  echo  established  a diagnosis  of  mitral 
(Continued  on  next  page) 
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stenosis  where  all  examinations,  short  of  cardiac 
catheterization,  had  been  unsuccessful. 

Although  a left  atrial  myxoma  is  extremely  un- 
common, this  lesion  can  perfectly  mimic  mitral 
sten-osis.  Its  presence  must  be  excluded  when  the 
etiology  of  mitral  obstruction  is  at  all  uncertain. 
The  echocardiogram  can  exclude  this  alternative 
diagnosis  with  a high  degree  of  reliability. 

Prolapse  of  the  mitral  leaflet (s)  into  the  left 
atrium  during  late  systole  (an  abnormal  posterior 
movement)  serves  to  diagnose  the  “floppy  mitral 
valve”  syndrome.  The  increasing  frequency  with 
which  this  syndrome  is  being  diagnosed  is  in  large 
measure  the  direct  result  of  echocardiography.  Ac- 
centuated anterior  motion  of  the  anterior  mitral 
leaflet  toward  a hypertrophied  ventrcular  septum 
during  systole  is  diagnostic  of  idiopathic  hyper- 
trophis  subaortic  stenosis  (IHSS).  The  value  of 
the  echo  in  identifying  these  two  once  obscure 
conditions  has  recently  been  demonstrated  at  our 
institution.  A 38-year-old  woman  with  recurrent 
chest  pain  and  an  abnormal  ECG  presented  to  our 
Emergency  Room  on  a Saturday  morning.  A late 
systolic  murmur  was  heard  and  an  alert  cardiology 
fellow  took  an  echo  on  the  spot,  which  demon- 
strated clearcut  prolapse  of  the  anterior  mitral 
leaflet.  An  accurate  diagnosis  was  thus  firmly  es- 
tablished upon  initial  presentation.  In  a similar 
vein  a 70-year-old  woman  with  a systolic  murmur 
was  being  treated  unsuccessfully  for  aortic  valvu- 
lar stenosis.  An  echocardiogram  revealed  that  she 
had  IHSS  and  permitted  us  to  recommend  that 
continued  treatment  with  digitalis  was  ill-advised. 

The  aortic  valve  can  be  evaluated  for  the  pres- 
ence of  stenosis,  regurgitation,  or  both.  Aortic  in- 
competence is  reflected  in  diastolic  separation  of 
the  aortic  leaflets,  diastolic  vibration  of  the  anterior 
mitral  leaflet  (“fluttering”)  as  it  is  struck  by  a 
regurgitast  streat,  or  both.  The  latter  is  also 
the  basis  for  an  Austin-Flint  murmur,  sometimes 
confused  with  the  murmur  of  mitral  stenosis,  but 
readily  distinguished  on  the  echocardiogram.  Aortic 
valvular  calcification  is  readily  appreciated  as  is 
displacement  of  the  normally  centered  aortic  leaf- 
lets during  diastole  suggesting  a congenital  bicus- 
pid valve. 

In  addition  to  assessing  valve  pathology  left 
ventricular  and  left  atrial  dimensions  are  easily 
measured.  Left  ventricular  and  septal  wall  thick- 
ness can  also  be  determined.  IHSS,  as  an  example, 
has  more  recently  been  shown  to  be  a manifesta- 
tion of  the  broader  group  of  disorders  described 
as  asymmetric  septal  hypertrophy  (ASH).  Left 


ventricular  wall  motion  can  be  assessed  as  well, 
information  worth  having  if  myocardial  functional 
integrity  is  in  question. 

In  a patient  with  unexplained  cardiomegaly  and 
heart  failure  evidence  of  good  ventricular  contrac- 
tile function  in  a portion  of  the  posterior  wall 
of  the  left  ventricle  may  help  identify  the  condi- 
tion as  a focal  dysfunction  (due,  for  example,  to 
myocardial  infarction)  rather  than  the  global  dys- 
function or  hemodynamics,  data  such  as  cardiac 
seeking  information  regarding  left  ventricular 
function  or  htmodynamics,  data  such  as  cardiac 
output,  ejection  fraction,  or  speed  of  ventricular 
wall  motion  can  also  be  derived  from  a standard 
echocardiogram. 

The  echo  may  help  unravel  the  etiology  of  cer- 
tain pulmonic  ejection  murmurs.  An  abnormal  pat- 
tern of  ventricular  septal  wall  motion  is  character- 
istic of  right  ventricular  volume  overload,  most 
commonly  the  result  of  an  atrial  septal  defect,  but 
also  seen  with  tricuspid  or  pulmonic  insufficiency. 
On  the  other  hand  enlargement  of  the  right  ven- 
tricular chamber  with  normal  septal  movement  is 
more  characteristic  of  pulmonic  stenosis.  The  ab- 
sence of  these  abnormalities  makes  the  diagnosis 
of  an  innocent  murmur  more  likely. 

Finally,  the  echo  is  a rapid  and  reliable  means 
of  detecting  a pericardial  effusion.  The  technique 
compares  favorably  with  the  standard  invasive 
methods  but  offers  the  obvious  advantages  of  bed- 
side convenience  and  complete  patient  safety. 

The  pediatric  application  of  echocardiography 
has  barely  been  touched  upon  here.  Defining  the 
anatomic  relationship  of  intracardiac  structures 
and  the  great  vessels  is  a prime  concern  of  the 
pediatric  cardiologst  and  is  a purpose  for  which 
the  echo  is  ideally  suited. 

Although  cardiac  catheterization  is  still  a neces- 
sary prelude  to  cardiac  surgery  in  almost  every 
case,  the  echo  allows  phvsicians  to  screen  patients 
for  study  on  a more  rational  basis  than  in  the 
past.  In  selective  cases  it  may  allow  the  physician 
to  spare  his  patient  a needless  catheterization,  or 
have  it  performed  at  a more  optimal  time. 

At  the  present  time,  an  echocardiogram  is 
recommended  in  the  following  stuations:  1.  Evalu- 
ation of  valvular  dysfunctions;  2.  evaluation  of 
systolic  clicks  with  or  without  a murmur  sugges- 
tive of  the  “flcppy,  mitral  valve”  syndrome:  3. 
unexplained  cardiomegaly:  4.  unexplained  ven- 
tricular hypertrophy;  5.  unexplained  systemic  em- 
bolus, which  may  be  due  to  “silent”  mitral  steno- 
(Concluded  on  page  479) 
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TOO  MANY  EAT  TOO  MUCH 


Obesity  is  a curse  of  cur  affluent  society.  Not 
only  is  obesity  unsightly,  it  also  affects  longevity 
and  aggravates  hypertension,  diabetes,  gallstones, 
varicose  veins,  and  cardiac  disease.  According  to 
recent  United  States  Public  Health  Surveys  25  to 
45  per  cent  of  the  adult  population  of  the  United 
States  are  more  than  20  per  cent  overweight.  In  a 
woild  plagued  by  hunger  a major  problem  in  this 
country  is  overeating  and  obesity. 

According  to  Richard  F.  Spark,  Steroid  Physi- 
ologist of  the  Beth  Israel  Hospital  in  Boston,  the 
concept  that  overeating  per  se  is  the  single  cause 
of  obesity  is  an  oversimplification.  The  body  weight 
is  a resultant  of  a balance  between  caloric  intake 
and  caloric  expenditure.  The  human  mechanism  is 
highly  efficient  with  respect  to  energy  exchange.  A 
gram  of  carbohydrate  used  immediately  as  a source 
of  energy  yields  four  calories  per  gram.  If  not  im- 
mediately used,  it  is  converted  to  fat,  which  upon 
consumption  yields  nine  calories  per  gram.  Hiber- 
nating animals  can  endure  long  periods  of  caloric 
deprivation.  Most  Americans  rarely  fast  for  longer 
than  eight  hours. 

There  are  several  theories  as  to  why  the  human 
animal  overeats.  The  first  is  that  there  is  a de- 
rangement of  the  normal  mechanisms  involving 
sensations  of  satiety  and  hunger.  The  main  inte- 
grator of  these  sensations  is  located  in  the  hypo- 
thalamus and  is  comprised  of  the  reciprocally  re- 
lated hunger  and  satiety  centers.  After  periods  of 
food  deprivation,  changes  in  the  blood  chemistry 
(mainly  a fall  in  blood  glucose)  activates  the  hun- 
ger center  and  causes  vigorous  contractions  of  the 
stomach,  creating  the  hunger  sensation,  with  an 
impulse  to  eat.  Reciprocal  blood  changes,  brought 
about  by  food  consumption  activate  the  satiety  cen- 
ter, which  inhibits  gastric  contractions,  thus  causing 
a sensation  of  fullness. 

Fat  people,  however,  will  eat  when  they  are  not 
physiologically  hungry.  Their  sensation  of  hunger 
may  be  totally  independent  of  the  normal  hunger 
stimuli.  Albert  Stunkard,  University  of  Pennsyl- 
vania phychiatrist,  has  demonstrated  a high  correla- 
tion in  lean  subjects  between  stomach  contractions 
and  the  report  of  hunger.  In  obese  individuals, 
however,  reports  of  hunger  were  only  slightly  more 
frequent  when  the  stomach  was  contracting  than 
when  it  was  quiescent.  In  other  words,  obese  indi- 


viduals literally  do  not  know  when  they  are  hungry. 

In  an  experiment  conducted  by  phychologist 
Hanley  Schacter  of  Columbia  University  crackers 
were  fed  to  lean  and  obese  subjects  to  see  how  many 
they  would  eat  under  conditions  of  an  empty  and 
full  stomach.  The  lean  subjects  ate  considerably 
more  crackers  when  their  stomachs  were  empty 
than  when  they  were  full.  On  the  contrary  the 
obese  subjects  ate  the  same  number  of  crackers 
under  both  conditions.  In  other  words,  the  obese 
not  only  do  not  know  when  they  are  hungry  they 
also  do  not  know  when  they  are  full. 

Obese  persons  react  inappropriately  to  other  stim- 
uli. Lean  individuals  respond  to  fear-provoking 
stimuli  by  decreasing  food  consumption  drastically. 
Obese  individuals,  when  subjected  to  the  same 
stress,  eat  the  same  amount  of  food  as,  or  even 
more  than  they  would  under  neutral  emotional 
situations. 

Other  phyehological  tests  elicited  further  differ- 
ences between  fat  and  lean  persons  which  need  not 
be  detailed  here.  Furthermore,  not  only  do  these 
individuals  eat  more  than  lean  individuals,  but 
they  also  appear  to  be  less  active.  If  both  parents 
are  overweight,  there  is  a greater  than  80  per  cent 
chance  that  their  children  will  be  fat. 

There  is  increasing  evidence  that  the  root  cause 
of  obesity  and  overeating  can  be  traced  to  eating 
patterns  established  early  in  infancy  and  childhood. 
The  fat  cell  number  and  size  in  obese  adults  differs 
from  that  cif  lean  individuals.  The  obese  have  three 
times  as  many  fat  cells,  and  each  individual  cell 
contains  nearly  \y2  times  as  much  fat  as  do  the 
cells  of  lean  subjects.  Once  the  cells  are  established 
in  childhood,  they  do  not  go  away.  Weight  reduc- 
tion in  the  adult  involves,  not  reduction  in  the  total 
number  of  cells,  but  rather  depletion  of  the  fat 
content  of  each  cell. 

Clearly,  then,  a decrease  in  the  prevalence  of 
obesity  will  require  an  alteration  of  the  eating 
habits  of  the  next  generation  of  children.  Spark 
believes  that  there  are  at  present  no  fully  satisfac- 
tory answers  to  the  problem  of  overeating.  Despite 
a rather  discouraging  outlook,  it  appears  that  long- 
term redirection  of  our  cultural  dietary  habits  is 
an  essential  goal. 

(Continued  on  next  page) 
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MEDICAL  BUREAUCRACY 


A.  C.  Starin  of  the  National  Blue  Cross  Associ- 
ation observes  that,  as  more  and  more  elements 
have  been  added  to  the  health  care  delivery  system, 
the  lelationships  between  those  elements  have 
grown  increasingly  complex. 

Prior  to  1930  the  single  relationship  in  health 
delivery  was  between  the  doctor  and  his  patient. 
Addition  of  the  hospital  and  third  party  payors 
brought  the  number  of  relationships  to  six.  The 
further  addition  of  Medicare,  Medicaid.  HMOs. 
PSROs,  and  possibly  XHI  brings  the  number  of 
potential  relationships  to  60. 


Statin  predicts  that  seme  $14  billion  wid  be 
needed  just  for  operating  the  system.  About  100.000 
people  will  probably  have  to  be  added  to  the  pres- 
ent 200.000  in  the  health  delivery  system,  and  com- 
puter capacity  will  have  to  be  substantially  in- 
creased. 

These  are  the  prospects  for  a future  which  is 
almost  upon  us.  Starin  has  urged  upon  all  concerned 
a realistic  appraisal  of  the  massive  problems  with 
which  we  will  be  confronted  upon  implementation 
of  national  health  insurance.  We  most  certainly 
agree. 


t 


SYMPOSIUM 

ON 

The  Prevention  of  Developmental 

Disabilities 

A one-day  symposium  dealing  with  the  various  aspects  of  de- 
velopmental disabilities  with  specific  emphasis  on  their  preventions 
will  be  held  at  Brown  University,  Andrews  Hall,  in  Providence,  R.  I., 
on  December  10,  1974.  The  symposium  is  co-sponsored  by  the  United 
Cerebral  Palsy  of  R.  I.,  Inc.,  Section  on  Human  Growth  and  Develop- 
ment, Brown  University  Program  in  Medicine,  Women  and  Infants 
Hospital  of  R.  I.,  and  the  R.  I.  State  Department  of  Health.  The  invited 
speakers  include  Drs.  Alfred  W.  Brann,  Jr.,  University  of  Mississippi 
cal  School,  James  B.  Hanshaw,  University  of  Rochester,  Rochester,  N.  Y., 
Calvin  J Hobel,  University  of  California,  Los  Angeles,  Sol  M.  Shnider, 
School  of  Medicine,  L.  Joseph  Butterfield,  University  of  Colorado  Medi- 
University  of  California,  San  Francisco,  and  Leon  Sternfeld,  Medical 
Director,  United  Cerebral  Palsy  Association,  Inc. 

For  further  information,  please  contact  Dr.  William  Oh,  Women 
and  Infants  Hospital  of  Rhode  Island,  Providence,  R.  I. 
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§ t Triaminic  Syrup 
me  orange  medicine  from  Dorsey 


Division  of  Sandoz-Wander,  Inc. 

LINCOLN.  NEBRASKA  68501  BL-SD 


mgs  the 
wedding  belle 


It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies1  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal.  Acta  Gastroent. 

Belg.  21:674-680  (Sept.-Oct.)  1958 


Lomotil 

TABLETS/LIQUID 

Each  tabletand  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  . . 2.5  mg. 

(Warning:  May  be  habit-forming) 
atropine  sulfate 0.025  mg. 

Saves  the  Day 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
ol  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 


HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 


ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and.  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 
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ign  of  a cold  sufferer 
lime  for  Omade 


Each  Spansule®  capsule  contains  8 mg.  Teldrin® 
(brand  of  chlorpheniramine  maleate): 

50  mg.  phenylpropanolamine  hydrochloride; 
2.5  mg.  isopropamide,  as  the  iodide. 


Fast  relief  of  upper  respiratory  congestion 

and  hypersecretion* 

with  convenient  b.i.d.  dosage. 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or 
PDR  The  following  is  a brief  summary. 


* 


Smith  Kline  & French  Laboratories 

Division  of  SmithKhne  Corporation. 

Philadelphia.  Pa.  19101 


Contraindications:  Hypersensitivity  to  any  component;  concurrent  MAO  inhibitor 
therapy:  severe  hypertension;  bronchial  asthma:  coronary  artery  disease:  stenosing 
peptic  ulcer:  pyloroduodenal  or  bladder  neck  obstruction  Children  under  6. 
Warnings:  Caution  patients  about  activities  requiring  alertness  (e  g.,  operating 
vehicles  or  machinery)  Warn  patients  of  possible  additive  effects  with  alcohol  and 
other  CNS  depressants 

Usage  in  Pregnancy  In  pregnancy,  nursing  mothers  and  women  who  might  bear 
children,  weigh  potential  benefits  against  hazards  Inhibition  of  lactation  may  occur. 
Effect  on  PBl  Determination  and  /"'  Uptake  Isopropamide  iodide  may  alter  PBI 
test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests  unaffected  by 
exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease,  glaucoma, 
prostatic  hypertrophy,  hyperthyroidism 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth, 
nervousness:  or  insomnia  Also,  nausea,  vomiting,  epigastric  distress,  diarrhea,  rash, 
dizziness,  weakness,  chest  tightness,  angina  pain,  abdominal  pain,  irritability, 
palpitation,  headache,  incoordination,  tremor,  dysuria.  difficulty  in  urination, 
thrombocytopenia,  leukopenia,  convulsions,  hypertension,  hypotension,  anorexia, 
constipation,  visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules;  in  Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 


Indications 

Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences  — National 
Research  Council  and  or  other  information.  FDA  has  classified  the  indications 
as  follows: 

Possibly  effective:  For  relief  of  upper  respiratory  tract  congestion  and  hyper- 
secretion associated  with  vasomotor  rhinitis  and  allergic  rhinitis,  and  for 
prolonged  relief. 

Lacking  in  substantial  evidence  of  effectiveness:  For  relief  of  nasal  congestion 
and  hypersecretion  associated  with  the  common  cold  and  sinusitis. 

Final  classification  of  the  less-than  effective  indications  requires  further 
investigation. 


THE  ECHOCARDIOGRAM 

(Concluded  from  page  476) 
sis  or  left  atrial  myxoma;  6.  pulmonic  ejection 
murmurs  where  the  etiology  is  uncertain;  and 
7.  low  voltage  ECG,  which  may  be  due  to  infiltra- 
tive myocardial  disease  or  pericardial  effusion. 

The  echo  technique  can  be  mastered  by  a non- 
physician who  receives  sufficient  specialized  train- 
ing. An  examination  can  be  easily  performed  in  a 
majority  of  patients.  For  technical  reasons,  how- 
ever, a complette  echocardiographic  study  cannot 
be  obtained  in  10-15  per  cent  of  patients. 

The  original  echo  recording  technique  involved 
taking  a Polaroid®  photograph  of  the  echo  tracing 
as  it  appeared  on  an  oscilloscope.  With  newer  (and 
more  expensive)  chart  recorders,  qualitatively  su- 
perior records  are  possible  which  simplify  the  tech- 
nique and  frequently  enhance  the  diagnostic  con- 
tent of  a study. 

In  an  era  of  rapidly  advancing  technology  in 
medicine,,  the  echocardiogram  has  emerged  as  a 
major  diagnostic  tool.  It  is  essential  that  clinicians 
become  familiar  with  its  potential,  recognizing  its 
applications  as  well  as  its  limitations. 
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PSYCHIATRIC  CASUALTIES  OF 
THE  EXORCIST 

(Continued  from  page  473) 
childless  woman  was  brought  on  an  emergency 
basis  to  the  Providence  Mental  Health  Center  on 
March  22,  1974  by  her  husband.  In  an  agitated 
manner  she  spoke  of  being  possessed  by  the  devil, 
who  she  claimed  was  copulating  with  her  and  hy- 
ing to  kill  her  by  making  her  jump  out  a window. 
One  week  before  she  had  been  hospitalized  medi- 
cally for  an  overdose  of  Sominex®  which  she  took 
to  kill  herself  in  a painless  way  in  order  to  avoid 
the  violent  death  she  felt  the  devil  had  in  store  for 
her.  Since  a hysterectomy  15  years  ago,  she  had 
believed  that  she  was  having  a sexual  relationship 
with  Jesus  Christ,  whom  she  continually  heard 
talking  to  her  in  a loving  way.  She  believed  he 
Pad  fathered  six  children  by  her.  In  early  March 
she  saw  a television  show  about  the  filming  of  The 
Exorcist.  She  realized  suddenly  after  seeing  this 
show  that  it  had  been  the  devil  all  along  who  had 
been  having  sexual  relations  with  her,  and  that  he 


had  been  impersonating  Jesus.  For  the  first  time, 
her  hallucinations  became  accusatory  and  perse- 
cutory in  nature.  She  developed  a sleep  disturb- 
ance and  lost  15  pounds. 

She  lived  with  her  husband  and  managed  a 
boarding  house.  Her  husband  had  been  tolerant 
on"  her  delusions  over  the  years  and  felt  that  they 
had  not  interfered  with  her  life  in  any  way.  Neither 
she  nor  her  husband  had  seen  any  need  for  psy- 
chiatric treatment  until  the  change  in  the  quality 
and  intensity  of  her  delusional  system. 

Mental  status  examination  revealed  a disshev- 
eled,  agitated  woman  with  pressure  of  speech, 
flight  of  ideas,  and  auditory  hallucinations.  The 
initial  diagnosis  was  an  acute  exacerbation  of 
chronic  paranoid  schizophrenia. 

Because  she  and  her  husband  were  both  op- 
posed to  hospitalization,  treatment  on  an  outpatient 
basis  was  undertaken.  Large  doses  of  phenothiazine 
were  administered  at  home  by  her  husband,  who 
observed  her  constantly  with  help  from  neighbors. 
Within  two  weeks  her  preoccupation  with  the  devil 
disappeared,  she  ate  and  slept  well,  and  resumed 
her  daily  activities  as  before.  She  continued  to 
believe  that  the  devil  could  talk  to  her  and  wanted 
(Continued  on  next  page) 
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■ o sleep  with  her,  but  added  “I  don't  have  time 
to  think  of  that  stuff  now.”  Continued  joint  visits 
of  the  patient  and  her  husband  led  to  an  elabora- 
tion of  their  marital  difficulties.  When  the  patient 
felt  neglected  or  abused  by  her  husband,  she  would 
turn  to  religious  figures  for  love  and  affection. 

DISCUSSION 

While  reports  of  possession  by  the  devil  or  by 
demons  are  well  described  in  the  psychiatric  litera- 
ture,6-8 as  well  as  in  the  public  media,  the  sudden 
incidence  of  a number  of  such  occurrences  within 
a brief  period  of  time  is  a most  unusual  phenome- 
non.. During  the  past  six  years  during  which  the 
Providence  Mental  Health  Center  has  been  in 
operation,  not  a single  complaint  of  demonic  pos- 
session has  been  heard. 

Three  of  the  six  patients  related  the  onset  of 
their  symptoms  directly  to  The  Exorcist.  Of  the 
three  who  did  not,  all  acknowledged  exposure  to 
publicity  about  the  film,  and  all  said  that  they 
would  not  see  the  film,  fearing  the  consequences 
would  be  adverse.  While  all  of  the  six  patients 
could  be  viewed  as  having  long-standing  psychia- 
tric difficulties,  it  is  noteworthy  that  only  two  of 
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them  had  sought  prior  treatment.  Their  current 
request  for  treatment  was  clearly  related  to  ex- 
posure to  the  film,  The  Exorcist,  to  the  publicity 
about  it,  or  both.  This  does  not  mean,  however, 
that,  based  on  this  small  sample,  the  film  should 
be  considered  dangerous  to  the  mental  health  of 
the  community.  The  presenting  symptomatology' 
of  all  the  patients  was  tiansient  in  nature,  and  all 
responded  well  to  treatment  within  a month’s  time. 
Labelling  The  Exorcist  or  any  other  film  as  dan- 
gerous to  mental  health  would  probably  encourage 
as  many  people  to  see  the  film  as  would  be  dis- 
couraged. Furthermore,  it  would  be  difficult  to 
evaluate  the  effects  of  any  film  prior  to  its  public 
showing.  Finally,  labelling  any  film  as  dangerous 
to  mental  health  raises  serious  questions  of  cen- 
sorship and  the  right  of  free  expression. 

SUMMARY 

During  March,  1974,  concurrent  with  the  show- 
ing of  the  film  The  Exorcist,  six  new  patients  were 
seen  at  the  Providence  Mental  Health  Center  who 
complained  of  possession  by  the  devil  or  by  de- 
mons. Three  case  histories  are  presented. 
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DRUG  METABOLISM  AND 
THERAPEUTIC  MONITORING 

(Concluded  from  page  463) 
utilized,  it  is  necessary  to  monitor  all  of  the  drugs 
toeing  administered.  It  must  also  be  remembered 
that  treatment  of  a patient  therapeutically  over 
long  periods  of  time  can  easily  lead  to  mistakes 
by  the  patient  when  too  many  pills  are  taken  or 
when  the  patient  forgets  to  take  the  pills.  These 
are  very  likely  and  common  occurrences,  and  in 
cases  involving  use  of  drugs  with  somewhat  low 
therapeutic  indices,  toxic  symptoms  or  lack  of 
pharmacological  activity  may  easily  occur  for  no 
apparent  reason. 

With  the  advent  of  the  sophisticated  methodolo- 
gies offered  by  use  of  gas  liquid  chromatography 
such  monitoring  has  been  shown  to  be  extremely 
beneficial  to  the  patient  particularly  in  the  use 
of  multiple  anticonvulsant  drugs11’  12.  The  dosage 
of  the  anticonvulsant  drugs  administered  to  the 
patient  is  varied  until  the  aimed-for  clinical  state 
is  attained.  Monitoring  the  therapeutic  levels  of 
anticonvulsants  such  as  phenobarbital,  Dilantin®, 
Zarontin®,  Milontin®,  Primidone®,  and  Mesan- 
toin®  has  led  to  much  success  in  the  management 
of  these  patients. 

This  is  only  one  area  of  therapy  where  success- 
ful monitoring  oif  therapeutic  drug  levels  has  helped 
in  the  improvement  of  patient  care  and  is  leading 
to  a better  understanding  of  the  mechanism  of 
action  of  these  drugs.  It  may  be,  as  is  suspected 
in  the  case  of  Dilantin®,  that  different  patients 
ireiquine  different  plasma,  levels  of  Dilantin®  to 
maintain  the  correct  pharmacological  effect  of  the 
drug.  In  these  patients  administration  of  the  drug 
is  adjusted  until  the  patient’s  ‘‘optimal'’  plasma 
level  is  reached. 

The  fact  that  different  patients  do  indeed  need 
different  plasma  levels  of  Dilantin®  may  well  dem- 
onstrate the  need  to  be  measuring  the  amount  of 
“free”  Dilantin®  present  in  the  plasma  of  these 
patients.  This  parameter  might  better  represent 
the  concentration  of  “free”  Dilantin®  in  the  vicin- 
ity of  the  receptors  in  the  target  tissues. 

It  can  thus  be  seen  that  monitoring  of  thera- 
peutic levels  of  drugs  is  in  its  infancy,  and  we 
can  look  forward  to  interesting  and  new  technical 
procedures  which  will  advance  and  permit  better 
assays  to  be  performed  on  the  many  classes  of 
drugs  used  therapeutically.  Gas  liquid  chroma- 
tography, high  pressure  liquid  chromatography, 
and  radioimmunoassay  will  undoubtedly  play  an 


important  role  in  the  developments  to  come  in  this 
area. 

REFERENCES 

•Ariens  EJ,  Simonis  AM:  A molecular  basis  for 
drug  action.  J Pharm  Pharmacol  16:137-57,  Mar  64 
-Mautner  HG:  The  molecular  basis  of  drug-  action. 
P.  armacol  Rev  19:107-44,  Jun  67 
•Rang  HP:  Drug  receptors  and  their  function.  Na- 
ture (Lond)  231:91-6,  14  May  71 
4Gcodma.i  LS,  Gilman  A:  The  Pharmacological  Basis 
of  Therapeutics.  New  York,  Macmillan,  4th  edition, 
1970.  P.  17 

:,Bevan  JA,  editor:  Essentials  of  Pharmacology:  A 
Textbook  for  Students.  New  York,  Harper  and 
Row,  1969.  P.  9 

•’Goldstein  A,  Aronow  L,  Kalman  SM:  Principles  of 
Drug  Action:  The  Basis  of  Pharmacology.  New 
York,  Wiley,  2nd  edition,  1974.  P.  1 
■Koch-Weser  J:  Drug  therapy.  Serum  drug  concen- 
trations as  therapeutic  guides.  N Engl  J Med  287: 
227-31,  3 Aug  72 

8Nelson  E:  Kinetics  of  drug  absorption,  distribu- 
tion, metabolism  and  excretion.  J Pharm  Sci  50: 
181-92,  Mar  61 

9Marks  V,  Lindup  WE,  et  al.:  Measurement  of 
therapeutic  agents  in  blood.  Adv  Clin  Chem  16: 
47-109,  1973 

10Conney  AH:  Pharmacological  implications  of  micro- 
somal enzyme  induction.  Pharmacol  Rev  19:317- 
66,  Sep  67 

1 •Woodbury  DM:  Role  of  pharmacological  factors  in 
ti  e evaluation  of  anticonvulsant  drugs.  Epilepsia 
(Amst)  10:121-44,  Jun  69 

12Solo\v  EB,  Green  JB:  The  simultaneous  determina- 
tion of  multiple  anticonvulsant  levels  by  gas- 
liquid  chromatography.  Neurology  (Minneap)  22: 
540-50,  May  72 


PRIME  OFFICE  SPACE 

FOR  LEASE 
PAWTUCKET 

OPPOSITE  MEMORIAL  HOSPITAL 

•NEWLY  CONSTRUCTED 

•CARPETING 

•HEAT 

•PARKING 

•4  & 6 ROOM  SUITES 

CALL  ALLIED  INVESTMENT 
434-2974  or  433-0759 


November.  1974 


481 


RADIATION  THEE  APT 

(Concluded  from  page  471) 
often  overlooked  in  treatment,  is  metastases  to  the 
brain.  Patients  with  breast  carcinoma  may  develop 
brain  metastasis  without  other  signif'cant  dissemi- 
nated disease;  and  in  such  patients  the  control  of 
neurologic  symptoms  can  result  in  prolonged  sur- 
vival. Since  such  metastases  are  most  often  mul- 
tiple. the  entire  brain  is  treated.  The  resuits  of 
treatment  of  significant  series  cf  patients  with 
cerebral  metastasis  secondary  to  breast  carcin>  ma 
has  been  reported  by  Chu  and  Hilaris,27  and  by 
others.28,  29  In  summary,  patients  who  aie  :;rt 
treated  have  a median  survival  of  approximately 
three  months.  Those  who  receive  whole  brain  ir- 
radiation have  a median  survival  of  somewhat  over 
six  months.  The  response  rate  to  treatment  is  ap- 
proximately 60  per  cent,  and  many  patients  have 
survived  for  well  over  a year  without  further 
symptoms  after  having  had  such  therapy.  When 
symptoms  secondary  to  brain  metastasis  have  re- 
curred. it  has  been  possible  to  retreat  atients  and 
again  obtain  satisfactory  results  in  approximately 
30  per  cent  of  this  group. 


SUMMARY 

The  applications  of  radiation  therapy  in  the 
management  of  all  stages  of  breast  cancer  has  been 
reviewed.  It  is  obvious  that,  as  the  disease  p.o 
gresses  through  its  spectium  from  early  subclinical 
cancer  to  far-advanced  incurable  disease,  the  uses 
of  radiation  vary.  In  the  very  early  case  irradiation 
is  a valuable  primary  therapeutic  method  and 
when  properly  administered,  offers  the  probability 
of  longterm  local  control  which  is  equivalent  to 
that  offered  by  radical  surgery.  As  the  disease 
advances  clinically,  it  is  most  often  treated  by 
mastectomy  with  appropriate  nodal  dissection, 
while  postoperative  radiation  therapy  has  com- 
monly been  administered  through  tradition.  Cau- 
tion is  advised  regarding  the  use  of  such  treat- 
ment in  these  patients.  Careful  evaluation  of  avail- 
able data  indicates  that  further  local  therapy  be- 
yond appropiiate  surgery  offers  no  possibility  of 
extending  the  lifespan.  In  some  cases  actual  haim 
may  be  done  by  adversely  altering  the  patient's 
immunologic  defenses.  It  is  advised,  therefore,  that 
radiation  treatment  in  such  patients  be  reserved 
for  those  who  ultimately  manifest  evidences  of 
local  tumor  recurrence  on  the  chest  wall  or  in  the 
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regional  node-bearing  areas.  When  such  manifesta- 
tions occur,  intensive  radiation  to  the  appropriate 
areas  is  indicated  and  has  a high  probability  of 
eradicating  the  local  tumor. 

In  patients  in  whom  the  disease  is  moderately 
advanced  so  that  they  are  essentially  inoperable 
by  reasonable  standards,  radiation  therapy  can 
play  an  important  role  in  preparing  the  local  field 
for  surgical  intervention.  A combination  of  pre- 
operative irradiation  and  mastectomy  in  these  pa- 
tients offers  the  highest  probability  of  permanent 
local  control  of  tumor.  It  is  postulated  that  the 
addition  of  prolonged  chemotherapeutic  manage- 
ment in  such  patients  may  be  of  value  in  reducing 
the  tumor  burden  within  the  inevitable  metastatic 
deposits  which  are  present.  Whether  or  not  treat- 
ment of  this  sort  can  completely  eliminate  these 
metastases  remains  to  be  seen. 

In  the  patient  with  far-advanced  metastatic  dis- 
ease, radiation  therapy  is  a valuable  local  method 
of  palliation,  offering  an  excellent  therapy  con- 
trolling symptoms  in  such  areas  as  the  eye  and 
the  central  nervous  system.  Tumor  which  recurs 
on  the  chest  wall  following  prior  treatment  with 
supervoltage  irradiation  can  often  be  well  managed 
by  re-irradiation  with  the  electron  beam. 
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Before  prescribing,  please  consult 
;omplete  product  information,  a summary 
jf  which  follows: 

Indications:  Relief  of  anxiety  and 
ension  occurring  alone  or  accompanying 
various  disease  states. 

Contraindications:  Patients  with  known 
iypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
oossible  combined  effects  with  alcohol  and 
Dther  CNS  depressants.  As  with  all 
ONS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physi- 
:al  and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions),  following 
discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precau- 
1 tions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely 
in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has 
not  been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe- 


cially in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syn- 
cope has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests 


advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.-,  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100.  Libritabs®  (chlordiaz- 
epoxide) Tablets,  5 mg,  10  mg  and  25  mg 
—bottles  of  100  and  500.  With  respect  to 
clinical  activity,  capsules  and  tablets  are 
indistinguishable. 

Roche  Laboratories 
Division  ot  Hoftmann-La  Roche  Inc 
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to  help  reduce  clinically  significant  anxiety  and 
thereby  help  improve  patient  receptivity 

■ L^m|  i up  to  100  mg  daily  in 
LIDllUl  I I severe  anxiety 

(chlordiazepoxide  HCI) 
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Symptom  of  excessive  anxiety: 

The  patient  may  have  difficulty  in  accepting  medical  counsel. 


Clinical  experience  has  shown 
that  some  unduly  anxious  patients 
may  tend  to  deny  or  minimize  their 
illness  and  therefore  resist  seeking 


or  following  medical  advice.  Through 
its  antianxiety  action,  adjunctive 
Librium  (chlordiazepoxide  HCI)  can 
often  calm  the  emotionally  tense  pa- 


tient, thereby  encouraging  physician 
patient  rapport  and,  on  occasion, 
making  it  easierforthe  patient  to 
accept  medical  counsel. 


Please  see  reverse  side 
for  summary  of  product  information. 


for  relief  of  excessive  anxiety 

<S>  Librium1 10-ma  capsules 

(chlordiazepoxide  HCI) 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequene  •-i 
and/or  severity  of  grand  mal  seizures  ma 
require  increased  dosage  of  standard  ant;  :'-i 
convulsant  medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in-  1 ¥ 
crease  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- jJo 
gestion  of  alcohol  and  other  CNS  depres-  : ■ 
sants.  Withdrawal  symptoms  (similar  to  j c; 
those  with  barbiturates  and  alcohol)  have'  r 
occurred  following  abrupt  discontinuance  s 
(convulsions,  tremor,  abdominal  and  mus:^ 
cle  cramps,  vomiting  and  sweating).  Keepij, 
addiction-prone  individuals  under  careful  i:;: 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
.he  excessive  anxiety  is  re- 
ieved,  the  depressive  symp- 
:oms  associated  with  it  are  also 
}ften  relieved. 

There  are  other  advan- 
ces in  using  Valium  for  the 
nanagement  of  psychoneu- 
•otic  anxiety  with  secondary 
lepressive symptoms:  the 
jsychotherapeutic  effect  of 
/alium  is  pronounced  and 
apid.  This  means  that  im- 
wovement  is  usually  apparent 
n the  patient  within  a few 
lays  rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  B W,  el  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  el  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J:  Psychosomatics 
77:438-441,  Sept-Oct  1970. 


Wiurn 

(diazepam) 


2-mg,5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


iurveillance  because  of  their  predisposi- 
ion  to  habituation  and  dependence.  In 
jregnancy,  lactation  or  women  of  child- 
)earing  age,  weigh  potential  benefit 
igainst  possible  hazard. 

’recautions:  If  combined  with  other  psy- 
;hotropics  or  anticonvulsants,  consider 
arefully  pharmacology  of  agents  em- 
iloyed;  drugs  such  as  phenothiazines, 
larcotics,  barbiturates,  MAO  inhibitors 
nd  other  antidepressants  may  potentiate 
ts  action.  Usual  precautions  indicated  in 
iatients  severely  depressed,  or  with  latent 
lepression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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ZOLLINGER  — ELLISON  SYNDROME  George  Building  Auditorium 
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N.I.H. 
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DENIAL  REVISITED:  PSYCHOSOMATIC  THEORY 
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Brown  University 
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QUEST  FOR  CURE 


Eaily  in  1973,  a twenty-four  year  old,  wheel- 
chair-bound  female  with  multiple  sclerosis  was 
admitted  to  a university  hospital  in  Boston.  She 
had  been  severely  ataxic  and  paraplegic  for  several 
years  but  had  been  maintained  at  home  by  her 
devoted  mother.  After  the  death  of  her  mother,  she 
was  unable  to  manage  alone  at  home  and  was  there- 
fore brought  into  the  hospital. 

The  patient  had  a thorough  medical  investigation 
and  was  seen  in  consultation  by  the  neurological, 
urological,  and  psychiatric  services.  She  was  treated 
with  ACTH  and  given  daily  physical  and  occupa- 
tional therapy  but  did  not  improve  significantly. 
Ultimately,  she  was  told  that  nothing  more  could 
be  done  for  her  and,  since  she  was  unable  to  main- 
tain herself  independently  in  the  community,  she 
was  informed  that  she  would  be  transferred  to  a 
nursing  home.  She  chose,  instead,  to  move  to  Fall 
River,  Massachusetts,  where  she  lives  in  a modern 
studio  apartment  at  the  Highland  Heights  apart- 
ment complex,  a hospital-connected  sheltered  housing 
project.  She  entertains  in  her  apartment  frequently, 
attends  educational  and  recreational  meetings  regu- 
larly, and  is  planning  to  matriculate  at  a local  uni- 
versity. Her  therapy  has  consisted  of  a supportive 
environment  and  has  improved  both  her  mobility 
and  the  quality  of  her  life.  These  were  the  major 
objectives  of  the  treatment  she  received  in  Boston 
but  the  therapeutic  modalities  being  utilized  in  Fall 
River  were  not  apparent  from  the  more  limited 
perspective  of  her  Boston  physicians. 

As  David  E.  Rogers  has  recently  pointed  out, 
the  progressive  specialization  of  medical  practice 
has  led  to  failure  to  recognize  a basic  distinction 
between  disease  and  illness  (Pharos  37:124,  Oct 
1974).  Increasingly,  we  have  come  to  regard 
the  two  terms  as  synonymous  when,  in  fact 
they  are  not.  Quoting  Jeremiah  A.  Barondess,  Doc- 


tor Rogers  defines  disease  as  a pathological  bio- 
logical event  that  can  be  understood  in  scientfic 
and  objective  terms.  An  illness,  on  the  other  hand, 
is  a human  event.  Illness  is  an  interaction  of  a par- 
ticular person  with  a particular  disease  in  a particu- 
lar environmental  milieu.  “It  is  an  event  in  the 
course  of  a human  life  . . . often  profoundly  in- 
fluenced by  the  background,  life  style,  and  tempera- 
ment of  the  individual  who  is  experiencing  it.  It 
is  embedded  in  the  trappings  of  concerns,  responsi- 
bilities, hopes,  and  fears  of  that  special,  unique, 
and  particular  person.  Thus,  an  illness  is  ultimately 
to  be  understood  not  in  scientific,  but  in  human 
terms.” 

In  the  modern  era,  medical  therapy  has  generally 
come  to  imply  chemical  or  surgical  intervention  in 
the  evolution  of  disease.  Technological  advance 
has  brought  us  the  drama  of  medical  therapeutics 
in  crisis  iiitervention.  Scholarship  and  specialization 
have  produced  the  exquisitely  clever  biochemical 
manipulation  which  we  have  come  to  associate  with 
the  therapeutic  art.  Unfortunately,  despite  our 
chemical  and  manual  legerdemain,  most  diseases 
stubbornly  remain  incurable;  human  suffering  per- 
sists. 

Wheelchair-bound  patients,  such  as  the  young 
resident  of  Highland  Heights  with  multiple  sclerosis, 
generally  suffer  from  incurable  diseases.  Such  pa- 
tients frequently  reside  in  institutions,  victims  of 
social  isolation  and  restricted  opportunity  as  well 
as  neuromuscular  deficiency.  The  efforts  of  the 
health  professions  on  behalf  of  these  patients  gen- 
erally have  concentrated  in  the  search  for  phar- 
macological cure.  Despite  research  in  the  etiology 
and  treatment  of  multiple  sclerosis  at  a cost  of 
millions  of  dollars  annually,  the  etiology  of  the 
disease  remains  obscure  and  the  cure  elusive;  and, 
(Concluded  on  next  page) 
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patients  continue  to  present  with  human  needs 
which  cannot  await  a cure.  Concern  with  the  pa- 
tient's illness  rather  than  the  disease  should  raise 
such  issues  as  the  removal  of  architectural  barriers, 
the  development  of  community  services,  special 
education,  and  social  support.  Neurological  func- 
tion may  not  return  but  the  patient's  mobility 
and  quality  of  life  may  be  markedly  improved  by 
these  unorthodox  therapeutic  modalities. 

There  are  large  numoers  of  patients  for  whom 
conventional  treatment  methods  have  little  to  offer. 
The  hemiplegic  and  the  spinal  cord  injured,  the 
amputee,  the  blind,  the  congenitally  malformed 
and  the  cerebral  palsied,  the  neurologically  im- 
paired and  the  mentallv  retarded,  these  and  many 
others  who  fill  our  ever-expanding  long-term  care 
institutions  would  be  better  served  by  a medical 
profession  with  a broader  view  of  therapeutics;  a 
profession  which  compensated  for  its  scientific  in- 
adequacies with  social  advocacy;  a profession 
ready  to  exploit  a broad  range  of  therapeutic  mod- 
alities in  the  community  outside  its  hospitals  and 
institutions.  Why  have  we  not  insisted  on  specia- 
lized housing,  barrier-free  transportation,  special 
education,  nutritional  support,  expanded  home  care, 
and  the  countless  other  services  that  our  ‘‘incur- 
able” patients  require?  Are  increased  functional 
ability  and  personal  dignity  more  noble  if  conferred 
by  chemical  means  than  if  provided  by  human  con- 
cern. and/or  social  intervention? 

In  the  scientific  era  of  the  past  several  decades, 
medical  education  has  been  confined  to  institutions, 
and  students  have  learned  to  relate  to  patients  as 
individuals  in  isolation,  separate  from  their  families 
and  environments.  There  is  reason  to  believe  that 
this  limitation  of  the  educational  process  has  tended 
to  produce  physicians  with  tubular  vision,  focused 
on  the  application  of  science  to  the  abstract  clinical 
problems  of  individual  patients.  We  treat  ‘‘pack- 
aged" disease  rather  than  human  illness.  The  con- 
cept of  the  physician  as  a family  and  community- 
resource  has  declined  progressively.  Loss  of  the 


physician's  public  service  role  has  been  regrettable 
for  the  profession  as  well  as  for  the  community. 

At  Brown  University  the  Program  in  Medicine 
attempts  to  introduce  its  students  to  the  concept  of 
expanded  therapeutic  roles  in  the  community.  For 
some  students  a new  humanities  emphasis  in  the 
premedical  years  makes  it  possible  to  replace  the 
customary  physical  science  dominated  premedical 
curriculum  w'th  a more  humanistically  oriented 
course  of  study.  The  curriculum  in  community- 
health  during  the  clinical  clerkship  years  introduces 
the  students  to  socioeconomic  problems  and  “social 
systems”  therapy.  The  integration  of  the  Medical 
Program  into  Rhode  Island  community  hospitals 
permits  exposure  of  students  to  community  prob- 
lems and  human  service  system  organization. 

But  more  than  academic  exposure,  students  need 
models  from  which  to  pattern  their  careers. 
They  must  be  given  the  opportunity  to  observe 
that,  although  few  diseases  are  curable,  a broad 
view  of  therapeutics  applied  to  human  illness  can 
produce  benefical  results  in  most  patients.  Empath- 
ic  supportive  treatment  of  the  patient  by  advocacy- 
and  formulation  of  new  and  expanded  sociomedical 
systems  — community  therapy  and  the  creation 
of  a therapeutic  environment  — is  medical  therapy, 
less  dramatic  but  often  more  productive  than  the 
quest  for  pharmacological  or  surgical  cure. 

The  physician’s  therapeutic  horizons  should  not 
be  bounded  by-  walls  of  his  office  nor  restricted  to 
the  traditional  chemical  and  surgical  modalities. 
Environmental  modification  and  social  change  may 
be  powerful  therapeutic  tools.  The  physician-advo- 
cate, concerned  with  the  personal  needs  of  his  pa- 
tients and  the  therapeutic  environment  in  his  com- 
munity, elevates  and  expands  the  therapeutic  en- 
deavor, bringing  honor  to  his  profession  as  well  as 
comfort  to  his  patients. 


GIFTS  OF  JOURNALS 

The  Library  benefits  a great  deal  from  gifts  o f medical  periodicals.  Although  many  of  the  volumes 
received  are  duplicates,  they  can  be  used  for  exchang  e or  for  extra  copies  available  for  circulation.  We  have 
limited  storage  space  and  a small  staff,  however,  and  can  no  longer  take  care  of  multiple  copies.  Please  do 
not  offer  the  following  titles  if  the  copies  are  more  than  a year  old:  JAMA,  New  England  Journal  of  Med- 
icine, Archives  of  Internal  Medicine,  and  Surgery,  Gy  necology  and  Obstetrics. 

Most  controlled-circulation  journals,  sent  gratis  to  physicians,  are  of  limited  value  to  libraries  be- 
cause of  poor  indexing  which  makes  it  difficult  to  track  down  articles.  We  do  not  keep  a back  file  of  this 
t.' pe  of  material  except  for  a very  few  (i.e.,  Medical  Economics,  MD,  and  Medical  World  News). 

* * * * * 

We  are  looking  for  copies  of  the  following  periodicals  for  1975:  Bulletin  de  la  Societe  Internationale 
de  Chirurgie  (also,  for  1972-1974),  American  Journal  of  Ophthalmology,  Diabetes,  Journal  of  Laboratory 
and  Clinical  Medicine,  Journal  of  Thoracic  and  Cardiovascular  Surgery,  Journal  of  Urology,  and  Psychoso- 
matic Medicine. 


David  S.  Greer,  M.D. 

Associate  Dean  of  Medical  Affairs 
Brown  University 
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Dx:  Duodenal  ulcer 
Rx:  Maalox. 


Why  do  people  develop  duodenal  ulcers? 

No  one  knows  with  certainty ..  .yet.  Competitiveness? 
Perhaps.  Stress?  Aggressiveness?  All  probably  play  their  parts. 

But  one  thing  is  certain:  in  a disease  characterized  by  a 
gastric-acid  output  that  may  be  four  times  normal,  antacid  therapy 
is  a vital  adjunct  to  effective  clinical  management. 

That’s  where  Maalox  comes  in.  It’s  America’s  number 
one  antacid.  And  has  been  foryears.  The  reasons? 

Maalox  does  precisely  what  an  antacid,  ideally,  is 
intended  to  do.  It  works  fast.  It  neutralizes  effectively.  It  doesn’t 
constipate.  And  its  pleasant  taste  is  well  tolerated— definitely  a 
majorconsideration  in  long-term  therapy. 

In  any  ulcer  regimen,  as  you  know,  there  are  many 
factors  to  consider.  But  the  inclusion  of  Maalox,  as  the  antacid  of 
choice,  gives  you  and  your  patient  one  less  thing  to  worry  about. 


• • • 


THE 

ANNUAL  MEETING 

of  the 

' > 

Providence  Medical  Association 

FRIDAY,  JANUARY  17,  1975 

COLONIAL  HILTON  INN 

Route  1-A,  Cranston,  R.  I. 


SOCIAL  HOUR  — 6:30  P.M. 
DINNER  — 7:30  P.M. 
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The  Council  of  the 

New  England  State  Medical  Societies 

announces  its 

15%  or  $7500 
NEW  KEOGH  PLAN 

Choose  your  investment 

• Commercial  Paper 

• Savings  Accounts 

• Treasury  Notes 

• Life  Insurance 

• Annuities 

(a)  variable 

(b)  fixed 

• Mutual  Funds 

(a)  Income 

(b)  Growth 

(c)  Money  Market 

• Stocks 

• Bonds 

Understand  the  advantages  and  consequences  of  this  new  law 
before  you  update  your  existing  plan  or  start  a new  one. 


Write  or  call 


New  England  Physicians  Advisory  Services,  Inc. 

One  Wells  Avenue,  Newton,  Mass.  021 59  (61 7)  965-51 00 


Fy  for  OVERWORKED  DOCTORS 


It  would  be  rare  indeed  to  find  a physi- 
cian who  doesn’t  put  in  long,  tiring  hours, 
working  in  the  area  of  death  vs.  life.  Add 
to  that,  the  years  spent  in  earning  your 
M.D.,  the  untold  hours  of  post-graduate 
study  and  the  nights  perusing  medical 
literature  to  keep  abreast  of  the  latest 
developments  in  your  fast-changing  pro- 
fession. 

Surely,  you  deserve  something  beyond 
the  satisfaction  of  doing  your  job  well. 
Suggestion:  investigate  the  pleasures  of 
owning  "The  Perfect  Car".  We,  too,  have 
spent  years  in  perfecting  our  techniques 
of  delivering  to  our  customers  cars  that 
have  been  gone  over  with  a fine-tooth 
comb.  We  "fit"  it.  Every  "bug"  has  been 


taken  out,  and  we  test-drive  the  car  for 
200  miles  before  delivery,  thus  guaran- 
teeing you’ll  avoid  the  aggravation  of 
squeaks,  rattles,  leaks,  mechanical  prob- 
lems and  just  about  anything  which  could 
create  dissatisfaction.  We  call  it  the 
Tasca  ABC  Plan.  It’s  a major  develop- 
ment in  satisfying  customers. 

Combine  the  Tasca  ABC  Plan  with 
great  cars  to  start  with,  — Lincoln  Con- 
tinental, Mark  IV,  or  the  new  Mercury 
Monarch,  and  you’re  well  on  your  way 
to  relief  from  the  tension  which  comes 
from  doing  your  job  so  conscientiously. 
You  deserve  The  Perfect  Car,  — from 
Tasca.  No  appointment  necessary. 


riaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 

ninic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
teniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg.); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 


Triaminic  Expectorant 
with  Codeine  ® 

Each  teaspoonful  (5  ml.)  contains: 

Codeine  phosphate,  10  mg.  (Warning:  May  be  habit  forming); 
Triaminic,  25  mg.  (phenylpropanolamine  hydrochloride,  12.5  mg.; 
pheniramine  maleate,  6.25  mg.;  pyrilamine  maleate,  6.25  mg  ); 
glyceryl  guaiacolate,  100  mg.;  alcohol,  5%. 

Triaminic  Expectorant  with  Codeine  is  a Schedule  V controlled  substance. 


‘he  Adult  Expectorants  that  are  great  for  kids,  too. 


Dorsey  Laboratories/Division  of  Sandoz-Wander,  Inc. /Lincoln,  Nebraska  68501 


B — RB 


Report  Of  The  Committee  On  Drug  Abuse 


The  Rhode  Island  Uniform  Control  Substances 
Act  of  1974  went  into  effect  July  1,  1974.  This 
is  a major  revision  of  all  previous  Drug  Abuse 
control  laws  in  Rhode  I s' and.  The  Committee  on 
Drug  Abuse  of  the  Society  has  been  intensively 
engaged  in  attempting  to  influence  the  content  of 
this  legislation  for  the  past  two  and  one  half  years. 

We  originally  had  suggested  a prototype  of  legis- 
lation based  upon  the  Uniform  Coding  device  which 
the  federal  government  uses  to  suggest  how  to  trans- 
late revised  federal  statutes  into  state  laws. 

Besides  updating  sections  which  affect  prescrib- 
ing practices,  we  were  greatly  concerned  with  the 
punitive  sections  of  our  state  laws.  We  approached 
this  area  with  a fundamental  premise. 

It  had  been  generally  agreed  by  the  American 
Bar  Association,  the  AMA,  and  the  National  Com- 
mission on  Marijuana  that  marijuana  possession 
should  not  be  treated  as  if  it  were  a narcotic.  We 
felt  as  did  the  National  Commission  that  not  clear- 
ly delineating  this  distinction  was  a “Signal  of  Mis- 

WHAT  LABORATORY  SERVICES 
DO  YOU  REQUIRE? 


Routine  Tests? 

We  do  them  all —quickly,  reliably  and  at 
moderate  cost. 

Unusual  Tests? 

We  routinely  perform  hundreds  of  uncommon 
procedures,  including  the  new  assay  for 
Carcinoembryonic  Antigen  CCEA). 

Test  Combinations? 

We  offer  a variety  of  useful  profiles, 
all  designed  to  provide  a maximum  of 
information  at  minimum  cost. 

For  detailed  information  and  complimentary 
supplies,  please  write  or  call. 


LEARY 

LABORATORY,  INC. 


A Smith  Kline  Clinical  Laboratory 

Serving  New  England  and  the  Nation  Since  1929 


Providence,  R.I.,  Laboratory  Locations: 

655  Broad  Street  1 89  Governor  Street 

(401)421-1138  (401)351-4900 


1 1 1 Plain  Street 
(401)  421-9403 


Central  Laboratory:  43  Bay  State  Road  Boston  Mass. 
Teleodone  (617)536-2121 


understanding  to  the  youth  of  our  country.  In 
other  words,  if  we  are  to  effectively  approach  drug 
abuse,  society  (the  community)  must  first  present 
its  laws  as  being  truthful  and  pharmacologically 
sound. 

We  were  also  concerned  about  the  harshness  of 
our  state  statutes  and  the  possibilities  that  a youth 
ful  fling  might  jeopardize  a future  career  since 
possession  of  Marijuana  was  a felony  and  a felony 
conviction  brings  with  it  a lifelong  bar  to  certain 
rights  and  opportunities. 

The  Committee  was  also  acting  as  an  advocate 
for  the  protection  of  the  patient  as  it  concerned 
a requirement  for  record-keeping.  We  also  suggest- 
ed a strong  punitive  measure  for  the  non-drug  de- 
pendent exploiter  but  advised  clear  delineation  of 
the  “seller”  and  the  “possessor”  in  the  penalty 
structure. 

After  we  had  pointedly  objected  to  several  sec- 
tions of  the  proposed  revision,  we  were  invited  to 
consult  with  the  administration  and  the  sponsors 
in  the  middle  of  the  1974  legislature.  At  these  meet- 
ings, at  our  suggestions,  a two  year  limit  on  infor- 
mation recorded  wTas  written  in,  preventing  compu- 
terization. Also  a penalty  was  appended  to  a section 
on  divulging  information  acquired  in  conformance 
to  the  statutes.  This  provision  increased  the  variety 
of  persons  to  which  the  section  applied,  from  offi- 
cer, “to  any  persons.” 

Following  these  meetings  with  administration 
personnel,  a revised  version  emerged.  Subsequently, 
this  legislative  proposal  was  submitted  to  the 
Special  Legislative  Commission  on  Reform  of  Cri- 
minal Procedures.  The  Chairman  of  the  Drug 
Abuse  Committee  then  was  invited  to  present  testi- 
mony to  this  Commission. 

We  suggested  that  the  penalty  for  Marijuana 
possession,  that  is  as  a felony,  was  too  harsh.  We 
objected  to  the  requirement  that  a physician  must 
report  continued  usage  of  Schedule  II  Drugs  after 
3 months.  This  schedule  now  includes  Ampheta- 
mines. Methaqualone,  Methvlphenidate,  and  several 
short-acting  barbiturates.  It  would  require  sub- 
mitting the  patient’s  name,  address,  and  the  nature 
re  the  illness.  This  rule  has  always  been  in  effect  re- 
garding Schedule  II,  but  this  schedule  until  recently 
only  referred  to  narcotics.  We  also  objected  to  the 
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wording  of  the  section  requiring  a physical  exam- 
ination prior  to  the  prescribing  of  controlled  drugs 
in  Sections  II  through  IV.  Any  control  concept 
which  was  already  present  in  existing  state  law  ap- 
peared to  be  sacrosanct.  We  felt  that  even  though  it 
can  be  viewed  as  an  unnecessary  interference  in  th? 
practice  of  medicine,  that  since  it  was  already  in 
the  existing  law,  it  would  be  difficult  to  eliminate 
it.  We  suggested  revising  this  section  so  that  an 
examination  was  only  required  before  the  original 
prescription  of  a controlled  drug  in  Schedules  II, 
III,  and  IV. 

We  had  also  pointed  out  the  discrepancy  between 
the  Uniform  Code  and  the  proposed  revision  regard- 
ing sale  to  a minor.  The  Uniform  Code  specifies 
that  a “seller”  must  be  three  years  older  to  be  sub- 
ject to  these  extremely  harsh  penalties.  This  prc- 
posal  was  to  avoid  college  roommate  situations  in 
which  an  element  of  seduction  might  be  involved. 
The  terminology  was  subsequently  charged  to  con- 
form with  Uniform  Code. 

By  its  involvement  in  the  legislative  process,  re- 
sulting in  the  Rhode  Island  Uniform  Controlled 
Substances  Act  of  1974,  the  Committee  feels  that 
it  was  effective  in  the  following  instances. 

1.  As  a first  offense,  the  possession  of  Marijuana 
was  made  a misdemeanor  and  it  was  distin- 
guished in  the  penalty  structure  as  a non-nar- 
cotic in  both  possession  and  trafficking.  This 
feature  was  not  present  in  the  original  ver- 
sion. Many  legislators  and  judicial  people 
agreed  with  us;  but  we  feel  that  without  the 
Medical  Society’s  leadership,  the  change 
would  not  have  transpired.  We  felt  this  to  be 
an  important  accomplishment  for  reasons 
which  we  have  discussed  earlier  in  this  report. 

2.  The  word  “sell”  in  the  old  legislation  was 
retained  in  the  original  version  submitted. 
The  definition  was  “sale,  barter,  gift,  transfer 
or  delivery  in  any  manner  or  to  offer  or  to 
agree  to  do  the  same.”  The  Committte  on 
Drug  Abuse  felt  that  it  was  important  to 
differentiate  clearly  an  “exploiting  seller”  and 
a “possessor”.  We  felt,  as  stated  in  the  Uni- 
form Code,  that  this  definition  was  too  broad 
and  did  not  clearly  delineate  the  difference 
in  penalty  possibilities  of  the  two  offenses. 

It  is  still  defined  that  way  in  the  new  statutes, 
but  the  word  “sell”  is  not  used  in  the  penalty  struc- 
ture and  thus,  in  effect,  the  definition  has  no  rele- 
vance. 

(Continued  on  next  page) 


OBSTETRICIANS/GYNECOLOGISTS 

HMO  seeks  concerned  physicians  to  prac- 
tice in  an  existing  health  services  program 
which  is  developing  into  a comprehensive, 
pre-paid  program.  An  existing  patient 
base,  a city-wide  network  of  new  health 
care  centers,  innovative  approaches  to 
services  delivery  problems  and  possibility 
of  medical  school  faculty  appointment 
make  this  an  unusually  attractive  oppor- 
tunity. 

Salary  and  fringe  benefits  competitive 

An  equal  opportunity  employer 

Inquire:  Roswell  Johnson,  M.D.,  Acting 
Director,  Providence  Health  Centers,  Inc., 
469  Angell  Street,  Providence,  Rhode  Is- 
land 02906.  Tel.:  (401)  861-6300. 
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3.  We  recommended  ihe  insertion  in  the  penalty 
clause  for  sale  of  controlled  substances  to  a 
person  under  18,  wording  that  states  “the 
seller  must  be  over  18  and  the  person  buying 
must  be  at  least  three  years  his  junior.” 
Marijuana  is  again  distinguished  with  a lesser 
penalty. 

The  terminology  was  suggested  by  the  Uniform 
Code  but  again  it  was  not  in  the  original  version. 

We  felt  that  accuracy  of  these  sections  was  nec- 
essary to  demonstrate  the  Society’s  concern  that 
such  laws  be  just  and  truthful  in  the  eyes  of  young 
people. 

4.  Although  at  this  point,  we  were  not  able  to 
eliminate  the  requirement  for  examination 
prior  to  prescribing  and  we  feel  that  it  is  an 
unwarranted  interposition  of  the  state  between 
patient  and  physician,  we  were  able  to  insert 
“original”  in  the  requirements  for  the  physical 
examination,  thus  eliminating  the  need  for  a 
physical  exam  before  each  prescription.  The 
old  statute  required  all  of  this. 

5.  The  section  which  mandated  a triplicate  pre- 
scription for  controlled  drugs,  which  we  felt 
was  abhorrent,  was  eliminated  because  of  our 


strong  objections.  This  triplicate  prescription 
is  by  no  means  a dead  issue  since  it  was  only 
removed  from  the  legislative  realm  but  now  it 
is  left  at  the  discretion  of  the  Director  of 
Health.  We  still  believe  that  this  is  an  unwar- 
ranted abrogation  of  patient’s  rights  to  con- 
fidentially and  we  will  forcefully  oppose  it  if 
it  appears  again,  that  is,  if  the  Director  of 
Health  wishes  to  implement  it. 

6.  We  feel  that  we  further  protect  the  patients 
rights  by  succeeding  in  inserting  a two-year 
limit  on  retention  of  prescription  data.  This 
prevents  computerization. 

7.  Penalties  for  divulging  information  acquired 
in  drug  control  efforts  were  widened  in  their 
applications  to  cover  any  “persons”  rather 
than  merely  “officers.”  This  was  inserted  as 
a result  of  our  concern.  The  offense  is  a felony 
under  the  general  penalty  section. 

8.  By  our  repeated  expressions  of  concern  about 
the  original  legislation,  -we  feel  that  we 
brought  about  reconsideration,  a broadened 
input,  and  also  routing  through  the  Special 
Legislative  Committee  on  the  Reform  of 

(Continued  on  Page  498) 


MEDICAL  DIRECTOR  (M.D.) 

(part-time) 

A newly  created  community-based  home  care  agency  is  seeking  an  interested 
and  qualified  physician  to: 

. . . serve  as  medical  advisor  to  the  agency  and  its  professional  staff 

. . . formulate  medical  policy  and  procedures  for  the  appropriate  delivery 
of  high  quality  home  care  services 

. . . serve  as  medical  liaison  between  the  agency,  the  physicians  in  the 
community  and  the  medical  staffs  of  local  health  care  facilities 

. . . assist  in  developing  programs  of  medical  education  and  training  for 
professional  personnel  within  the  agency  and  affiliated  agencies 

Candidate  should  be  committed  to  the  philosophy  that  home  health  care  is  an 
appropriate  alternative  to  hospital  and  nursing  home  care 

SALARY  $5,000  - $7,500 

Physicians  interested  in  this  position  are  asked  to  contact: 

Mr.  William  C.  Harvey 

HOME  CARE  ASSOCIATION  OF  GREATER  PROVIDENCE,  INC. 

157A  Waterman  Street 

Providence,  R.  I.  02906  — Telephone:  521-2633 
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ASCANIO  Dl  PIPPO  DONALD  MATTERA 

Pb..  D B.S.  M.T.  (ASCP) 


DRUG  ABUSE  REPORT 

(Continued  from  page  496) 

Criminal  Procedures  This  last  may  have  re- 
sulted in  some  changes  which  we  feel  were 
not  positive  but  did  result  in  a meshing  of  this 
proposed  statute  with  existisg  legislation  along 
with  a final  acceptance  of  the  misdemeanor 
penalty  for  marijuana  possession. 

The  Committee  feels  this  legislation  still  needs 
amendments  in  the  following  areas: 

1 . Elimination  of  the  requirement  for  reporting 
on  Schedule  II  Drugs  after  three  month's  con- 
tinuation. This  section  was  in  the  old  law  but 
only  covered  narcotics.  As  we  have  said,  it 
now  includes  man}'  other  non-narcotic  drugs. 
In  effect,  it  places  a state  in  a judgmental  role 
as  to  whether  the  medication  is  to  be  contin- 
ued beyond  three  months.  As  far  as  we  know, 
they  have  never  exercised  this  prerogative  nor 
should  they,  so  its  existence  is  of  no  value. 
We  know  of  no  other  state  which  has  this 
section  in  its  drug  control  law. 

2.  The  requirement  for  an  examination  prior  to 
presciibing  Schedules  II,  III,  and  IV  is  an 
interposition  of  the  state  between  patient  and 
physician.  It  supposedly  is  an  enforcement 
device  relating  to  prescribing  practice  misuse. 
It  is  seldom  utilized  and  it  is  difficult  to 
believe  that  it  is  a deterrent.  It  increases  the 
cost  of  medical  care  unnecessarily  and  shculd 
be  eliminated. 

3.  The  Committee  feels  that  there  is  no 
valid  reason  for  any  reporting  system  to  exist. 
Under  the  old  law,  pharmacists  reported  to 
the  Division  of  Drug  Control  the  name  and 
address  of  patients  who  had  narcotics  pre- 
scribed for  them,  along  with  the  name  of  the 
physician.  This  was  a requirement  unique  to 
Rhode  Island.  Federal  law  required  the  phar- 
macists to  keep  records  of  these  prescriptions 
on  hand.  Instead  ol  inspecting  records  at  the 
pharmacy,  the  state  required  the  forwarding 
of  names  of  patients  for  the  state  files.  This 
apparently  is  done  in  few  other  states,  if  at 
all,  and  is  an  invasion  of  privacy.  It  is  a poor 
method  of  detection  of  misuse  or  forgery  as 
most  pharmacists  are  sometimes  six  months 
or  more  behind  in  their  reports.  We  see  no 
need  for  this  requirement.  We  feel  the  sub- 
stitution of  requirements  for  triplicate  pre- 
scriptions would  only  greatly  aggravate  the 
invasion.  Remember  that  Schedule  II  now  in- 
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eludes  many  non-narcotic  frequently  prescrib- 
ed drugs,  resulting  in  the  acquisition  of  data 
needlessly  on  non-abusing  patients.  It  is  an 
unproven  and  probably  wasteful  control  meth- 
od. It  would  seem  more  frequent  on-location 
inspection  of  pharmacy  records  would  ac- 
complish more  valid  control. 

4.  Our  Committee  originally  concerned  itself 
with  the  harshness  of  the  law  in  regard  to 
possessors  of  controlled  drugs.  In  one  phase 
of  the  evolution  of  this  new  law,  a version 
strictly  followed  the  Uniform  Code  in  making 
simple  possession  first-offense  a possibility 
for  probation  with  subsequent  expunging  of 
the  records.  This  we  supported.  The  Special 
Commission  to  Reform  Criminal  Procedures, 
the  legislative  body  which  finalized  it,  elimin- 
ated this  section  dealing  with  first  offense. 
So  in  the  end,  the  only  charge  in  the  penalty  struc- 
ture dealt  with  Marijuana.  This  was  a major  re- 
vision making  first  offense  possession  a misdemeanor 
and  removing  it  from  a ‘‘narcotic”  classification.  A 
second  possession  offense  is  still  a felony,  with  all 
that  entails.  We  were  pleased  with  these  events  but 
still  reuect  on  the  fact  that  Rhode  Island  at  this 
time  has  the  second  harshest  law  on  Marijuana  in 
the  country,  which  was  recently  recognized  as  such 
in  the  national  press.  As  to  whether  “toughness”  in 
drug  laws  really  deters  drug  abuse,  one  only  has  to 
read  of  the  effects  of  the  New  York  laws  which  are 
devastatingly  stringent  and  apparently  haven't  af- 
fected drug  traffic  in  any  major  way. 

We  wonder  about  the  realism  of  these  statutes 
relating  particularly  to  Marijuana  when  we  reflect 
on  some  recent  indications  of  the  magnitude  of 
the  usage  of  this  substance. 

To  illustrate  the  extent  of  the  usage  of  Mari- 
juana in  the  United  States,  the  National  Commis- 
sion on  Marijuana  and  Drug  Abuse  found  that 
26  million  Americans  or  16  percent  of  the  adult 
population  have  tried  Marijuana  at  least  once  and 
another  13  million  use  it  regularly.  This  was  three 
years  ago  and  has  obviously  increased.  If  the  13 
million  regular  users  were  jailed  for  one  year  (i.e. 
misdemeanor)  the  cost  of  the  public  at  $6,100 
would  be  in  excess  of  $29  billion  dollars  a year. 
The  FBI  Uniform  Crime  Report  for  1973  reveals 
that  66.9  percent  of  all  drug  arrests  involve  Mari- 
juana, a 43  percent  increase  over  1972.  Eighty 
percent  of  those  arrested  were  under  26. 

It  seems  as  if  usage  among  young  people  is  al- 
most universal.  It  is  increasingly  being  used  by 
older  people.  Laws  do  not  appear  to  be  a deterrent. 


As  recently  reported  in  Science,  it  has  now  been 
subjected  to  five  years  of  gradually  more  precise 
study.  There  seems  to  be  some  grounds  for  concern 
about  chronic  usage,  but  as  the  present  Director 
of  the  Drug  Enforcemeni  Administration  testified 
before  the  Senate,  this  is  in  itself  no  reason  for  a 
possessor  to  face  a jail  sentence  and  lifelong  stig- 
matization. 

All  fifty  states  now  have  made  Marijuana  pos- 
session, either  first  offense  or  all  offenses,  a mis- 
demeanor. 

We  still  support  the  Uniform  Code  suggestion 
(Continued  on  next  page) 
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WILDERNESS  VALUES  WITHOUT 
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30  Minutes  From  Providence 
Something  New  in  Rhode  Island 

Sixteen  nature-endowed  wooded  home 
locations  of  not  less  than  two  acres  each 
arranged  along  one  side  of  a mile-long, 
wide,  deep,  naturally  wooded  valley  with 
brook,  and  wetlands.  All  locations  are  at 
a high  elevation,  and  each  has  a long  view 
across  the  valley  and  beyond,  with  no 
man-made  structure  in  sight  or  possible 
ever.  Mutually  beneficial  covenants. 
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ONE  CALL! 

Your  complete 
source  of  all 
medical,  surgical 
laboratory 
needs 


YOU'RE  INVITED  TO  VISIT  OUR 
NEWLY  EXPANDED  MEDICAL  & 
SURGICAL  SUPPLY  DEPARTMENT 


WOULD  YOU  LIKE  OUR  NEW 
MEDICAL  SUPPLY  CATALOG? 


Call  421-4600 


that  first  offense-simple  possession  of  any  controll- 
ed drug  be  a probable  probationary  situation  with 
subsequent  expunging  and  would  urge  it  as  an 
amendment  to  the  current  statute. 

There  are  several  areas  of  this  revised  statute 
which  directly  affect  the  medical  practitioner.  Some 
of  these  effects  result  from  parts  of  the  law  which 
are  unique  to  Rhode  Island  such  as  the  three  month 
reporting  section  (after  continued  use)  and  examin- 
ation prior  to  prescribing  of  controlled  drugs. 
Others  have  a federal  origin  such  as  the  amplifica- 
tion of  Schedule  II  controlled  drugs. 

Obviously,  we  must  adhere  to  these  revisions; 
but  the  Committee  feels  that  a physician  need  not 
fear  inadvertant  mistakes  will  cause  him  to  be 
confronted  by  the  Drug  Control  Division.  This 
usually  occurs  only  when  the  Drug  Control  Divi- 
sion feels  that  it  has  evidence  of  misuse  of  pre- 
scribing practices.  This  may  not  apply,  however,  to 
municipal  enforcement  groups. 

The  important  sections  affecting  medical  practice 
are: 

1.  A physician  must  leport  the  name  and  nature 
of  illness  for  all  patients  who  are  treated  for 
more  than  three  months  with  Schedule  II 
medications  which  include  besides  narcotics, 
amphetamines,  Methvlphenidate  (Ritalin), 
Glutethamide  (Doriden),  Methvprvlon  (Nod- 
udar),  Methaqualone  (Quaalude)  and  short 
acting  barbiturates,  specifically  Seconal,  Tui- 
ral,  Amytal  and  Nembutal. 

(We  protested  strongly  about  this  section  before 
the  Commission  on  Reform  of  Criminal  Procedure, 
but  the  provision  was  retained.) 

2.  A physician  cannot  prescribe  a Schedule  II, 
III,  or  IV  drug  unless  he/she  has  examined 
the  patient.  A repeat  examination  is  not  nec- 
essary for  each  new  prescription  for  that 
patient  providing  the  physician  has  examined 
the  patient  at  the  time  that  he/she  wrote 
the  first  prescription. 

(The  previous  legislation  did  not  specify  that  the 
examination  had  to  occur  only  prior  to  the  first 
prescription.) 

3.  A physician  must  now  register  annually  with 
the  state  in  order  to  prescribe  controlled  sub- 
stances. A notarization  is  only  necessary  on 
the  original  registration.  This  registration  at 
a state  level  applies  to  all  segments  of  distri- 
bution of  controlled  drugs,  not  exclusively  to 
physicians.  It  simplifies  revocation  procedures 
where  there  is  evidence  of  violation  of 
statutes. 
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There  is  adequate  protection  in  the  statute  to 
prevent  misapplication.  It  is  only  necessary  to  write 
your  BXDD  number  on  prescriptions. 

4.  A physician  must  have  a separate  .state  reg- 
istration for  each  office. 

5.  If  a physician  administers  controlled  drugs 
or  dispenses  them,  that  is,  Schedule  II  through 
IV,  he/she  must  keep  a record  of  controlled 
substances  received  and  a record  of  all  con- 
trolled substances  dispensed  or  administered. 
Violation  is  considered  a felony.  This  section 
has  always  applied.  In  general,  if  a physician 
dispenses  or  administers  drugs,  it  might  be 
wise  to  consult  the  listing  of  Schedules  II 
through  IV  drugs  which  the  Committee  re- 
cently forwarded  to  members  of  the  Rhode 
Island  Medical  Society,  to  determine  of  which 
d ugs  you  will  have  to  keep  a record.  It  should 
be  noted  that  there  is  a correction  of  this  list 
in  that  Nembutal,  Seconal,  Amytal,  Tuinal, 
Doriden,  and  Noludar  are  in  Schedule  II, 
and  Not  III . 

6.  Schedule  II  controlled  substances,  unless 
directly  dispensed  by  a practiticner,  will  not 
be  dispensed  without  a written  prescription 
except  for  a small  quantity  for  immediate 
emergency  use  which  may  be  prescribed  oral- 
ly. There  is  no  limit  to  the  quantity  which 
may  be  prescribed  in  a written  prescription. 

7.  Schedules  III  through  IV  again  except  when 
dispensed  directly  by  a practitioner,  require 
a written  or  oral  prescription  which  may  not 
be  refilled  more  than  six  months  after  the 
original  date. 

The  Committee  was  greatly  encouraged  by  the 
support  of  the  Council  and  House  of  Delegates  for 
giving  us  their  confidence  in  what  seemed  at  times 
an  impossible  and  futile  ecort.  We  would  like  to 
praise  the  Administration  for  its  willingness  to  listen 
to  our  views.  We  feel  that  Representative  Anthony 
Solomon,  the  main  sponsor  of  this  bill,  willingly 
modified  sections  when  he  saw  a valid  counter  pro- 
posal offered.  He  deserves  much  credit  for  his  per- 
sistence in  bringing  about  a much  needed  revisicn 
in  Drug  Control  legislation.  Governor  Noel's  special 
assistant,  Kevin  McKenna,  was  an  effective  co- 
ordinator of  efforts  to  broaden  input  of  the  modifi- 
cations. His  suggestions  to  use  Uniform  Code 
wording  in  repeated  instances  were  admirable. 

The  Special  Legislative  Commissions  to  Reform 
(Concluded  on  Page  516) 


Malpractice 

protection 
is  serious 
business! 


Talk  only  to  the  experts! 


And  let  them  speak  for  you.  By  all 

means,  discuss  your  treatment  with  your 
patients  during  treatment.  But  should  a 
patient’s  lawyer  want  to  speak  to  you 
about  your  treatment,  don’t  put  yourself 
at  a disadvantage.  Let  lawyers  talk  to 
lawyers.  Refer  him  to  the  legal  counsel 
for  your  professional  liability  insurance 
company. 

And  when  it  comes  to  malpractice  liabil- 
ity insurance,  talk  to  the  Man  from 
Starkweather  & Shepley.  As  a leading 
agency  for  the  St.  Paul  Insurance  Com- 
pany, he  can  provide  you  coverage  up  to 
$1  million.  In  fact,  he  can  provide  you 
with  a total  insurance  program  covering 
all  your  professional  and  personal  needs-. 

Yes,  talk  to  your  patients  about  medicine, 
let  the  Man  from  S & S talk  to  you  about 
insurance  and  let  the  insurance  company 
lawyers  talk  about  law. 


Contact  Gardner  C.  Borden,  C.P.C.U. 

Starkweather  & Shepley,  Inc. 

155  South  Main  Street 
Providence,  R.  I.  421-6900 

MW  ONE  SOURCE  / TOTAL  INSURANCE 

S59-9 


December,  1974 
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Criteria  For  Surgery  And  Choice  Of  Valve  Prostbeses 
In  Patients  With  Rheumatic  Heart  Disease 


Selection  Of  Patients  Should  Be  Based 
Upon  Symptoms , Clinical  Findings , He- 
modynamic Criteria , And  Prognosis 


By  Mohamed  Kakvan,  M.D.,  M.Sc.  and 
John  T.  M.  Wright,  B.Sc.,  Ph.D .* 

Rheumatic  valvular  heart  disease  is  a major  car- 
diac ailment  that  is  sometimes  a symptomatic  and 
is  often  encountered  where  there  is  no  history  of  the 
causative  rheumatic  fever.  Certain  of  the  clinical 
features  of  rheumatic  valvular  disease  may  be  the 
same,  regardless  of  which  valves  are  affected.  Re- 
cent advances  in  clinical  physiology,  surgery,  an- 
esthesia, and  pathology  have  considerably  improved 
the  prognosis  of  patients  suffering  from  the  disease. 
However,  cardiologists  are  still  often  faced  with 
the  difficult  task  of  deciding  when  to  recommend 
a patient  for  cardiac  surgery',  and  it  is  interesting 
to  note  that  the  criteria  used  by  cardiologists  and 
cardiac  surgeons  differ  from  center  to  center.  Be- 
fore the  cardiologist  considers  a patient  as  a can- 
diate  for  surgery  he  should  be  able  to  answer  the 
following  questions:  ( 1 ) Is  there  a cardiac  lesion 
present?  (2)  If  so,  can  it  be  corrected  surgically? 

(3)  What  is  the  natural  history  of  the  patient? 

(4)  What  are  the  risks  of  surgery?  (5)  Is  the  pa- 
tient likely  to  benefit  from  the  operation  in  terms 
of  increased  quality  or  length  of  life?  (6)  What 

MOHAMED  KAKVAN,  M.D.,  Department  oj 
Surgery,  Baylor  College  oj  Medicine,  Texas  Medi- 
cal Center. 

JOHN  T.  M.  WRIGHT,  B.Sc.,  PhD.* 

*Medical  Research  Council  Travelling  Fellow  and 
Visiting  Professor  in  Bio-Medical  Engineering.  Per- 
manent Address:  Bio-Engineering  Unit,  University  of 
Liverpool,,  P.  0.  Box  147,  Liverpool  L693BX,  Eng- 
land. 


are  the  post  operative  complications  likely  to  be? 

Once  the  clinical  picture  is  thoroughly  under- 
stood, and  this  usually  entails  a series  of  cardiac 
catheter  studies,  the  cardiologist  and  the  surgeon 
must  decide  if  surgery  is  to  be  recommended  and, 
if  so,  at  what  stage  of  the  disease  it  should  be  per- 
formed. In  most  cases  perfect  agreement  will  exist 
between  the  surgeon  and  the  cardiologist.  But  in 
gome  cases  the  patient  may  be  sent  for  surgery 
only  at  an  advanced  stage  of  the  disease,  and  it  is 
patients  with  severe  disease  (especially  those  that 
have  progressed  into  congestive  heart  failure),  who 
are  the  poorest  surgical  risks.The  purpose  of  this 
report  is  to  outline  briefly  some  of  the  basic  cri- 
teria which  should  be  considered  before  a patient 
with  a valvular  lesion  is  subjected  to  operation. 
The  choice  of  the  type  of  valve  prosthesis  in  rela- 
tion to  the  lesion  and  the  disruption  of  normal  ana- 
tomy of  the  heart  and  aorta  will  also  be  considered. 

VALVULAR  DEFECTS 

The  valves  of  the  heart  may  be  hemodynamically 
defective  either  through  congenital  malformation 
or  through  an  acquired  disease.  Although  this  re- 
port deals  mainly  with  valve  lesions  caused  as  a 
result  of  rheumatic  fever  much  can  be  applied  to 
congenital  abnormalities,  especially  to  those  of  the 
aortic  valve.  The  two  hemodynamic  defects  which 
are  produced  are  stenosis  and  regurgitation  and 
they  can  appear  singly  or  together  to  effect  any 
of  the  four  valves  of  the  heart.  However,  the  two 
(Continued  on  next  page) 
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valves  most  commonly  effected  are  the  mitral  and 
the  aortic. 

MITRAL  STENOSIS 

The  anatomic  disarrangement  of  rheumatic  mi- 
tral stenosis  results  from  a general  thickening  and 
stiffening  of  the  vauve  leaflets,  a fusion  of  the 
leaflets  along  the  commissures,  a fusion  and  short- 
ening of  the  chordae  tendineae,  and  in  advanced 
form,  calcification.  The  result  is  a relatively  in- 
flexibe  valve  which  is  unable  fully  to  open.  The 
cross  sectional  area  of  a normal  mitral  valve  is  in 
the  range  of  4 - 6 cm2,  but  in  clinically  mild  steno- 
sis this  area  is  reduced  to  2 - 2.5  cm2,  in  moderate 
stenosis  to  1.1  - 2 cm2,  and  to  less  than  1 cm2  in 
severe  stenosis  l. 

The  reduced  flow  area  causes  a marked  rise  in 
mean  diastolic  pressure  drop  or  gradient,  and  often 
a significant  end  diastolic  gradient  exists.  As  a 
consequence  left  atrial  pressure  is  raised.  This  in 
turn  possibly  resulting  in  pulmonary  edena  causes 
pulmonary  hypertension,  and  pulmonary  edema 
can  result,  especially  during  exercise.  Tn  an  attempt 
to  minimize  these  effects  compensatory  mechanisms 
come  into  play,  and  a low  cardiac  output  syndrome 
results.  The  progress  of  the  disease  is  slow,  and 
although  clinically  significant  mitral  stenosis  has 
been  manifested  as  early  as  two  years  after  rheu- 
matic fever,  it  usually  takes  about  10  - 20  years 
for  this  to  occur. 

Mitral  stenosis  may  also  be  classified  as  follows: 

Category  Mean  diastolic  gradient  mm  Hg. 
Severe  over  12 
Moderate  5-12 
Mild  2 - 5 

Xot  significant  less  than  2 
A further  classification  2 may  be  made  based  on 
the  patients'  exercise  tolerance  from  grade  1 
(breathlessness  on  exercise)  to  grade  IV  (total 
incapacity) 

MITRAL  REGURGITATION 

Rheumatic  endocarditis  provokes  a scarring  and 
retraction  of  the  valve  leaflets  resulting  in  a valve 
that  cannot  completely  close  and  allowing  a jet  of 
blood  to  flow  from  the  ventrice  into  the  atrium 
during  systole.  Thus,  in  order  to  maintain  sufficient 
cardiac  output  to  satisfy  metabolic  requirements, 
the  heart  increases  its  stroke  volume.  This  it  does 
by  an  increase  in  the  diastolic  size  of  the  left  ven- 
tricle. The  regurgitant  jet  of  blood  causes  a sharp 
rise  in  left  atrial  pressure  during  systole,  with  a 
resulting  effect  on  pulmonary  pressure.  Mitral  re- 
gurgitation often  causes  the  left  atrium  to  become 


dilated,  and  in  advanced  forms  atrial  fibrillation 
occurs. 

The  severity  of  the  disease  may  be  assessed  by 
cardiac  catheterization  when  contrast  medium, 
which  is  injected  into  the  left  ventricle,  is  observed 
by  means  of  X-ray  to  reflux  the  left  atrium.  This 
procedure  is  usually  a qualitative  of  regurgitation, 
but  an  assessment  of  the  degree  is  usually  made, 
based  upon  the  experience  of  the  cardiologist.  How- 
ever, Kennedy  et  al  3 carried  out  quantitative  car- 
diocineangography  and  demostrated  that  in  the 
severest  cases  four  - fifths  of  the  stroke  volume  was 
regurgitated.  By  applying  their  results  a table  of 
severity  can  be  drawn  up: 

Categor  Per  cent  regurgitation 

Severe  over  60 
Moderate  30  - 60 
Mild  20  - 30 

Xot  significant  less  than  20. 

AORTIC  STENOSIS 

The  scarring  which  follows  healed  aortic  val- 
vulitis causes  the  leaflets  to  become  thick  and  rigid. 
Often  the  thickened  leaflets  are  retracted  and  dis- 
torted, and  calcification  is  common.  The  result  is 
a valve  that  cannot  properly  open;  hence  the  left 
ventricular  pressure  is  unusually  elevated  during 
systole.  Because  the  heart  has  to  pump  against  this 
increased  pressure,  the  left  ventricular  myocardium 
becomes  hypertrophied,  and  the  size  of  the  left 
ventricular  cavity  is  reduced.  It  is  common  know- 
ledge that  the  disease  process  extends  through  a 
long  asymptomatic  period,  and  that  once  symptoms 
develop  death  is  not  far  away.4  In  a survey  of  533 
cases  5 life  expectancy  was  four  years  after  the 
onset  of  angina,  pectoris,  three  years  after  the  oc- 
currence of  syncope  anginosa,  and  two  years  after 
the  patients  developed  congestive  heart  failure. 
Patients  who  have  cardiac  catheter  studies  per- 
formed while  in  congestive  heart  failure  may  dis- 
play a significant  end  diastolic  gradient  that  is  not 
associated  with  mitral  valve  disease.  Hence  in  these 
patients  the  true  nature  of  their  valvular  disorder 
may  become  clear  only  at  the  time  of  surgery. 

The  cross  sectional  area  of  the  normal  aortic 
valve  is  approximately  3 cm2,  but  aortic  stenosis 
does  not  take  on  clinical  significance  until  this 
area  is  reduced  to  0.75  cm2.  6 Aortic  stenosis  may 
also  be  categorized  as  follows7: 

Category  Mean  systolic  pressure  gradient  mm  Hg. 
Severe  over  100 
Moderate  50-100 
Mild  20  - 50 

XTot  significant  less  than  20 
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AORTIC  REGURGITATION 

In  aortic  regurgitation  the  leaflets  become  so 
shrunk  or  disordered  that  complete  closure  is  no 
longer  possible  and  blood  refluxes  back  into  the 
left  ventricle  during  diastole.  This  causes  a fall 
in  mean  blood  preassure.  The  stroke  volume  of  the 
left  ventricle,  and  hence  its  diastolic  size,  has  to 
increase  (dramatically  in  severe  cases)  in  order 
to  attain  sufficient  cardiac  output  to  meet  meta- 
bolic requirements.  The  diagnosis  and  classification 
is  similar  to  that  of  mitral  regurgitation. 

CRITERIA  FOR  SURGERY 

With  the  extensive  clinical  experience  and  lab- 
oratory data  that  has  been  gathered  during  the 
past  twenty  years  since  open  heart  surgery  became 
commonplace,  it  should  be  possible  to  choose  a 
reasonably  optimal  time  for  surgical  intervention 
in  the  individual  patient8.  The  complete  appraisal 
must  include,  in  individual  cases, the  social, econo- 
mic, andphysiological  factors  in  addition  to  those 
clinical  factors  such  as:  ( 1 ) The  natural  history  of 
the  lesion,  (2)  Symptoms,  (3)  Hemodynamic  dis- 
turbances, (4)  The  effectiveness  of  the  proposed 
surgical  repair,  and(5)  The  comparative  operative 
and  post  operative  risks  compared  to  palliative 
medical  treatment. 

In  the  case  of  mitral  stenosis  we  feel  that  the 
symptoms,  suer  as  shortage  of  breath  on  mild  ex- 
ercise, may  well  be  the  deciding  factor  in  fixing 
the  stage  at  which  surgery  is  required.  However, 
in  the  case  of  aortic  stenosis,  many  surgeons  feel 
that  surgery  should  be  performed  while  the  disease 
is  still  asymptomic,  and  preferably  while  the  dis- 
ease is  still  in  its  moderate  state.  Likewise,  both 
mitral  and  aortic  regurgitation  are  in  our  view 
best  treated  at  a comparatative  early  stage  of  the 
disease  before  the  heart  is  greatly  enlarged.  Ex- 
perience has  shown  that  the  patient  with  dilated 
and  flaccid  myocardium  presents  special  problems 
at  the  end  of  cardio-pulmonary  bypass,  and  his 
heart  often  displays  a marked  reluctance  to  fully 
resume  its  pumping  duty.  Thus  patients  with  ad- 
vanced valvular  regurgitation  present  an  increased 
surgical  risk. 

EFFECTIVE  VALVE  SURGERY 

Since  the  early  days  of  open  heart  surgery  9,10 
many  major  improvements  have  been  made  in  this 
whole  field  including:  cardio-pulmonary  bypass, 
surgical  techniques,  vaive  prostheses,  anesthesia, 
and  above  all  an  enhanced  knowledge  of  extra- 
corporeal circulation.  The  effect  has  been  that  the 
mortality  rate  of  open  heart  surgery  has  fallen, 
and  the  recovery  time  of  the  patient  has  been  cut. 


Surgeons  at  various  centers  still  tend  to  use 
varying  surgical  methods,  although  almost  all  use 
valve  prostheses.  The  following  list  includes  pre- 
sently employed  methods  of  correcting  valvular 
lesions:  Closed  11-14  and  open  mitral  commissura- 
tomy;  15-17  open  reconstructive  procedures  16  (an- 
nuloplasty,  debridement,  direct  sutures,  and  patch- 
es), and  total  valve  replacement  with  a tissue 
valve  18  or  a prosthesis.  19-21  We  believe  that,  while 
some  of  these  techniques  may  be  useful  in  only  a 
limited  number  of  cases,  two  techniques  tre  widely 
applicable  and  give  good  overall  results. 

(1)  Open  mitra  commissuratomy  is  a relatively 
safe  and  effective  procedure  for  the  treatment  of 
pure  mitral  stenosis  22.  It  is  well  known  that  throm- 
boembolism is  a serious  risk  in  patients  who  have 
had  a prosthetic  heart  valve  inserted.  Although 
this  complication  has  steadily  been  reduced,  it  is 
still  present,  especially  in  mitral  vave  prostheses. 
By  contrast  mitral  commissurotomy  carries  a neg- 
ligable  incidence  of  this  complication.  However, 
this  surgeiy  is  palliative  in  so  for  the  disease  pro- 
cess which  causes  a thickening  of  the  leaflets  con- 
tinues, and  a majority  of  patients  eventually  need 
a valve  replacement.  In  many  cases  this  would 
not  be  until  five  to  eight  years  had  elapsed,  but 
during  this  time  the  patient  would  remain  free 
that  best  results  have  been  obtained  in  patients 
from  the  risk  of  an  embolus.  Experience  has  shown 
having  small  hearts  and  mobile  valves  without  cal- 
cification. Contraindications  are  abnormally  large 
hearts  and  the  presence  of  regurgitation  or  other 
lesions  of  the  mitral  valve. 

(2)  The  replacement  of  the  diseased  valve  with 
a prosthesis  is  now  a safe  and  routine  surgical 
procedure.  However,  possible  complications  of  valve 
prostheses  should  not  be  overlooked: 

(a)  Thrombus  formation  may  effect  the  function 
of  the  valve  or  the  life  of  the  patient  if  emboliza- 
tion occurs. 

(b)  Anticagulation  therapy  is  mandatory  or  at 
least  advisable  with  a majority  of  currently  avail- 
able prostheses,  especially  those  to  be  used  in  the 
mitral  area.  It  is  sometimes  difficult  or  impossible 
to  control  the  therapy  accurately,  and  the  dangers 
of  over-antiooagulating  are  as  serious  those  of 
under-anticoagulating.  Many  surgeons  have  found 
that  patients  are  particularly  prone  to  thromboem- 
bolic complications  if  the  level  of  anticoagulation 
is  abruptly  reduced  <or  ceased,  even  when  the  pro- 
sthesis has  been  implanted  for  many  months. 

(c)  The  effective  valve  orifice  may  be  so  small 
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chat  significant  stenosis  results,  particularly  during 
exercise.  In  vitro  test  have  shown  that  a valve 
orifice  of  at  least  22  - 2 4 mm  diameter  is  required 
if  mitral  valve  prosthesis  is  not  to  produce  signifi- 
cant stenosis.  23  Tests  in  our  laboratory  have  in- 
dicated that  aortic  valve  prostheses  with  orifice 
diameters  of  16  - 18  minor  more  should  not  cause 
a significant  stenosis,  even  with  mild  exercise. 

(d)  The  prosthesis  may  become  partially  or 
even  (very  rarely)  completely  detached  at  the 
sewing  ring-tissue  junction  The  result  of  the  form- 
er is  severe  hemolytic  anemia  that  can  only  be 
treated  by  reoperation,  and  the  result  of  the  later 
is  sudden  death. 

(e)  Severe  hemolytic  anemia  that  is  not  associ- 
ated with  a para  valvular  leak  is  seen  occassionally. 

(f)  Bacterial  endocarditis  may  develop  on  the 
valve.  This  may  be  extremely  difficult  to  cure  even 
when  the  infecting  organism  is  susceptible  to  anti- 
biotic therapy.  The  conditions  often  requires  a 
further  valve  replacement. 

(g)  Mechanical  failures  of  prostheses  are  becom- 
ing rarer  as  a result  of  improved  designs  and  manu- 
facturing standards. 

(h)  The  noise  made  by  some  prostheses  causes 
annoyance  or  worry  to  some  patients. 

FACTORS  IN  THE  CHOICE  OF  VALVE  PROSTHESES 

Many  surgeons  take  a conservative  position 
and  use  only  those  valve  prosthese  with  which  they 
have  personally  had  experience  over  a period  of 
years.  Other  are  more  willing  to  use  a wider  range, 
at  least  on  a trial  basis.  A third  group,  finding  their 
results  are  below  expectations,  may  change  both 
the  type  of  prosthesis  and  some  important  part 
of  their  operative  procedure.  In  the  last  instance 
it  is  difficult  to  relate  one  prosthesis  to  another. 
If,  for  example,  a change  of  operative  procedure 
significantly  reduces  operative  mortality,  the  pre- 
and  post-operative  long-term  valve  results  cannot 
be  compared  directly,  because  the  less  desirable 
operative  procedure  can  in  itself  have  long-term 
significance  for  the  patient. 

Three  basis  types  of  valve  prostheses  are  cur- 
rently in  widespread  use.  They  are  the  ball  valve, 
the  disc  valve,  and  the  pivoting  or  tilting  disc 
valve.  The  most  significant  differences  between 
various  prostheses  are-  the  ratio  of  orifice  dia- 
meter to  tissue  annulus  diameter,  from  the  hemo- 
dynamic point  of  view;  the  size  of  the  valve  distal 
to  the  sewing  ring,  from  the  anatomic  point  of 
view:  and  the  individual  design  and  material  char- 
acteristics, from  the  thromboembolic  point  of  view. 


The  ratio  of  orifice  to  annulus  diameter  is  im- 
portant, because  the  pressure  drop  or  gradient  is 
inversely  proportional  to  at  least  the  fourth  power 
of  the  orifice  diameter, while  the  largest  size  of 
valve  that  the  surgeon  can  use  will  be  dictated  by 
its  tissue  annulus  diameter.  Thus,  a prosthesis  with 
a comparatively  large  orifice  diameter  compared 
to  its  tissue  diameter  will  produce  minimum  steno- 
sis. This  is  of  major  impartance  in  the  mitral  area. 
The  size  of  the  prosthesis  distal  to  the  sewing 
ring  is  of  particular  importance  in  patients  with 
combined  mitral  and  aortic  stenosis.  Here  mvocar- 
dial  cavity  will  be  of  reduced  size.  In  these  cases 
the  pivoting  disc  prosthesis  (such  as  the  Bjork  - 
Shiley),  which  has  little  or  no  projection  distal 
to  the  sewdng  ring,  is  of  particular  advantage  as 
a mitral  valve  replacement.  However,  in  pure 
mitral  stenosis,  when  the  heart  is  of  a normal  size, 
the  disc  valve  (such  as  the  Beall),  which  probably 
has  a lower  incidence  of  thromboembolic  complica- 
tions, W'ould  be  a suitable  choice.  In  mitral  regur- 
gitation, where  the  ventricular  cavity  is  large,  a 
ball  valve  (such  as  the  Starr  - Edwards  6310  com- 
posite seat  series),  which  has  a reportedly  24  very 
low  incidence  of  thfomboembolic  complications, 
may  be  used  with  justification.  The  large  ball  and 
cage  of  this  type  of  valve  is  not  a disadvantage 
when  the  ventricular  cavity  is  also  large. 

In  the  aortic  position  the  pivoting  disc  valve 
does  not  seem  to  us  to  offer  much  advantage.  We 
believe  that  in  many  patients  the  traditional  ball 
valve  prosthesis  (such  as  the  Starr  - Edwards  or 
the  Smellof  - Cutter)  with  its  now  quite  long  his- 
tory' of  development  and  comparative  freedom  from 
thromboembolic  complications  (in  the  aortic  area 
especially)  is  the  prosthesis  of  choice. 

Replacement  of  the  tricuspid  valve  by  a prosthe- 
sis has  not  proved  to  be  a success,  as  thromboem- 
bolic complications  have  been  severe  in  this  region. 

CONCLUSION 

We  believe  that  all  operations  for  the  relief  of 
aquired  valvular  diseases  are  palliative  procedures, 
and  we  have  no  reasons  to  believe  that  such  pro- 
cedures will  permanently, • restore  the  patients  to  a 
full  and  active  life.  The  selection  of  patients  should 
be  based  upon  symptoms,  other  clinical  findings, 
and  hemodynamic  criteria,  as  well  as  a knowledge 
of  the  prognosis  of  the  disease  and  a realistic  view 
of  the  comparative  benefits  of  surgical  and  medi- 
cal treatments.  However,  when  surgery  is  indicated, 
it  should  not  be  too  long  delayed,  the  timing  of  the 
(Concluded  on  Page  517) 
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SUDDEN  CARDIAC  DEATH  ~ 

Trends  And  The  Rhode  Island  Community  Response 


Physicians  Have  Role  In  Disseminating 
Basic  Information  Concerning  Preven- 
tion of  Coronary  Morbidity  and  Acci- 
dents 


By  C.  A.  Polnitsky,  M.D. 

H.  Denman  Scott,  M.D. 

David  E.  Gagnon,  M.A. 

The  annual  Rhode  Island  incidence  of  “acute 
myocardial  infarction”  ranges  close  to  4,500,  of 
which  nearly  2,000  are  terminal  events,  the  major- 
ity occurring  before  the  victim  can  be  brought  to 
the  hospital.  ^3  We  place  quotation  marks  around 
the  diagnosis  for  an  important  reason:  it  is  often 
a diagnosis  in  patients  who  have  died  suddenly. 
In  the  abence  of  conflicting  evidence  the  -cause  of 
death  is  labeled  “AMI.”  This  diagnosis  cannot  be 
confirmed  at  autopsy,  since  at  least  four  to  six 
hours  must  pass  between  infarction  and  death  for 
the  myocardium  to  evolve  histologic  evidence  of 
the  event.4  A heart  that  dies  sooner  will  show  no 
light  microscopic  changes  other  than  a possible 
coronary  artery  thrombus,  and  current  wisdom  on 
the  subject  indicates  that  in  many  cases  the  clot 
formation  was  a post-mortem  event.5  Several  re- 
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cent  reports  have  indicated  that  one-third  or  more 
of  these  sudden  deaths  are  caused  by  ventricular 
fibrillation  secondary  to  transient  myocardial 
ischemia;6  8 death  may  be  the  first  and  only  mani- 
festation of  coronary  artery  disease  (CAD)  in  a 
substantial  number  of  individuals. 

Regardless  of  the  cause,  the  chronology  of  death 
from  CAD  explains  why  many  observers  have  come 
to  the  realization  that  the  hospital  coronary  care 
unit  (HCCU),  while  apparently  effective  in  its 
role,  is  able  to  care  for  only  the  relatively  small 
proportion  of  patients  who  fortunately  survive 
long  enough  to  be  admitted  there.9 

Up  to  one  half  of  ail  pre-hospital  AMI  deaths 
may  occur  within  15  minutes  of  the  onset  of  the 
attack,2’1011  and  up  to  75  per  cent  of  the  pre-hos- 
pital deaths  occur  within  the  first  hour.1012’13  In 
addition  to  primary  ventricular  fibrillation,  ven- 
tricular tachycardia,  bradycardia  with  hypotension, 
and  conduction  disturbances  take  their  toll  in  the 
early  minutes  and  hours  of  the  attack.  Cardiac 
dysrhythmias  are  also  found  in  patients  suffering 
from  other  medical  emergencies  and  trauma.  Vic- 
tims of  di owning,  electrocution,  accidental  poison- 
ing, drug  overdose,  and  carbon  monoxide  exposure 
are  included  in  the  group  of  patients  suffering  po- 
tentially reversible  cardiorespiratory  arrest.  It  is 
impossible  to  state  exactly  how  many  deaths  can 
(Continued  on  next  page) 
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e prevented  by  a properly  designed  and  imple- 
mented program,  but  it  does  appear  that  a signifi- 
cant number  of  lives  can  be  saved. 

Several  steps  toward  lowering  the  mortality  from 
CAD-related  sudden  deaths  can  be  taken,  and  at 
present  comprise  the  most  definitive  attack  we 
have  in  the  face  of  only  minor  gains  in  primary 
prevention.14  Physicians  and  patients  must  main- 
tain a high  index  of  suspicion  in  every  case  of  chest 
pain,  upper  abdominal  discomfort,  weakness  and 
diaphoresis,  mid-back  pain,  and  even  nausea  and 
vomiting.  It  is  especially  important  that  the  pa- 
tient with  minimal  symptoms  be  encouraged  by  his 
physician  to  seek  prompt  attention;  the  younger 
patient  suffering  the  clinically  mild  AMI  is  at  the 
greatest  risk  of  developing  a sudden,  fatal  dysrhyth- 
mia.15’16 

Thus,  an  early  call  for  help  should  always  be 
made.  For  the  patient  who  feels  unwell,  waiting 
to  see  if  a walk  around  the  block  relieves  the  dis- 
comfort is  not  the  best  approach.  Yet,  clinicians 
have  long  recognized  that  such  denial  mechanisms 
operate  in  a very  powerful  fashion  when  a patient, 
usually  male,  experiences  frightening  symptoms. 
How  to  approach  this  problem  will  always  be  dif- 
ficult. One  helpful  step  can  be  expanded  educa- 
tional programs  in  the  doctor's  office  (over  three 
million  visits  per  year  are  made  in  Rhode  Island) 
and  through  the  news  media.  Such  publicity  would 
emphasize  key  cardiac  symptoms  and  make  the 
public  aware  of  nearby  emergency  services. 

The  agency  responding  to  a call  must  be  able 
to  provide  rapid  response  times  and  transportation 
to  an  emergency  department.  But  mere  patient 
delivery  isn’t  the  complete  answer.  A patient  who 
has  developed  ventricular  fibrillation  has  about  four 
minutes  before  brain  death  occurs.  Furthermore, 
as  each  minute  passes,  ability  of  his  myocardium 
to  revert  to  normal  rhythm  diminishes.7’17  If  he 
witnesses  a cardiac  arrest,  the  trained  emergency 
medical  technician  (EMT)  can  sometimes  reverse 
it  with  a precordial  blow;  if  unsuccessful,  he  can 
maintain  perfusion  via  closed  chest  massage  until 
the  patient  arrives  at  the  hospital.  Given  more 
sophisticated  capabilities,  the  EMT  can  administer 
antiarrhvthmic  and  analgesic  drugs  under  a doc- 
tor's orders.  This  situation  usually  occurs  where 
there  is  radio  and  EKG  telemetry  contact  between 
the  rescue  men  and  hospital.  The  greater  degrees 
of  capability  must  be  meted  out  only  after  exten- 
sive training;  furthermore,  they  should  be  employ- 
ed only  by  those  rescue  personnel  whose  daily  or 


weekly  exposure  level  to  medical  emergencies  is 
high  enough  to  maintain  their  expertise. 

Even  with  highly  trained  and  well-equipped 
rescue  services,  however,  and  with  the  public  plac- 
ing immediate  calls  for  help,  the  system  might  not 
be  able  to  respond  effectively  in  those  cases  of 
sudden  death  in  which  acute  cardiovascular  collapse 
is  the  only  event.  People  at  the  scene  and  first  re- 
sponders (notably  police  and  firemen,  in  some 
cases),  trained  in  the  effective  administration  of 
cardiopulmonary  resuscitation  (CPR),  are  often 
the  only  ones  who  can  make  the  difference  between 
life  and  death.  If  it  were  necessary  to  choose  the 
one  step  that  could  guarantee  the  highest  salvage 
rates  (employing  criteria  of  effectiveness,  avail- 
ability to  the  greatest  number  of  people,  and  safe- 
ty), the  choice  would  be  to  provide  and  maintain 
absolute  proficiency  in  CPR  skills  in  all  persons 
over  the  age  of  twelve.  It  has  been  demostrated, 
both  in  the  United  States  and  abroad,  that  even  in 
the  presence  of  sophisticated  rescue  services,  by- 
stander CPR  applied  within  four  minutes  of  cardiac 
arrest  is  the  factor  that  is  most  important  in  deter- 
mining whether  patients  in  ventricular  fibrillation 
will  be  successfully  resuscitated.17’18  Such  assis- 
tance, of  course,  is  only  a temporizing  measure  to 
sustain  life  until  counter  current  shock  and  appro- 
priate drug  therapy  can  be  administered  and  the 
cardiac  rhythm  converted  hopefully  to  a sinus  me- 
chanism. 

Maintaining  life  in  victims  of  cardiac  disease 
until  the  proper  help  can  arrive  is  a skill  that  is 
easily  within  the  reach  of  every  person.  Saving  the 
lives  of  accident  victims  in  need  of  CPR  is  also  in 
this  category.  Until  the  time  comes  when  the  sourc- 
es of  accidental  and  coronary  death  have  been  con- 
trolled, basic  life-support  techniques  comprise  our 
best  attack  on  the  problem.  As  a state  we  are  gath- 
ering considerable  momentum  toward  preserving 
potentially  salvageable  lives. 

To  date  572  rescue  men  have  been  trained  as 
EMTs  is  special  programs  sponsored  by  the  Rhode 
Island  Medical  Society  and  the  Department  of 
Health,  and  additional  courses  to  train  more  per- 
sonnel have  been  slated.  In  addition,  the  Rhode 
Island  Heart  Association  recently  was  awarded  a 
grant  from  the  Tri-State  Regional  Medical  Pro- 
gram to  begin  training  18,000  first  responders  in 
CPR  skills.  The  funding  will  allow  a great  expan- 
sion of  the  training  effort  already  under  way  in  the 
hands  of  both  the  Heart  Association  and  the  Red 
Cross. 

An  increased  awareness  among  emergency  de- 
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partment  personnel  of  the  significance  of  any  symp- 
toms suggestive  of  myocardial  infarction  has  chang- 
ed the  routine  in  handling  such  patients.  The  ne- 
cessity for  constant  monitoring  once  the  patient 
has  been  admitted  has  spawned  the  proliferation 
of  the  HCCU,  as  well  as  the  use  of  bedside  monitors 
throughout  hospitals. 

A pilot  telemetry  project  is  also  under  way  in 
the  state’s  most  densely  populated  region.  Depend- 
ing upon  the  results  of  the  particular  system  em- 
ployed in  this  demonstration  project,  recommenda- 
tions for  its  widespread  adoption  or  modification 
will  be  made.  Looking  toward  the  future,  a State- 
wide Emergency  Medical  Services  Plan  has  recent- 
ly been  completed  and  submitted  to  the  Governor. 

The  Rhode  Island  Health  Services  Research,  Inc. 
(SEARCH)  role  in  these  efforts  covers  several 
aspects.  SEARCH  has  served  as  fiscal  intermediary 
for  the  telemetry  project  and  has  set  up  the  eval- 
uation system  by  which  results  will  be  documented. 
We  have  also  worked  with  the  rescue  companies  of 
the  participating  towns  to  design  a rescue  encounter 
form  that  is  suitable  to  all.  The  form  incorporates 
much  of  the  same  information  contained  in  the 
telemetry  evaluation  form  and  is  carbonized,  so  it 
saves  the  men  from  duplicating  reports.  Data  so 
derived  will  bring  important  insights  into  the  bene- 
fits of  this  program.  We  will  continue  with  the 
telemetry  evaluation  in  cooperation  with  Kent 
County  and  Rhode  Island  Hospitals.  SEARCH 
staff  have  also  contributed  to  the  State  Plan  in  the 
form  of  conducting  ?~d  evaluating  rescue  company 
and  hospital  emergency  department  surveys  of  the 
entire  state,  and  in  doing  a share  of  the  committee 
work. 

Rhode  Island  physicians  can  play  an  important 
role  in  the  task  of  emergency  education.  In  daily 
practice  they  can  disseminate  basic  information  on 
the  prevention  of  coronary  morbidity  and  accidents. 
Furthermore,  they  should  be  certain  that  their  own 
CPR  and  other  basic  life-support  skills  are  sharp. 
And,  finally,  as  members  of  their  own  communities, 
they  can  encourage  the  availability  of  — - and  par- 
ticipation in  — - programs  aimed  at  lowering  endo- 
genous and  exogenous  risks,  as  well  as  programs 
that  teach  skills  to  deal  with  emergencies.  Hyper- 
tension screening,  smoking  clinics,  weight  reduction 
and  exercise  programs,  recreational  safety,  first 
aid,  and  Medical  Self  Help  are  but  a few  of  these 


Rhode  Island  programs  to  which  physicians  can 
direct  their  patients,  as  well  as  their  own  personal 
efforts. 
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he  Oral  Hypoglycemic  Agents  In  The  Treatment 
Of  Diabetes  Mellitus 


There  Is  No  Absolute  Indication  For 
The  Use  of  The  Oral  Hypoglycemic 
4 gents 


By  Joseph  R.  Tucci,  M.D.,  F.A.C.P. 


The  oral  hypoglycemic  agents  have  been  used 
in  the  treatment  of  maturity  onset  diabetes  mellitus 
since  the  1950s.  Tolbutamide  (Orinase®)  was  the 
first  agent  to  be  used  in  1955  followed  by  chlorpro- 
pamide (Diabinese®)  and  phenformin  (DBI®)  in 
1956  and  more  recently,  by  acethoheximide  (Dyme- 
lor®)  and  tolazamide  (Tolinase®).1-3  These  drugs 
fall  into  two  major  groups.  The  first  includes  the 
sulfonylurea  compounds  (tolbutamide,  chlorpropa- 
mide, acetoheximide,  and  tolazimide)  which  act  by 
stimulating  pancreatic  insulin  secretion  and  there- 
fore require  seme  beta  cell  function.  They 
differ  in  terms  of  their  strength,  duration  of  action, 
and  metabolism.  The  second  group  of  compounds 
includes  the  biguanides  which  appear  to  increase 
glucose  uptake  by  cells  and  diminish  gastrointes- 
tinal absorption  of  glucose.  Phenformin  or  DBI® 
is  the  only  one  of  this  group  available  in  the  United 
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States.  The  biguanides  can  exert  an  effect  in  the 
absence  of  endogenous  pancreatic  secretion. 

METABOLISM 

Except  for  chlorpropamide,  the  sulfonylureas  are 
metabolized  to  a variable  extent  by  the  liver,  to  in- 
active metabolities  in  the  case  of  tolbutamide  and 
active  metabolites  in  the  cases  of  acetoheximide 
and  tolazamide.  Metabolites  are  excreted  primarily 
via  the  urine.  Since  chlorpropamide  is  bound  to 
serum  proteins  and  excreted  by  the  kidneys  un- 
changed, it  should  be  used  with  extreme  caution 
in  patients  with  renal  insufficiency.  In  such  a set- 
ting potentially  severe  hypoglycemia  may  result. 
Tolbutamide  is  a “short  acting’’  compound  which 
can  be  given  in  divided  doses  2 or  3 times  daily, 
while  chlorpropamide  is  a “long  acting"  compound 
which  is  given  once  daily.  Acetoheximide  and  tola- 
zamide are  “intermediate  acting”  compounds  that 
can  be  given  once  or  twice  daily.  Phenformin 
(DBI®)  is  a short  acting  compound  that  is  gener- 
ally prescribed  on  a twice  daily  or  thrice  daily 
schedule,  whereas  the  timed  disintegration  capsule 
or  long  acting  preparation  (DBI-TD  50®)  is  pre- 
scribed once  or  twice  daily. 
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Unlike  the  sulfonylureas,  the  biguanide  com- 
pounds tend  to  be  anorectic.  Weight  reduction  may 
be  easier  to  achieve  than  with  the  sulfonylureas, 
and  therefore  they  may  be  particularly  helpful  in 
the  obese  diabetic  patient. 

APPROACH  TO  THERAPY 

The  keystone  of  treatment  in  diabetes  melitus 
is  diet.  Emphasis  should  be  placed  on  the  impor- 
tance of  a well  balanced  diet  low  in  rapidly  absorb- 
able carbohydrates  and  saturated  fats.  In  the  obese 
patient  weight  loss  is  an  important  necessary  ob- 
jective which  unfortunately  is  not  often  realized. 
In  those  patients  with  asymptomatic  or  chemical 
diabetes  mellitus,  diet  aione  is  all  that  may  be  re- 
quired, and  weight  reduction,  if  obesity  is  present. 
Generally,  insulin  therap)^  is  necessary  in  almost 
all  patients  with  brittle  or  juvenile  diabetes  melli- 
tus, patients  with  a tendency  to  ketoacidosis,  pa- 
tients who  are  pregnant,  and  patients  who  have  a 
fasting  blood  sugar  greater  than  200  mg  per  cent. 
Treatment  with  sulfonylurea  compounds  can  be 
considered  in  patients  with  maturity  onset  diabetes 
mellitus  in  whom,  despite  an  adequate  trial  of  diet 
therapy,  hyperglycemia  and  glycosuria  continue 
and  the  fasting  blood  sugar  is  in  the  range  of  140 
to  20Cmg  per  cent.  Treatment  may  be  initiated 
with  any  of  the  sulfonylureas,  but  often  tolbuta- 
mide is  begun  with  or  without  an  initial  loading 
dose. 

CHOICE  OF  AGENT 

Unfortunately  approximately  15  per  cent  of 
patients  fail  to  respond  and  are  considered  to  be 
primary  failures  whereas  another  25  per  cent  who 
do  respond  initially  will  uitimatey  escape  from  con- 
trol4. These  are  the  so-called  secondary  failures. 
With  either  a primary  or  secondary  failure,  the 
patient  may  respond  to  an  alternative  or  more  po- 
tent compound  such  as  tolazamide  or  chlorpropa- 
mide. The  patient  is  considered  to  be  well  control- 
led when  he  is  asymptomatic,  his  fasting  blood  su??r 
is  less  than  150  mg  per  cent  and  urines  are  generally 
f-ee  of  glucose.  Phenformin  can  be  used  in  patients 
with  maturity  onset  diabetes  mellitus  in  whom 
diet  or  diet  and  a sulfonylurea  compound  has  not 
adequately  controlled  the  patient  and  in  whom 
weight  reduction  may  be  an  important  objective. 
Phenformin  can  be  used  alone  or  in  combination 
with  a sulfonylurea  compound,  in  which  case  the 
effect  may  be  additive.  Occasionally  this  compound 
is  used  in  a patient  with  brittle  diabetes  mellitus 
who  is  not  well  controlled  with  diet  and  insulin, 
but  it  seems  to  be  of  limited  benefit  at  best.  The 
oral  hvpoglycemic  agents,  however,  have  no  place 


in  the  treatment  of  chemical,  suspected  diabetes  or 
prediabetes,  and  with  the  exception  of  phenformin. 
they  have  no  place  in  the  treatment  of  juvenile  dia- 
betes mellitus,  or  in  patients  who  are  dep  ndent  on 
insulin.  Certainly,  there  is  no  rationale  for  the  sim- 
ultaneous use  of  insulin  and  a sulfonylurea  com- 
pound. Depending  on  fhe  severity  of  the  diabetes, 
major  complications  such  as  infections,  trauma,  or 
surgery  may  necessitate  the  temporary  use  of  insu- 
lin particularly  if  ketosis  appears. 

Results  of  the  University  Group  Diabetes  Pro- 
gram (UGDP)  study  suggested  that  Orinase® 
and,  presumably,  all  the  sulfonylurea  compounds 
were  associated  with  an  increase  in  cardiovascular 
mortality.5  Subsequently,  patients  treated  with 
DBI®  were  also  found  to  have  a higher  incidence 
of  death  from  cardiovascular  diseases6.  The  dis- 
closure of  these  results  instantly  created  heated 
debate  and  controversy  which  has  continued  to  the 
present  time.  Interestingly,  however,  recent  follow- 
up data  reveal  that  the  death  rate  in  patients  who 
had  been  treated  with  a placebo  has  risen  and  is 
now  comparable  to  that  found  in  the  Orinase® 
tieatment  group7.  Despite  these  questions  careful 
consideration  should  still  be  given  to  the  use  of 
these  agents.  If  possible,  the  patient  should  share 
in  the  decision  and  be  made  aware  of  any  potential 
risk  of  insulin  and  oral  agent  therapy.  Choice  of 
treatment  between  insulin  and  the  oral  agents  in 
selected  cases  can  be  made  only  after  consideration 
of  each  patient’s  special  situation.  There  is  certain- 
ly no  absolute  indication  for  the  use  of  the  oral 
hypoglycemic  agents,  and,  as  Prout  has  stated,  “the 
oral  agents  are  drugs  of  convenience  and  are  not 
life  saving  drugs.”8 
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Editorials 


SI  MONUMENTUM  REQUIRIS  CIRCUMSPICE* 


The  Fellows  of  the  Rhode  Island  Medical  Soc- 
iety are  being  asked  to  make  a major  decision:  Do 
they  wish  to  give,  barter,  or  sell  their  history,  their 
birthright,  their  special  commitments  to  the  com- 
munity, their  Library,  and  become  a strictly  busi- 
ness organization? 

It's  always  difficult  to  assess  the  value  of  the 
past,  and  to  decide  how  much  attention  should  be 
paid  to  the  gifts  of  and  memorials  to  the  dead.  Is 
respect  for  the  past  and  recognition  of  the  hard 
work  done  by  our  predecessors  just  a kind  of  sen- 
timentality that  has  no  place  in  a “practical” 
world?  Whatever  the  answer,  it  is  time  to  take 
stock. 

As  you  enter  106  Francis  Street,  the  Dickerman 
Room  is  on  the  left.  This  is  the  reading  room  — 
a quiet,  attractive  area  suited  to  study  and  re- 
search. It  is  a memorial  to  the  lady  who  bequeathed 
the  major  portion  of  her  modest  estate  to  the 
Library  of  the  Rhode  Island  Medical  Society.  The 
bequest  had  no  strings  attached  and  no  require- 
ment that  it  be  invested  to  create  a permanent  fund. 
The  money  was  used  to  redecorate  and  refurnish 
the  reading  room,  provide  carpeting  and  draperies 
for  the  entire  building,  construct  an  office  for  the 
librarian,  and  some  smaller  projects.  Grace  Dic- 
kerman was  a shy,  often  lonely,  person  who  found 
security  and  companionship  in  her  position  as  li- 
brarian, secretary,  bookeeper,  housekeeper,  and 
devoted  friend  of  the  Society.  Her  whole  life  was 
here  and  she  once  said  that  she  would  leave  what- 
ever she  had  to  the  Library  to  show  her  gratitude. 

James  Davenport’s  collection  of  non-technical 
books  by  and  about  doctors  was  unique  at  the  time 
he  gave  it  to  us  and  is  still  visited  by  physicians 
who  have  built  similar  libraries.  Madelaine  Brown 
practiced  in  Boston  but  left  her  rare  books  to  this 
Library  because  she  was  a Rhode  Islander.  Her- 
bert Partridge,  many  times  Chairman  of  the  Li- 
brary Committee  and  a willing  advisor  to  the 
staff,  brought  his  copy  of  Oliver  Wendell  Holmes’ 
Puerperal  Fever  and  other  treasures  to  us  before 
he  died  so  that  “they  will  be  safe.”  We  know  that 
Doctor  George  Dallas  Hersey,  the  first  full-time 


*If  you  require  a monument,  look  around. 
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librarian,  increased  the  holdings  of  the  Library 
from  300  volumes  to  over  30,000  during  his  tenure, 
but  his  devotion  to  his  dream  cannot  be  measured 
in  figures.  It  is  not  by  accident  that  we  have  used 
the  motto  from  his  memorial  plaque  as  a title.  We 
still  have  a loyal  coterie  of  Friends  whose  gifts  are 
many  and  important.  They  give  because  this  is  the 
core  of  the  Society,  their  special  home  — the 
“guts”,  as  one  member  put  it  — and  they  feel 
that  they  are  making  a valuable  contribution  as 
well  as  insuring  their  acquisitions  against  loss  or 
dissipation.  Do  we  have  an  obligation  to  preserve 
this,  by  now,  historical  structure? 

Do  we  have  a committment  to  the  general  pub- 
lic? There  is  no  other  large  medical  library  whose 
doors  are  open  to  anyone  who  cares  to  walk  in.  The 
public  library  system  sends  patrons  to  us  for  the 
more  sophisticated  type  of  medical  information 
just  as  we  use  their  facilities  for  Fellows  who  want 
material  in  the  “popular"  journals  and  books.  Lay- 
men find  this  Library  the  logical  place  to  call  for 
directory  information.  Our  efforts  to  provide  these 
special  services  willingly  and  with  a friendly  spirit 
has  not  done  the  Society’s  image  any  harm. 

Should  we  add  new'  burdens  to  other  scientific 
institutions  by  reneging  on  our  part  of  the  coopera- 
tive interlibrary  system?  The  health  sciences  li- 
brarians in  this  area  have  spent  over  twenty  years 
(by  hard  work  and  without  any  funding)  devising 
a network  to  give  our  patrons  swift,  efficient  ser- 
vice. We  have  all  received  both  verbal  and  written 
thanks  for  our  efforts  from  workers  in  the  academic 
and  research  fields.  It  might  be  wise  to  question 
some  of  these  leaders  before  giving  up  our  respon- 
sibilities. 

Continuing  the  existence  of  our  Library  is  not 
going  to  be  inexpensive  even  though  all  science  li- 
braries are  working  on  the  project  of  cooperative 
acquisitions.  It  is  costly,  money-wise,  and  there  is 
no  reason  to  believe  it  will  grow  less  so.  But  it’s 
the  best  bargain  the  medical  profession  is  apt  to 
find  anywhere,  and  there  should  be  a great  deal  of 
sober  thinking  done  before  any  severe  surgery  is 
performed. 

Helen  E.  Dejong,  Librarian 

Fellow  R.I.M.S.  (Hon.) 
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PRIMUM  NON  NOCERE 


We  wish  to  support  wholeheartedly  the  eloquent 
plea  (vide  supra)  of  our  scholarly  librarian  to 
preserve  our  Library,  the  heritage  of  our  Society. 
We  must  not  sacrifice  it  in  favor  of  a few  inflated 
dollars  or  ephemeral  comforts.  Just  as  she  has  re- 
sorted to  the  classics  for  her  theme,  let  us  also  use 
that  ancient  Latin  medical  phrase  to  give  us  direc- 
tion— ‘‘the  first  principle  is  not  to  harm.”  Once  our 
library  has  been  dispersed,  it  will  be  like  the  fallen 
Humpty-Dumpty  — all  the  King's  horses  and  all 
the  King’s  men  will  never  put  it  together  again. 

The  essential  problem,  of  course,  is  dollars.  The 
state  Society  needs  mo'e  dollars  to  carry  on  and 
improve  its  basic  services  and  activities,  even  in 
fact  to  survive.  A dues  increase  is  inevitable.  The 


members  of  the  Rhode  Island  Medical  Society  have 
indeed  been  among  the  more  modestly  taxed.  Only 
seven  state  societies  have  a lower  annual  dues  (by 
a very  few  dollars)  than  does  Rhode  Island.  A num- 
ber of  them  are  50  per  cent  or  more  higher.  When 
county  society  dues  are  added,  many  members 
throughout  the  country  pay  much  more  than  do 
ours.  County  society  dues  in  a sample  of  states 
and  counties  varies  from  $75  to  $185  — this  on 
top  of  state  dues  going  as  high  as  $200.  So  we  in 
Rhode  Island  have  not  had  too  bad  a time  of  it. 

Let  us  face  up  to  our  needs  realistically,  but  let 
us  not  do  harm  through  excessive  zeal  for  econo- 
my. Fiscal  responsibility  — yes.  But  primum 
non  nocere. 


Will  You  Support  The  Rhode  Island  Professional 
Standards  Review  Organization,  Inc.? 

OVER  900  PHYSICIANS  HAVE  JOINED!! 

The  officers  and  the  Board  of  Directors  of  R.I.P.S.R.O.,  Inc.  have  ap- 
plied to  the  Secretary  of  Health,  Education  and  Welfare  for  designation  as 
the  PSRO  for  the  Rhode  Island  area  and  have  received  a planning  grant  to 
qualify  as  a conditionally  designated  PSRO.  Under  the  law,  a “substantial 
portion”  of  all  physicians  in  the  area  must  be  members  of  R.I.P.S.R.O. 

It  is  our  hope  that  you  will  agree  with  the  approach  of  the  officers  and 
directors  of  R.I.P.S.R.O.,  a peer  review  organization  controlled  and  directed 
by  a committee  of  licensed  physicians.  Even  though  you  may  not  agree  with 
the  basic  concept  of  PSRO  itself,  we  hope  that  you  will  give  your  support  by 
requesting  membership  in  R.I.P.S.R.O.  There  are  no  dues,  fees  or  other  mone- 
tary obligations  involved. 

Dr.  Alton  M.  Pauli 
President  — R.I.P.S.R.O.,  Inc. 

Dr.  Alton  M.  Pauli,  President 
R.I.P.S.R.O.,  Inc. 

106  Francis  Street 
Providence,  Rhode  Island  02903 

Dear  Doctor  Pauli : 

I agree  with  the  general  approach  of  the  officers  and  Board  of  Di- 
rectors of  R.I.P.S.R.O.,  Inc.,  a physician  controlled  and  directed  organiza- 
tion, and  wish  to  support  that  organization  as  long  as  it  shall  be  controlled 
by  the  physicians  of  Rhode  Island. 


Signature  Address 


Name  Printed  Date 


December,  1974 
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Introducing 

NUVEEN 
TAX-EXEMPT 
BOND  FUND 

Check-a-Month  Plan 
Series  60 


The  coupon  below  will  bring  information  on 
how  to  obtain  income  which  is  entirely  exempt 
from  Federal  income  taxes,  in  the  opinion  of 
counsel.  This  new  series  consists  of  200,000 
units— each  of  which  offers  you  a share  in  a 
$20,000,000  par  value  portfolio  of  profession- 
ally selected  municipal  bonds.  The  Fund’s 
chief  objectives  are  conservation  of  capital  and 
tax-free  return.  Participants  receive  a monthly 
check  for  their  proportionate  share  of  the  tax- 
free  interest.  For  a free  prospectus,  call  or 
write  your  nearest  Nuveeii  office  or: 


WAYNE  E.  CROSS 

1349  West  Shore  Rood,  Warwick,  R.  I. -738-4574 


representing 

INVESTORS  DIVERSIFIED  SERVICES 


Please  send  me  information  of  the  Nuveen 
) C'heek-a-Month  Plan. 


NUVEEN 

TAX-EXEMPT 

BOND  FUND 


a dealer  which  may  olfer  these  Units  in  such  Slat 


Registered  Professional  Nurses  On  All  Shifts 
Dietician  Physiotherapist 

Organized  But  Open  Medical  Staff 
Ethically  Managed 

100  Wampanoag  Trail  East  Providence 

Tel.  438-4275 

JCAH  Accredited 


HEALTH  HAVENS 


A SKILLED  NURSING  HOME 

Medicare  Participating 


Wherever  you  go, 
forget  your  telephone 
calls.  We  ll  take  them 
for  you,  day  or  night 


MEDICAL  BUREAU 


of  the 


Providence 


Medical  Association 
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jrpr  Muscles 

ltlmt  and  joints 


Ilerever  it  hurts,  Empirin 
)mpound  with  Codeine  usually 
lovides  the  symptomatic 
lief  needed. 


I flu  and  associated  respiratory 
i ection,  Empirin  Compound 
\ :h  Codeine  provides  an 
Ititussive  bonus  in  addition  to 
r ief  of  pain  and  bodily 
c comfort. 

/'  prescribing  convenience: 

I*  up  to  5 refills  in  6 months, 
«/ourdiscretion  (unless 
r tricted  by  state  law);  by 
tsphone  order  in  many  states. 

Iiipirin  Compound  with 
(deine  No.  3,  codeine 
f osphate*  32.4  mg.  (gr.  V2); 

1 . 4,  codeine  phosphate* 
t .8  mg.  (gr.  1)  *Warning-may 
t habit-forming.  Each  tablet 
ao  contains:  aspirin  gr.  3Vz, 
Cinacetin  gr.  2Vz,  caffeine 
g V2. 

imp  I Burroughs  Wellcome  Co. 

-cj.  / Research  Triangle  Park 

V llcome  / North  Carolina  27709 


WHEN  FUI  MTS  AND 


COMPOUND 

C CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  Vi 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


The  Role 
of  the 
Detail  Man 


Dr.  Willard  Gobbell 
Family  Physician 
Encino,  California 


Dr.  Jeremiah  Stamler 
Chairman 
Department  of  Community 
Health  and  Preventive 
Medicine,  and  Dingman 
Professor  of  Cardiology 
Northwestern  University 
Medical  School 


Dialogue 


“I  may  be  prejudiced,  but  I a 
very  much  in  favor  of  the  detail  mt 
I meet.  Most  of  them  are  knowledg  • 
able  about  the  drugs  they  promote 
and  can  be  a great  help  in  acquain1 
ing  me  with  new  medication.” 


Family  Physician's  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  o 
the  men  who  visit  me  regularly  ancl 
they  in  turn  have  become  aware  of ; 
my  particular  interests  and  the  na 
ture  of  my  practice.  They,  there- 
fore, limit  their  discussion  as  mucl 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same! 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest,  ] 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealin  ]. 
with  health  problems  in  this  count! 
there  is  a potential  for  detail  men  I 
to  play  a meaningful  role.” 


The  Positive  Influence 

My  contact  with  representa-  I 
tives  and  salesmen  of  the  pharma-  V 
ceutical  industry  is  the  type  of  con  I 
tact  that  people  in  a medical  centel 
research  people,  and  academic 
people  have  and  that’s  in  all  I ikel ih  i 
on  a somewhat  different  level  from* 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person  ; 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— and 
attimes  actually  are— dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu 
cational  function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and  r 
pamphlets— some  of  it  scientific-  i 
ally  sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  film  j 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  thi 


s He  a Source  of  Information? 

Yes,  with  certain  reservations, 
'he  average  sales  representative 
. las  a great  fund  of  information 
riibout  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
eprints  of  articles  that  contain  a 
>reat  deal  of  information.  Here, 
oo,  I exercise  some  caution.  I usu- 
illy  accept  most  of  the  statements 
nd  opinions  that  I find  in  the 
; )apers  and  studies  which  come 
: rom  the  largerteachingfacilities. 

' t goes  without  saying  that  a physi- 
• dan  should  also  rely  on  other 
« .ourcesfor  his  information  on 
)harmacology. 

'raining  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
)f  a pharmaceutical  company 
>hould  be  a graduate  pharmacist 
vho  has  a questioning  mind.  I don’t 
hink  this  is  possible  in  every  case, 

opacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
ional  material  and  serve  not  just 
3S  “pushers”  of  their  drugs. 

'he  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
his  material  as  a labor  of  love  — 
hey  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
he  ambitious  and  improperly  moti- 
'ated  sales  representative  can 
:xert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
ienting  a one-sided  picture  of  his 
product,  and  by  encouragingthe 
practitioner  to  depend  too  heavily 
pn  drugs  for  his  total  therapy.  In 
hese  ways,  the  salesman  has  often 
distorted  objective  reality  and 
jndermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
p representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


DRUG  COMMITTEE  REPORT 

(Concluded  from  Page  501) 

Criminal  Procedure  neutralized  many  of  both  the 
committees  and  Mr.  [McKenna’s  modification  and. 
in-general,  were  more  conservative.  They  accepted 
some  of  our  recommendations  specifically  regarding 
the  ‘original"  prescription  is  in  the  requirement 
for  examination,  but  rejected  our  concerns  about 
three  month  reporting.  It  is  to  their  credit,  how- 
ever, that  they  excluded  drug-dependent  individuals 
from  the  penalty  structure. 

Mr.  Edward  J.  Lynch,  former  Associate  Execu- 
tive Director  of  the  Rhode  Island  Medical  Society, 
was  continuously  involved  with  the  Committee  for 
the  past  three  years  in  this  effort  and  many  of  the 
original  versions  were  compiled  by  him.  We  are 
greatly  appreciative  of  his  effort. 

The  final  legislation  represented  probably  the 
best  accomodation  available  at  the  time. 

We  congratulate  Governor  Xoel  on  what  we  came 
to  see  as  a sincere  desire  on  his  part  to  have  legis- 
lation which  was  contemporary  and  yet  just.  We 
feel  that  he  came  to  acknowledge  that  in  the  co- 
operative effort  that  the  Medical  Society  acted  as  an 
advocate  for  the  good  of  all  citizens. 


NOTICE 

MEMBERS  OF  A.C.S. 
MEMBERS  OF  A.M.A. 

Can  get  the  "right  answers" 
about  recent  changes,  and 
how  they  may  be  affected, 
by  writing  or  'phoning  to: 

R.  A.  DEROSIER  AGENCY 

215  Waterman  Avenue 
East  Providence,  Rhode  Island 
Tel.  438-0660 


Y\  e hope  that  the  Xoel  Administration  continues 
to  view  the  Medical  Society  in  this  light  as  we  en- 
courage further  constructive  modifications  in  the 
field  of  drug  abuse  control. 

Respectfully  Submitted 
John  E.  Farley  Jr.  M.D. 

Chairman,  Committee  on  Drug  Abuse 


ORAL  HYPOGLYCEMIC  AGENTS 

(Concluded  from  Page  511) 

"Presented  at  Postgraduate  Cource  in  Diabetes  Mel- 
litus.  American  Diabetes  Association.  Philadelphia, 
January,  1974 

*Prout  TE:  A prospective  view  of  the  treatment  of 
adult-onset  diabetes  with  special  reference  to  the 
University  Group  Diabetes  Program  and  oral  hypo- 
glycemic agents.  Med  Clin  North  Am  55:1065-75, 
Jul  71 


ANTIBIOTICS  CIRCA  1820 

Big  Bottoms,  Missouti  — In  the  autumn  of  1820 
there  wasn't  a man,  women,  or  child  in  the  entire 
Bottoms  that  wasn't  laid  up  with  chills  and  fe 
ver.  It  was  known  as  the  sickly  year.  A pre- 
scription for  the  ague  — chills  and  fever  — in 
the  Bottoms  was  ‘ Three  lice  trapped  from  the 
head  with  a fine  tooth  comb,  and  swallowed 
alive  with  water  before  breakfast.’- 

Sutton,  Richard  L.  Jr.,  and  Canfield,  Ken- 
neth R., 

The  Missouri  River  — The  River  Rat’s 
Guide  to 

Missouri  River  History  and  Folklore. 

Squire  Publishers,  Leawood,  Kansas, 
1974 



ONE  SENTENCE  ESSAY 

Physicians  acted  wrong. 

. . . Epitaph  on  tombstone  in  Cornwall,  Eng- 
land. 
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CRITERIA  FOR  SURGERY 

(Concluded  from  Page  506) 

operation  depending  upon  the  degree  and  rapidity 
of  the  progression  of  the  disease.  The  indications 
for  valve  replacement  with  a prosthesis  are  now 
frequent  and  the  physician  has  reason  to  be  en- 
thusiactic  over  the  advances  which  havebeen  made 
in  this  field  if  surgery.  In  selecting  a suitable  pro- 
sthesis the  surgeon  should  consider  the  type  and 
size  of  valve  prosthesis  in  relationto  its  hemo- 
dynamics, any  anatomical  disproportions  in  the 
size  of  the  heart  or  its  chambers,  the  reported 
thromboembolic  incidence  with  use  if  the  prosthe- 
sis, and  his  own  experience. 
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Book  Review 

CURRENT  PEDIATRIC  DIAGNOSIS  AND 
TREATMENT  by  C.  Henry  Kempe,  Henry  K. 

Silver,  Donough  O’Biien  and  Associates.  Los 

Altos,  California,  Lange  Medical  Pudlications, 

1974.  $12.00 

It  not  only  has  been  a distinct  pleasure  but  also 
very  stimulating  to  review  the  third  edition  of  “Cur- 
rent Pediatric  Diagnosis  and  Treatment”  by  C.H. 
Kempe,  H.K.  Silver  and  D.  O'Brien  with  the  aid 
of  an  eminent  group  of  associate  editors.  This 
erudite  group  of  Colorado  physicians  and  educators 
reflects  the  high  puality  of  medicine  in  this  part  of 
the  country. 

It  is  arranged  logically  from  history  taking  and 
physical  examination,  system  by  system,  until  the 
final  section  on  therapy  and  chemotherapeutic 
drugs.  Each  subdivision  gives  one  the  highpoints 
of  diagnosis  and  treatment  and  is  followed  by  a 
short  relevant  bibliography.  This  enables  one  to 
follow  up  quickly  further  study  of  any  condition. 

The  authors  do  not  propose  to  make  a complete 
evaluation  of  the  condition  under  consideration,  but 
certainly  one  can  get  an  excellent  resume  of  what 
he  wants  to  follow  up  in  depth.  The  text  is  as  up 
to  date  as  last  month’s  specialty  journal.  It  is  im- 
possible to  pick  out  any  single  section  forparticular 
praise.  However,  I cannot  refrain  from  mentioning 
the  following  ones  in  this  regard:  cardio  vascular 
conditions,  genetic  and  chromosonal  disorders, 
errors  of  metabolism,  interpretation  of  biochemical 
values,  anti-infection  chemotherapeutic  agents,  and 
drugs.  The  sectionpoisoning  is  also  very  helpful  and 
practical. 

Finally,  I can  only  suggest  that  this  1,000  page 
soft  cover  volume  will  and  should  be  a welcome 
addition  to  the  library  or  office  of  anyone  treating 
infants,  children,  and  adolescents.  The  psychiatric 
section  will  be  particularly  valuable  to  those  deal- 
ing with  the  high  school  and  undergraduate  group. 
The  various  tables  and  drug  dosages  are  another 
bonus.  This  is  an  excellent,  useful,  practical  opus. 

Maurice  Adelman,  M.D. 

There  is  no  question  that  we  observed  a num- 
ber of  patients  who  laid  on  the  operating  table 
without  changes  in  expression  or  vital  signs 
while  surgical  procedures  were  being  performed. 

Visiting  Anaesthiologist  in  China  observes  Ac- 
upuncture Anaesthesia.  Culled  from  an  Esteemed 
Contemporary  Journal. 
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Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 

A high  assurance  of  clinical  efficacy 

sin  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
a against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
Proteus  mirabilis , and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  those  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
mides and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml / min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


ROCHE 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consultcomplete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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